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CAERAZEEORGE Original doctor's opinion certifying the medical necessity for and proof of fitting
#E Hj iiﬁ For therapeutic equipment applications > D ﬁE HX%& Hﬂﬁﬁ% ( W ER%) ()] JE$
it Documer?s . BEEERDOBE Original receipt and detailed statement (itemized list)
submitted For compression garment applications O XENFE(TREEDH) X ARALE THIMTERIZHEAL TSN,
Photo of the device (lower limb devices only) Please use the "Therapeutic Equipment Photo Attachment Form"
CGREAIREDRE > O REREOERETZENDEL REER -FENE--20) O BIRERAK Original receipt
For therapeutic glasses applications Copy of the insured physician's prescription (including examination results and diagnosis)
— =r.
B & & Letter of consent
FRIEEREEES EEER Tothe FR Health Insurance Organization Chairman of the Board:
RBERERICRIGRMEOXBREZTIICHY, FREEFRBSHSBEHEEEICHL T RERIRMAR R RIZMHEH
LR -RBEDORMECR-LRILR - FEFMOETICLLRIRIGH ZIGICET HERFOBVREITICL, T, BEREHEHFR
BERKEEOBIIHLEIEZEEZT S, RUFREERBEESNZORIEZLBILICRENLET,
In line with the decision to pay a benefit based on the Health Insurance Act, | hereby agree to allow the FR Health Insurance Organization to inquire with
related organizations regarding my health insurance enrollment record, insurance benefit record, medical care benefit record, medical treatment record,
pension, and other information related to the receipt of insurance benefits in line with relevant laws and regulations, and | also agree to allow these related
institutions to respond to inquiries from the FR Health Insurance Organization and to allow the FR Health Insurance Organization to obtain these responses.
X BARMEBILT. AIMARIRE . EEME. FEEBHEERLET. F A (YYYY/ MM/ DD)
* Related institutions include past insurers, medical care institutions, pension offices, etc. *&'1% Bﬁ%&%
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RfEXIER, R, BERAOELLGYET,
#a  [In general, benefits will be paid to the salary transfer account.
S| M.BRERAOEANMRYRAAEFLEESNAVAF UTOVTFIMFIvIEANTIZEN, BRIRER RO OEIZRS)
H' 'ﬁ 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)
% % 0 TAFHR—BIINETERERL-AEZIOELZF ALET . wil use the public fund-receiving account pre-registered on Mynaportal, etc.
= E) OBEERO RBEIZIE, BENSEBAEELET, Note: It takes several days for account information to be reflected after registration.
Xt BERAOE, I/ TR —2)LETENERLE-ASZNMOELUNEZFELET,
g | want benefits to be paid to an account other than the salary transfer account/public fund-receiving account pre-registered on Mynaportal, etc.
N (ERMIER) SHEEEMN,. XEL. OEES, DELZOERTETHLONIE—
a |:| [Required attached document] A copy of a document that can confirm financial institution name, branch name, account number, and account holder name.

ENBNEEIETEEE AL Note 1: Overseas remittance is not possible.
E2)BFIR—TOERIETEE A, Note 2: Remittances using electronic money are not possible.
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1 BRRELOESESICRATIAFL TRy REERLT A A RRAAF TR, Continued on page
If you wish to apply using your My Number instead of your insurance card symbol/number, please consult with the FR Health Insurance Organization.
2. ERMOERIER A DSRBMBERERERDBEECELY. MREETITHM AL IEALHYET . / AN
The examination begins after the receipt of the medical cost details for the month of the physician's prescription, so it may take S4B
several months before a decision is made on the payment.
3. EFRORRANEZZTAICLDLDOTHILEEL, BICEZEFTAICLIERBECOEHICHMHL TS,
If the cause of injury/iliness in section @ is due to a third party act, please attach a separate “Notification of Injury or Sickness
due to a Third-party Act” to this document.
4. TREELZRET IR, EEOEGIOFEABELLYET,

When applying for lower limb devices, you must attach a photo of the device.
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Confirmation for the Making of Therapeutic Equipment

This application form is a set containing two pages.

