Example (Therapeutic equipment) \

Please refer to the separate sheet for information
about filling out this form.
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It is not necessary to fill this out in the case of application for the costs of
creating therapeutic equipment/therapeutic glasses/elastic clothing, etc.
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Confirm that all documents to be submitted are attached.
If a leg brace has been created, paste an image of it to the

separate sheet “Therapeutic Equipment: Photo Pasting

Mount”.
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In general, payment can only be made to an account in the insured

person's name.

If not the account by which the insured person is paid salary/wages, then
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Kenter another bank account in the insured person's name.
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If you enter the Symbol and Number in the @ field,
filling in is unnecessary.
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@ Health Insurance Card Symbol / Number
@ Date Birth of Insured Person

@ Name of Insured Person

@ Seal or Signature

® Business Entity as displayed on your Health Insurance Card

® Address (with Zip Code) and Telephone Number of Insured Person
* Please indicate your current address and the telephone number where you
can be reached during the day.

@ Name of Dependent if this is about him/her

Date Birth of Dependent if this is about him/her

© Relationship with Insured Person
* If applying for a child, do not simply write “Child” as the relationship.
Instead, write “Eldest son”, “Eldest daughter”, etc.

Name of Illness or Injury
@ Date of Illness or Injury

@ Cause of Illness or Injury (where, how)
@ Caused by a Third-party ?

Circle one Yes: i3\, No: W\ 2
Caused by work ?

Circle one Yes: (I, No: W\ 1
@ Treating Hospital Name
Treating Hospital Address
@D Treating Doctor Name

@) Equipment purchase date

Check one

Hospitalization : Afx, Non-Hospitalization : #&#p5x
@ Amount of Treatment Expenses
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