E S | R s fen

EWRE R (ERtosmsw) FEITIRIEE
Request Form for Issue of Medical Care Cost Notice (Medical Care Cost Information)
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TROMY | EREBMORBITEERKES L 7,

| hereby request the issue of a Medical Care Cost Notice as follows.
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*If the Symbol/Number is unknown, please fill in your employee number in the number field.
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Eligible Person for Issue Please select
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Medical Treatment

Please fill in
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* The requested medical care cost notice will be issued based on bills received from medical care facilities.
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Bills from medical care facilities typically arrive at the health insurance organization two months after you pay your
copayment at the medical facility.

Medical care cost notice can only be issued for medical visits up to two months prior to the month in which the request form
is submitted to the health insurance organization.

(5 : 127 15 BEREBIZ 10 527253 £ TOEFRE @I D FEIT FTHE)
(Example: For forms arriving at the health insurance organization on December 15, a notice can be issued for medical visits
up to October.)
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However, please note that we may be unable to issue a notice for your desired medical treatment month due to delays in
billing from medical care facilities or other factors.
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For privacy protection purposes, the notice will be sent to the address registered with your company.
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To: Person in charge of benefits, FR Health Insurance Organization FREERZMEE

FR Health Insurance Organization (January, 2025)
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