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Application for Payment of High Aggregate Cost for Long-Term Care Service and Issuance of Copayment Certificate
(REEEREAM) XHRPFEREERS | |
(For Insurer Use) Payment Application Reference
CEFSE FE HNERELDH I | 3 A B 3 A BET | | HE | | e
Applicable Fiscal Year Fiscal Year Applicable Calculation Period YYYY MM DD to YYYY MM DD of Pages
JYUAF = RIXE A AR ATOECRIBEIRAEREES
Furigana ki Insurer Name Enroliment Period Attached Copayment Certificate Reference Number
HiEERZ :;g 1 Fyvwy  Awmm BH5 oo
Applicant's Name E % £ vyvy B wm HM 5 boto
-3 = B B4 TR A& 9 2 vyvy A wm HAS ooto
Birth Date Yyyy MM DD Gender = % £ yvvy A wm HMS opto
BRIZEZDRS-BS E 3 Fyvwy  Awm BM5 oo
Symbol/Number of Insured Person, etc. X1 ﬂE YYYY H MM =] 75“7: DD to
AAKAR -3 A B -3 A AFET AEAMOKRBICEVTNAT SERRIRE DA %2
Enrollment Period YYYY MM DD to YYYY MM DD Name of Medical Care Insurance Provider as of the Last Day of Calculation Period *2
BITELEIL. RA| BE5IRAOQESGEYET, In general, benefits will be paid to the salary transfer account.
HRIASEEE A ., BERAOEARYAAERFLINGBVE R, LFOTANFvrE AN TGZEN, BERRELZOOEIZRS)  If you do not want benefits to be paid to the salary transfer account, check one of the following (Only accounts in the name of the insured)
BRERELR) | 5 | AT RS TENBRL- AL EMOEEHALET, ) DEEERO RIRICIE, BRASHBEELES,
Bank Account I will use the public fund-receiving account pre-registered on Mynaportal, etc. Note: It takes several days for account information to be reflected after registration.
Information
. Y - B R AT i T BN ER L CEEzE Ao
(nswred Persoris Name) | |48 5 RIA CEE, <4 H—SL SCEMBRLI- AR BROEUNEFLLET. (SR Required Doouments | EURASmECESEA.
D I want benefits to be paid to an account other than the salary transfer account/public fund-receiving account SRME BT ﬁj&g N Dg%ﬁ D@% BOERTESLONIE— * == BN p )
pre-registered on Mynaportal, etc. Copy of document showing financial institution name, branch name, account number, 112) E??*—T@%%(it?iﬁho
and account holder name Note 2: Remittances using electronic money are not possible.
JUAF z RIZE S A HARE AMIOBCRIBEIRAEREERS
Eurigana o Insurer Name Enrollment Period Attached Copayment Certificate Reference Number
BEEERA E HE Fyvwy  Awmm BM5 oo
Dependent's Name i% £ vyvy B wm HM5 poto
-3 & A B4 TR Al 2 £ vyyy R BMS oot
Birth Date YYYYy MM DD Gender = 5 £ vyvy A wm B\ ppto
AAKAR F )] and F B = | 2 3 Fyvwvy  Awuu B oot
Enroliment Period YYYY MM DD to YYYY MM DD X3 3 £F vyyy A wm HAS opto
TYUHF 3 RIXE £ oA HARE BAEOBECEIEERAEEEES
Furigana z Insurer Name Enroliment Period Attached Copayment Certificate Reference Number
BHREERA :;z IR Fvw  Awmm B ppto
Dependent's Name f % £ vyvy A wm HA\S ooto
n 2 =
£5AAR F A B4 T3 Al Fvww HAwmv BHSo0o0
Birth Date YYYY MM oD Gender B2 Evyvw  HAw  BHSow
A AR F A Asd F B AT g 3 Fyvww  Awmm B ppto
Enroliment Period YYYY MM DD to YYYY MM DD X33 4 vyvy B mm BHS oo
e
Remarks
FRERRZREGERZR B REEAA 3 A 2]
To: Chairman of the Board, FR Health Insurance Organization Application Date YYYY MM DD

@ FENECHRREREOIMERALET.

| hereby apply for payment of high aggregate cost for long-term care service.