[ O DREBEL 2H—MTT. ]
©

HRIEB L BIEEBELERMEE 2L . EROERICIVERENERICR T 2RAEOZHRATEHIET
TRICHYBEGD A TEHEBNET,

Please answer the following questions as they are necessary to determine whether or not a benefit can be paid for equipment made under a physician’s
prescription after an insured person or dependent has visited a medical institution.

(M TREMITOVTHZATIERICYV., FERBRBICTEEALZEL,
Please answer the following questions by checking v or filling in the appropriate box.
Q)BEICSLTEREZICZRABTOXEREETIEAHYET.

A written inquiry may be made to the attending physician, etc. about the details of your medical treatment as necessary.

Patient's Name:

O FERBICHL. BEICHLEEEERBEALIIEEHYFET .

Have you ever made (purchased) equipment for the same area in the past?

OROTHER(BAI L (B~

This is my first time making (purchasing) (Proceed to 9)

O WURTBER (BA) L2 HD (KTRHEM | (D~ @) IBImERLEY)

| have made (purchased) equipment in the past (*Please answer questions (1) through (3) below |)

(1) WOTAHERBBA) ShELEA, £ AE

(1) When was it made (purchased)? Around (Month) (Year)

(@) WATMER BEA) ShizEREESShELR=DN,

(2) What happened to the equipment that was previously made (purchased)?

(QRAELEALTNS

(a) Itis still being used

(b) B EEZE~NRHLT= IRENEFHA £ A&

(b) It was returned to the equipment supplier Return date: Around (Month) (Year)
(c) EEL= BeFE ] £ A

(c) It was disposed of Disposal date: Around (Month) (Year)

@) SEERBEAN) LEEERFRDELLIZRAThFET N ?

(3) Which of the following applies to the equipment that has been made (purchased)?
() WO TR (A L= (a) Made (purchased) again
(b) LARTERL (BEA) LT-3£E4{EIB L 1= (b)Repaired previously made (purchased) equipment

B EEEEMSNDIE. EOLSITLTEROREMYELD . CREARKOSARETE)

How was the equipment molded when it was made? (Answer not required for therapeutic eye glasses)

O aFDEILLDELEE. AEEERMICE-TREM

Wrapped with bandage-like material and applied plaster to the area to mold it

OMEPLRRDDLSBLDERATEREEST

Stepped on clay/sponge-like material to mold it

O A v—PL—H—IZ &> TEIBO YA XEH o1

Measured size of area with a measure/laser

O FHERESNLO (BEHR) DD, FAXDESLOEERL

Selected the appropriate size from an item that was already made (pre-made item)

O Z D other ( )

O KEDHEWMD, 3. YA XEZRHBIITHFHEMNTVELED, CARARBOSEARETE)

Who molded or determined the size of the equipment? (Answer not required for therapeutic eye glasses)

O EEfAYT o= O KEREEENTo
Physician Equipment maker

O EMEERBEE TN TNAIT o 0 ERMRUVEEEE LI DL (FHEEF) H¥1To71=
Both physician and equipment maker Someone other than the physician and equipment maker (nurse, etc.)

O EhLY . EAGBRIDEREZERAEZTELD,

What was the purpose of the equipment explained to you by the physician?

[ELA(WND-EDKSLEF Z)] [Usage (when, in what case, etc.)]

[RAENDEEMNE] [Expected treatment effect]

O EffiLY . EEREFEHRICOVT IEREZHTLET A,

Did you receive instructions from the physician regarding the expected equipment use period?

O#EREZHTTNS (FELME - F AEFET )

Yes (Expected period: Until around (Month) (Year))

O feRE =T TLAEL
No

O EEZEFELIE. EMARNOERETVOELD,

Did the physician check the actual equipment when it was fitted?

O HERE{T o2 Yes O FERZE{THE MM 0= No

O (EFRBRLEMICEYRIICERT 5L RERZITTLET D,

Did the physician instruct you to continue visiting the hospital regularly after the equipment was made?

O reE2MHTND (RE@#ERFER : F A a)
Yes (Next planned hospital visit: _____ (Day) ____ (Month) ____ (Year)

O fERE T TLAL
No
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