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Information of Insured Person

(1 Health Insurance Card Symbol / Health Insurance Card Number
@ Birth Date
@ Name / Seal or Signature
@ Address (with Zip Code) and Telephone Number
* Please indicate your current address and the telephone number where you can be

reached during the day.

Information of Person receiving Medical Treatment

® Name
® Birth Date
@ Scheduled Treatment Period
Circle items that apply Yes: (V> No: W\ 2
© Circle items that apply Yes: > No: Wiz
Circle items that apply
1. Due to Illness
2. Due to Traumatic Injury
3. Due to the Third-party Act, such as an Accident
4. Due to Pregnancy or Childbirth
D Cause of Injury
(2 If the insured person is exempt from municipal residence taxes, then attach the Tax

Exemption Certificate (original copy) or get proof of the Tax Exemption in this field.
@3 If you enter the Health Insurance Card Symbol and Number, filling in is unnecessary.
Health Insurance Card Symbol / Health Insurance Card Number

@ Name who need a Certificate of Application of Maximum Copayment Amount

(Applicable to Long-term Hospitalization)
If you have been hospitalized for 90 days or more within the past year from the date of
application, please fill in the period of hospitalization and attach a receipt etc. showing
the period of hospitalization.
No need to submit if the hospitalization period is less than 90 days.
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