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Due to the abolition of health insurance cards, applications are limited to those who meet the following 5] %%EE%
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@If the medical care institution does not support My Number Cards
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Application Form for Issue of Health Insurance Certificate of Application of Maximum Copayment Amount

and Standard Copayment Reduction of Maximum Copayment
XEE-BENTHDESE. FERITHETFTEETTALEELY, *If the Symbol/Number is unknown, please fill in your employee number in the number field.
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*No need to fill in if the eligible person is an insured person.
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If not specified, a certificate valid for one year from the 1st day of the application month will be issued.
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If the insured person is exempt from municipal tax, has the person receiving treatment been hospitalized long-term?
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* Long-term hospitalization means hospitalization exceeding 90 days during the one-year period prior to the month of application.
However, this only applies to hospitalization periods during which municipal tax was not levied.
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*Those who answered "Yes" should complete Page 2.
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Is the person eligible for medical expense subsidies from the municipality, etc., and receiving full or partial subsidies for medical expenses
lat the reception desk of the hospital?
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Please circle the applicable item regarding the condition for which you are requesting the Certificate of Application of Maximum Copayment.
*If you fall under 2. or 3., please fill in the cause of injury below.
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Traumatic injury
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Third-party action, such as an accident
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Pregnancy or childbirth
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hg Please fill in if you wish delivery to an address different from the one filled in the information about insured person above.
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If the insured person is exempt from municipal tax for the current fiscal year (or previous fiscal year if submitting this document between April and July),
please attach the original copy of the Municipal Tax Exemption Certificate or have the municipality head indicate certification in the section below when applying.
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Important Notes 1. If you wish to apply using your My Number instead of your insurance card Symbol and Number, please consult with the FR Health Insurance Organization.
[ $‘IE] 2. If you have not returned a Certificate of Application of Maximum Copayment Amount previously issued from the FR Health Insurance Organization, please return it along with
=N this application
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FR Health Insurance Organization (January, 2025)
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Please submit only if the insured person is tax-exempt
and the hospitalization period is 90 days or more.
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Application for Reduction of Inpatient Meal Standard Expenses
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*Documents verifying the hospitalization period (such
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* If applicable for long-term hospitalization, please attach documentation proving the hospitalization period (such as copies of receipts showing the hospitalization

period) with your application.
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