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Submission date: (YYYY/MM/DD)

Exam ple If you have become eligible to receive a medical expense subsidy
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Notification of Eligibility for Medical Expense Subsidy System (New/Termination)
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*If the Symbol/Number is unknown, please fill in your employee number in the number field.
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Information about Insured Person
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Please fill in an e-mail address.
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Please confirm the eligible person is a member of FR
Health Insurance Organization
swsE |QUEVERESEREDR 2. L EREMNE EBRE B
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Sl Z5T5 ) 3 mERERENMR
RA|| mEizom || % = . 4. Z D ( )
51| circle the applicable edical care for expectant and nursing mothers Other
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%g) When did you 2024 Y%Y ' z l\ﬁ/l ' DED *Please fill in the date you first became
L become eligible eligible for the above system, not the
E for the above expiration date or issue date of your current
,I%% system? \ medical care certificate.
_§ FaasEA Please fill in the date you first became eligible for NEREREENET L= E S
HE| wrL-8Bs the system, not the expiration date or issue date of ZOERARESTATSL,
g If the above system your current medical care certificate. *If the medical expense subsidy system has
*I;F]'E has ended ended, please fill in that date.

1. EREMBOZRALGES-(FHRDERE)
You have become eligible to receive a medical expense subsidy (new approval)
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B9 AER You were already eligible for a medical expense subsidy, but you have not filed
Reason for @FR{EE{%B&%E]%I:?]U)\LT:
submitting this form You became a member of the FR Health Insurance Organization
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A medical expense subsidy has ended




® TRETHEFERTOMERIE(R-F) IOIE—Z LT RHFLTTSL,
Please be sure to attach a copy of your municipality-issued medical care certificate (front/back).
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If it is later discovered that municipal medical expense subsidy and benefits paid by Health Insurance Organization overlap, you
may be required to return the benefits, so please be careful not to omit any notifications.
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1. RANZETHEEL. [MEMREFBEIZEEALTTSULY,
If the insured person is applicable, please fill in the “Information about Eligible Person for Subsidy Section”.
2. FFHIRFICELY . EREMMEEICEZSEGON-BFITEREMRHIEZZEE@#T)IELT
RHLTTELY,

If you become ineligible for the medical expense subsidy due to income restrictions or other reasons, please submit this as a
“Notification of Eligibility for Medical Expense Subsidy System (Termination)”.

3. FREEEBRMESIZINASNhTWVEWNAIZDWTIK. BEITFAETT,

Those who are not a member of the FR Health Insurance Organization do not need to submit this notification.
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(FREERRIZMEEICMASNTLEAICRYET)
If multiple family members are eligible for the medical expense subsidy, please fill in one notification per person.
(Limited to those who are a member of the FR Health Insurance Organization)
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