GrLoBAL BENEFITS GROUP

Insurance Without Borders®

Health, Wellness and Vision Claim Form

Provider's Verification — Japan
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This claim form is to be completed by the provider to verify a claim made by the patient to International Claims Services (ICS). Return this form along with
itemized bills, diagnosis, and receipts. ICS must receive claims within 180 days after first day of treatment.
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Please send completed claim form and supporting documents to International Claims Services:
e Submit: eclaims@gbg.com / Inquiries: customerservice@gbg.com
e  Mail: 27422 Portola Parkway, Suite 110, Foothill Ranch, CA 92610 USA
e  Fax: +1.949.271.2330
FRLIEZ V=L T+ — bR V— LB X/TEEREA L —F v aF Al L= —ERARZEMF LTI ESW,
o $&: eclaims@gbg.com / IRV G4 customerservice@gbg.com
o A —)L:27422 Portola Parkway, Suite 110, Foothill Ranch, CA 92610 USA
o Ty v R:+1.949.271.2330

A. PATIENT INFORMATION EE 15

Name (Last, First, MI) x4 (E. 4. & LHIULI RAR—AA1 =2 ¥ L)

Date of Birth (DD/MMMIYYYY)  Z4EH A (H /A [TJE4F):

Address {EFT:

City i Country [E: Postal Code E/{HF+:

B. CLAIM INFORMATION (Please attach additional pages with more information, if necessary.)
7 L—AiER (BWETHIIT, FHFREZTLTHR L CBNMR—CEZRMLTIEIN, )

Date illness/injury occurred (DD/MMM/YYYY)  Ji & « RFAE Z - 72 H (H /A [FEEE):

Is this claim for Maternity treatment? []Yes [1No If yes, Delivery Date:

Loy L—rFHmozooiRER T Oy Odwvnz b LES Thiud, HEHR
Describe problem, symptom or complaint [f/&H, JER, R a2 LT &0,
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History of condition/lliness: Has diagnosis/treatment for same condition or related condition been given previously? If so, provide dates, results, kind of
treatment, prescribed drugs, name of doctor/facility:

FEAR < JRIE - DLATICE CAER S U < IXBTE L 72k OB W - 1620 HERHV T2 LE D ThiLX, BICh, #
RIBENE, A Esn, BE - ERERA ZRIEL TS,

Condition of Patient at time of admission  3lé[e24 H o> HE DARAE :

Physician’s Diagnosis/Results of visit =R 2T - SEBEis R

Treatment and/or Procedures performed 1T 7cifiEI L OV F 7o idxha

Condition of Patient and any medicine/consultation referred at the time of discharge  RBERFDBE ORE L BEFICE 2 DNHK - 2V
T—a

PHYSICIAN/FACILITY INFORMATION [EFf - ERHaR {54

Physician/Facility Name ~ EERIli - [ 5 it 5%

Address {EFT:

City i Country [E: Postal Code HE{HF

Phone #EZE: Email E X —/L:
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SERVICE/PRESCRIPTION DRUG RECEIPTS (Must include or attach detailed itemized charges and complete medicals with details of procedures)
PR - GEHENE (TA 72T L OFEMOGRE . REFIRRE, BFFMESONRNTO2UNERHY ET, )

Date of Service

(DD/IMMMIYYYY)
H—EAH Description of each Service/Prescription Drug Cost Currency
(H /A [FEIB4E) FH—ERAORGE - FEE 24 iy

Total amount paid by Patient &2 K - T b iz &7 &4H:
Total unpaid balance still due to Provider =77 /31 &' —~ DRI NEFE:

C. AUTHORIZATION 7k #8777

Any person who knowingly files a statement of claim containing any misrepresentation or any false, incomplete or misleading information may be guilty
of a criminal act punishable under law and may be subject to civil penalties. The above answers are true and correct to the best of my knowledge. |
authorize any physician, medical institution, pharmacy, insurance company, employer, labor union, or association to release information to Global
Benefits Group as required to properly pay all benefits. A photocopy of this authorization shall be considered effective and valid as the original.
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Physician or Representative of Physician/Facility Efib L < IXEM - ERERARK

Name K4 Date Hf:

Signature  F4:
By typing my name on this form, | am signing electronically and this electronic signature is the legal equivalent of my manual, handwritten signature.
IDT7F—LDIHDRLE A TTLHFED, FATBEBFIICEALTEY, ZOBFERTFEZ OB LENICA%EDO LD TT,
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