@ BCAEEIRAEORMNERFELES,

| hereby apply for issuance of a copayment certificate.

XECRIBEIAZEORMETIHE. D. QOVWThEATHATTELY,
BENECEREBOXRBEOAETIHE. ONDAEATEHATTEL,

*If applying for issuance of a copayment certificate, please circle both @D and @.
If only applying for payment of high aggregate cost for long-term care service, please circle @ only.

#{E &S Postal Code

*

HiEEKS Applicant's Name

E:E &5 Phone Number

Ff Address

FRERRIZES

[R7.4] FR Health Insurance Organization (April, 2025)



ZiE A EDEEZEIE Important Notes for Completion

1. BEEE (RSB AMIZDUVT 1. Regarding the Applicant Section
(1) B EEEIHEORMBRBLITIGEEIE. XKIERATETT, X2TDONWTRALTEEL,
(1) When applying for issuance of a copayment certificate, *1 is not required. Please complete in *2.
(2) BENECHEBREOXKRRHEDOAZITIHE GIEHBORBIZMATIRIEE~ADIHBBEFEDIEHE) (L. X2AFELATETT . XIUTDVWTRODESYTTAL TS,
(2) When only applying for payment of high aggregate cost for long-term care service (application for payment to the insurer as of the last day of calculation period), *2 is not required. Please complete *1 as follows.
ERRRICOVTIE, SHELARNICH OERFRERICMALEZBELNHNITBALTIZEL,
+For medical care insurance, please list any enroliment history with different medical care insurers during the calculation period.
MERRICOVWTIE, SHTEHABRNO T A TOMABEISDVNTRALTZEWN, 7220, NMEREHRIZE LA RASA TOEDEBIC OV TIERATETY,
+For long-term care insurance, please list all enroliment history during the calculation period. However, periods without a long-term care insurance certificate do not need to be listed.
-BEAIBEIAEIIDOLTE. TOXRERPMICE T B2 EBEN GV B S ERATETTH. TOGE. IRNMTO B AIBEIRAEEEES IBICNRMIGLIEEALTZEL,
+Regarding the copayment certificate, if there were no copayments during the applicable period, attachments are not required. In this case, please write "No attachments" in the Attached Copayment Certificate Reference Number {
2. WMHEBEEIZHRDEEAMEIZDULVT 2. Regarding the Dependent Section
(1) BECEEBEMRAEORTRFELITIEE L. HFAAEOAARRABICE VDV THEEEE THOLEIC DV TRAL TSN, 48, COGESEXIITOVTIHEATETT,
(1) When applying for issuance of a copayment certificate, please list those who were dependents during the certification period of said certificate. In this case, fill in*3 does not need to be completed.
(2) BENECEEBEEOXRBHBOALITIHE GHEHABORAICMATIRIZEEADZBHFEDES) (. STEHBORBICE D THEEEE THo=FIT DOV TERALTIZEL,
(2) When only applying for payment of high aggregate cost for long-term care service (application for payment to the insurer as of the last day of calculation period), please list those who were dependents as of the last day of the calculation period.
COHBRITOVTIEXIDEANBETT DT, ROEBYFBALTZELY,
In this case, *3 must be completed as follows.
ERREICOVTIE SHEHBERNICHOERRIEICMALIZBENSHNILEHRAL TS,
+For medical care insurance, please list any enroliment history with different medical care insurers during the calculation period.
NERRCOVTIE, SEEHENOTRTOMABEIC DOV TRALTIZE, F12L NMERBHARRE AN ZASN TOEWNERIC OV TIERARTETT .
For long-term care insurance, please list all enroliment history during the calculation period. However, periods without a long-term care insurance certificate do not need to be listed.
-BCABEEIAEIOVTIE. TOXREPBICE T2EEEBENGVBEERATETTA. TOBE. R FOBCABEMAEEREES IBICIRAGLIEEALTHZEL,
*Regarding the copayment certificate, if there were no copayments during the applicable period, attachments are not required. In this case, please write "No attachments" in the Attached Copayment Certificate Reference Number {
3. {#H&EHIZDULVT 3. Regarding the Remarks Section
