Medical Cost Payment Request

(Example) You underwent examination or treatment without
your health insurance card ~page 1~

(GEAR) RERSETARIGDIZE 1N—JH

Need not be filled out

Approval seal (mechanical seals are not acceptable)
If the insured provides his or her signature above,
his or her seal need not be affixed.

Health insurance card Y =—fFRRRAL A AR Name and Seal of the insured
symbol/number BRI %igg ok OB % K | %;5 e
Address of DR BTE>—2255.999 ORRIE D - T Gm At 9
the insured e - &S | 999999 OHRBEARANKS A UGS ERETE N ~
Daytime telephone @’Ffﬂ%% 7999-9999 _ _ l
number apra PO A AT X X 99-09 Extension number permited) 5
OHome [OOffice DO T EGOTIL D B BE MO OlE TE O
§ BN 7 75
LICell phone XBEMVADE ORI Lm%% 99— 9999 —9999 |y B B F
Name of company bt bt e o PN Date of lliness or Injury (Y/M/D)] ¢Z
where the insured > i R O x x#z\ &4t | ‘;(timg]igl g@ggBQf iniur%() -
individual is employed ©{g w4 |REXH Name of liness or Injury ®§§g%gﬂ B (ﬁ%@%ﬁi A mﬁa) )
Th i N
to g:eccs)?ncng?esd @ T DR & Cause of lliness or Injury S\;
by the insured @z 21 | () .. Name of (b) Place of Medical Institution
. - EwgEo |4 m X XER \edical Institution Bz OOBROOMmOO999
Period of examination - - —
or treatment QEWMONE R, X Nature of examination or treatment
(Y/M/D to Y/M/D) and o ? 17 & 3R 60 5 @I E Treatment cost
number of days DROME | Tk # A Hzc 16 L7z %8 4,000 &
Period of time BB AR e A =R — PR L 1 A B o2b PR 4 A H #c
ey EEORITEZT Aol [RIBTEOBER M FMHE 12512128 [oason payment of healthcare
(Y/M/D to Y/M/D) T - . - o ~ ~ "= "="" benefits could not be received
Information on the @%H&?ﬁ; @ KN ame™ Showa/Heisei® g i AL g@/M D) (c)%ﬁ%f%[ﬁ%éﬁﬂgﬁ?ﬁip
|nd|V|(_:IuaI_ undergoing X LYC ua?%@ Bx —R Hs @ 1247 % 1A &5 with the insured
O O e B OFREETENT B CRPREMRL V) 20 3 = ST 0% >0~  Yes=Goto 17
5 & dependert MBS % = & BT T [ ordinary account’ Y 25@~  No=Goto 19
IS a dependen Q= OFERFEZ IR T 5 W8 TRk O RERERRFIE | rent account . E - O »>B~OiAFRE  Yes—Skip 1810 19
When submitting this AR A R R ) I IIA L Tl £ O L2258~ (@FAFRE) No=Go to 18 (Skip 19)
form. is the insured (CEVSEAEA B4 Name and branch  #47[E%#(i5 % Branch no. 7)#°+ Furigana
indiv’idual retired. or kGrBERDE LS \%ank of financial institutiorsz & [24 g b &= Account number 4 3% N\ IK4 Name of account holder|
o ’ —HERA % Symbol #+5  Number 703"+ Furigana
is it clear that he or I {58 /=) - S35 e N f hol
she will retire within ‘ — = ‘ . e T—
pt [BEZESN NS OO x xtrKEtt RN EED . LFEo &0 HEE Lot K O
one month’ WOSANGER |G T & S L ST, > WERERETISEHEINTND [BEFHEH] £2A
Upon SmeiSS.ion of 7)) BAETAY Address Of_the insured SRk 16 4 3A 9m
this form, the insured Letter of #rmE L OOBRAAT x x99-99
individual shall be attorney frpE s LR KER @
covered by the health ame of the insured
insurance system for [&%ﬁ%}ﬁ] N o | \
retirees L 10 %‘E\KQEF i R AL ae . Approval seal (mechanical seals are Date on which letter of attorney
2 HORNBLED ) R A, BL. BLFA Lo acceptable) | was completed (Y/M/D)
Requested bank account FEFEYE G L 2 %EmNE] RO FHEIE] Individuals with other than J P
for receipt of payments 2 B BBRORFL T H8E ndividuals with other than Japanese
Enter either a bank or UTFOEEERFLTFSW, nationalities may sign in lieu of

a post office account number — [ZRHBMIIME] (T L) =2-— Y HICEH affixing a seal

= Er
An account in the name [RaE] ORp)
of the insured | hereby authorize  (Business entity) to serve as an agent
on my behalf and to receive the above medical care charges (costs) & A,

8 and benefits for which application was made above.

MR T DT NICEYL LA, 50 LORADOREBEZSRVT, 4i%fIH BN 282 THARREROE S ZLn3H v £,
LIERICHES LGS

2. N, HIESUIMEDREDT-DIIUEN D 255 ThH-> T, AANDREELGDL ZLnHEETHD & X
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(Example) You underwent examination or treatment without
your health insurance card ~page 2~

Required documents: receipt (original) and statement of
compensation for examination and treatment (copy).

