Application [for Resumption] of Insurance Benefits Payments
CEEARIY (Example)
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| hereby authorize  (Business entity)

to serve as an agent on my

behalf and to receive the above high-cost medical care charges
(costs) and benefits for which application was made above.
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Individuals with other than Japanese nationalities may
sign in lieu of affixing a seal.
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1. Although these costs were eligible for public subsidy, medical services

were received outside my prefecture (or city).

2. Although these costs were eligible for public subsidy, | was required

by my local government to pay a deductible.
3.1 am no longer eligible for public subsidy.

4. Other reasons
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— This form must be filled out and a seal affixed when requesting payment for examination

or treatment undergone while employed by the business facility (the form does not need
to be completed for individuals insured by voluntary continuing health insurance or by

health insurance for retirees).
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