HEEFZOVTIE, BFBEBFRVTOHEKEE THO-EOMALSB (ZNTADOFITOVT. TRE IEO TOMIALBIRICRALIZEM) CE TR (RRLER)ZRALT
FEEW, (HOERRKRITMALTW-HBOZZEICOVWTIKEATETY )
In the Remarks section, please enter the medical consultation history (month and year of consultation) during the enroliment periods (periods entered in the "Enroliment Period" field below the "Name" field for each person) for the
applicant and those who were their dependents. (Medical consultation history during periods of enrollment in other medical care insurance plans does not need to be entered.)
4. ZD1th 4. Other
BEZEOMARERECHEEEE I CRIEAMEENBYAENGEE L. 2B DEICERAL TSN, 2056 A LOERICEROMBM LA B M TR AL TZEN,
If there is insufficient space in the applicant enroliment history section or dependent section, please continue on subsequent pages. In this case, please enter the total number of pages and current page number in the page fields
* BCBEEIREORTICOVTEIESBORBICMATARIRE~DBREE
HEERVEHEHBEORBICBVDTHREREE THo1-EHITOVWT. TR ENMABREICEASK-EBICE S BIEENH LB EICE. CNITHRIECRBEIXAEORIHIBETT,
2L RO ZEITERLTZELY,
Regarding Attachment of Copayment Certificates (application to the insurer as of the last day of the calculation period)
For the applicant and those who were dependents as of the last day of the calculation period, copayment certificates must be attached for any periods listed in the enrollment history where copayments were made.
However, please note the following.
BERE-MERIR-HFICHEVTE HEEFLLTZZLEROBECAER. TOELHETHHREE HER)NEIELELOLLTRYIRDAET,
ZD1=H . HHREEELLTMALIZHEICOVWTIE, BHRBEHREELLTCOBEEEBEIHYEL A,
COBEICF. TRTOBECAEEAEEEES IMICENREELIERBAL TSN,
For Health Insurance, Seamen's Insurance, and Mutual Aid, medical copayments made as a dependent are treated as having been paid by the insured person (society member) supporting that dependent.
Therefore, there are no copayments as a dependent during periods of enroliment as a dependent.
In this case, please write "No attachments" in the Attached Copayment Certificate Reference Number field.
-ERBERIKRICELTE. TOHETICETSENZIT-EEOBC AR, ZOHFEENEBELILDLLTRYEOAET,
Z0=H  HHFFLUNOEHFEELTERBERIZICMALHMICOVTIE, ZOAKEFTELLTOECRIBEARHYFEE A,
COBEIZF. TR OB AEEAEEEES IMICENREELIERBALTIZEN,
For National Health Insurance, medical copayments made by household members are treated as having been paid by the head of household.
Therefore, there are no copayments as a household member for periods of enroliment in National Health Insurance as a household member other than the head of household.
In this case, please write "No attachments" in the Attached Copayment Certificate Reference Number field.
HRELGLHIEHAMPICLAE OB RREPRINHIGEICH THLZMICFRLIEC AIBEIIBEDO R EIFETT,
COGRIZE. THMIOBCAIBEEAERERS IFICIENRMTARIERAL TS, (GH., AP0 B 8BITRIPHBIIEVHELLGYFET OTITIEEEL,)
| BERRFEEEZVBERRIEE DFRIZEE TH o/ AHI- 1785 B IEEEFIZ(Z DU TH T DEMEED SRR T EHEEDH5H
+Copayment certificates are not required for periods when enrolled as an insured person in this organization during the applicable calculation period.
In this case, please write "Attachments omitted" in the Attached Copayment Certificate Reference Number field. (Please note that a separate application will be required for copayments during this period.)
[ Include this section only when allowing omission of copayment certificates for periods when the reference date dependent was an insured person of the reference date insurer

FRIEZFE{RIEMEE [(R7.4) FR Health Insurance Organization (April, 2025)
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