For the statement of compensation for examination and
treatment, either use the form provided by the hospital or
provide the information on this page.

(R )
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Medical Cost Payment Request

(Example) When a treatment aid has been prepared ~page 1~

(GEARD) BRBEBRZEKLERZE 1N—JB

=—EREREGL A PRdR R

Health insurance card

Need not be filled out

Approval seal (mechanical seals are not acceptable)
If the insured provides his or her signature above,
his or her seal need not be affixed.

Name and Seal of the insured

symbol/number L %igg ok OB ¥ O B o=
Address of (D%ﬁf%va% 999 QUELEE DI - R
the insured =2k [#7°999999 OHRREANMES ERA VS GFEFE )4'531% XER

Daytime telephone
number

@%B’Zf%fiﬁ%@

999-9999
POOEBEAAT X % 99-99

[OHome Office
OCell phone

AE MBRE | g9

Agim
9999 —9999 [k~

xtension number permitted
9 —000-0000

7570

L]

Name of company
where the insured

(O

s .
(OF:] EPL;f@@HN’Lé g
MBMOAHEORICER LET XERA

£ 2
Ox x££t

et =N
| AT

Date of lliness or Injury (Y/M/D)
fi

N0 AmE — o)

individual is employed ® — DI X
" . ploy W 4 FEEHE #E R R JL = 7 Name of lliness or Injury BEDEA R (%%@:HBA k)
to g:eccs)?ncng?esd ®@FHH T DR gt  Cause of lliness or Injury
by the insured @z 21 | () Name of (b) Place of Medlcal Institution
period of examination | gE|_= Mo [ g X ¥ EFE Medical insttution st | OOROTHOOINY
or treatment QEWMONE BTty FEEEFE  Nature of examination or treatment
(Y/Mt/>D tof\ij/M/D) and o ? 17 & 3R 6R»s AED | Ozgicoxm Treatment cost
number or aays RO | Tk 4 A EESS H Lz A 22.294 ]
Period of time B R e A FPF 4 A B b PR 4 A H #c
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(Y/M/D to Y/M/D) SIS - == < benefits could not be received
Information on the Qyﬁ&% =B @ KName®  Showa/Heisei® )grth Date Y/M/D) (C)%ﬁ{%gﬁé& &t@g?ﬁ
individual undergoing _g@ #{E —E&f g - 124 25 H &5 wﬁhatlr?:?nslzred
examination or -

: AR F AR D R THARIRE 2RI L T, 2 0 202 s BRI O w0~  Yes=>Goto 17
treatment if he or she T N Account type: Y 25@~  No=Go to 19
's a dependent = DR B E BT B PR CE D BRI | oot saaount . W - OF \SB~ORARE  Yes—Skip 1810 19
When submitting this R ERRHIE) (CIA L TV OV x>0~ (@iEALRE) No=Co to 18 (Skip 19)
form. is the insured (CEVSEAEA B4 Name and branch  #47[E%#(i5 % Branch no. 7)#°+ Furigana
indiv’idual retired. or BT BERD LB \%ank of financial institutiorsz & [24 g b &= Account number 4 3% N\ IK4 Name of account holder|
is it clear that he or —HERA w (g | Symbol %% Number 794"+ Furigana
she will retire within Post office — 4 3% A\ K4 Name of account holder|

P OFEAEIR NS x x X & ERIEALED, Eiiol B0 B L RER & OFE e
one month* EZE”Z‘;E&*@@,% IgLET R LET, —>  BRREECEH SN TVD TBEFEH EEEA
Upon SmeiSS.ion of 7)) BAETAY Address of the insured SRk 16 4 3A 9m
this form, the insured Letter of #rmE L OOBRAAT x x99-99
individual shall be attorney iR i LR KER @
covered by the health ame of the insured
insurance system for [ (=& %] | \

retirees

1. J5RE A B AR

HET o8

2=
Requested bank account

FERH Y 21 &

N EdH D A, BL. BT
DHAEREIE] RO TN E]

SEAE

for receipt of payments 2. BBEDRROPH LT 5L
Enter either a bank or UTOEHEZRAT L TTF S0,
a post office account number  TZFEHRMBIME] (FLA) =2_X—THITHE

FHEGE] (R4

Approval seal (mechanical seals are
not acceptable)
Individuals with other than Japanese
nationalities may sign in lieu of

affixing a seal

Date on which letter of attorney
was completed (Y/M/D)

{

J

An account in the name

of the insured | hereby

e

authorize  (Business entity)

to serve as an agent
on my behalf and to receive the above medical care charges (costs)
and benefits for which application was made above.
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(Example) When a treatment aid has been prepared ~page 2~
(GEARD) BEBEREEKL RIEE 2N—JB

Required documents: receipt (original) and doctor's opinion
* If the receipt does not indicate the details of the subject
equipment, submit such details as well.
This page need not be submitted.
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Medical Cost Payment Request

(Example) If you used a health insurance card from your previous
health insurance policy ~page 1~

(GEAR) mBROMIREIEZEBLTLEZ O EIRE 1N—JYH

Need not be filled out

Approval seal (mechanical seals are not acceptable)
If the insured provides his or her signature above,
his or her seal need not be affixed.

Health insurance card YE—RRRRES BRRK Name and Seal of the insured

symbol/number BRI %igg ok OB % K | k%; e
Address of Ol E 7,999 DWRIRE DI - T Gr 1z
the insured e - &S |%&% 999999 OWRBREARANEA ERA USFEHIFNTE Rk KRR

Daytime telephone @“ﬂ%% 7999-9999 _ :
number e POORA AT X x99-09 Sl e
OHome OOffice DO T EGOTIL D B BE MO Dﬁa’:g e 0
LICell phone KEMUEDEORICEALET saEma [ 99— 9999 —9999 |

Name of company it et " PN Date of lliness or Injury (Y/M/D)
where the insured > i C e O x x#z\ &4t | 1(timg]igl g@ggBQf iniur%()
individual is employed ® = 2 , @FXIT P i A H

ploy 6 5 4 |REXHK Name of liness or Injury EROEA R B D 21T B

®@F i XA D JFIA 5%  Cause of lliness or Injury

O2EE%ZIT - (2 ~. Name of (b) Place of Medical Institution
EregEo |5 o < XBEB vedical Institution Bt OCOROOMO0O999

N0 AmE — o)

These sections
to be completed
by the insured

Period of examination

or treatment QBIONE |, IXE Nature of examination or treatment

(Y/MéD tOf\gM/D) and @ -r;?g 17 4% 34  6H»s @BHIE Treatment cost
number of days 2o w1 [k 1F A Hxc 1 H R L7 % F %A 4,000 H

Period of time BB e AP — PR AL 4 A B o2b PR 4 A H #c
if hospitalized Reason payment of healthcare

(Y/M/D to Y/M/D) OpEoattezyonerorill | OOBRKRDRIRAEZ ERBREICME S 725 Lonefits could not be received
Information on the TS () JEENameZ' Showa/Heisei(®) ErthEDa)t%e (\FI/M/D) (C)%ﬁ{%@éétiﬂ;ﬁ?ﬁip
. .o . SO D & iy
treatment if he or she 19 = DFRE A f Y SR A CHIRBRAE R LT ) & 0 e T AIS 01X =0~ Yes=Goto17
is 5 dependent 1 bR Lo b [ ey oot/ Y 25@~  No=Goto 19
'S a dependen R DK E & T 2 PR COBIRE OREFRIHE | orroat aocount . W - O v o@~ORARE  Yes—Skip 18 to 19
When submitting this SRR BRI L) (SN LT E OV z =8~ (@A+R#E) No=Go to 18 (Skip 19)
form. is the insured (CEVSEAEA B4 Name and branch  #47[E%#(i5 % Branch no. 7)#°+ Furigana
indiv’idual retired. or BT BERD LB \%ank of financial institutiorsz & [24 g b &= Account number 4 3% N\ IK4 Name of account holder|
|S It Clear that he,Or —HEEA ﬁﬁ% e Symbol %% Number TV F FUrigana
she will retire within Post office — 4,36 A4 Name of account holder
pt OZAEIR NS OO x xtrKEtt RN EED . LFEo &0 HEE Lot K O
one month’ A VB @R EELET. > BRERBMCRMIA TG [BEFEH 2RA
Upon SmeiSS.ion of 7)) BAETAY Address of the insured SRk 16 4 3A 9m
this form, the insured Letter of #rmE L OOBRAAT x x99-99
individual shall be attorney frpE s LR KER @
covered by the health ame of the insured
insurance system for [ UEESED | R | \
retirees L Yuﬁ% @E\a{;)%&fi;t ’i—; ;@) i?)]igféﬁ/v (L. s o] APProval seal (mechanical seals are | | Date on which letter of attorney
Requested bank account P w41 & 5w &l RO Ty | Notacceptable) “{ was completed (Y/M/D)
for receipt of payments 2 B BBRORFL T H8E Individuals with other than Japanese
Enter either a bank or UTOEHEZRAT L TTF S0, nationalities may sign in lieu of

a post office account number — [ZRHBMIIME] (T L) =2-— Y HICEH affixing a seal

= Er
An account in the name [RaE] ORp)
of the insured | hereby authorize  (Business entity) to serve as an agent
on my behalf and to receive the above medical care charges (costs) & A,

8 and benefits for which application was made above.
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(Example) If you used a health insurance card from your previous
health insurance policy ~page 2~

(GEAR) mRRORIREIEZEBLTL X ORIZR 2N—JH

Required documents: receipt (original) and statement of
compensation for examination and treatment (copy).

For the statement of compensation for examination and
treatment, either use the form provided by the hospital or
provide the information on this page.
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