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FamiyMember (AR M) (Therapeutic equipment)

e > =) > @ % B B Birth Date
é WREESE Symbo ' 234 Numbe ' 2345678 F = =
E| s lxpagsiemoner sxmcanmascmAG, 1975 v 6w 1 o
# (Rtrg DR
& o E % H
%5 Namo John Smith % m| %%k % %xCO0, LTD.
e 5 Business Entity Name _—
R las Eom | — : [ Please fill f
5 A ill'i
2 Address { Please fill in your current address. ] e e
(3
TEDEAE BIRIRE DR
§ g&;;%%g\a)%g @ E% J k s .+h @ == ] . Relationship to Ins?r)edjf-l"erson
%6’? If the patient is a family Name ac mi If appIJIylng forghclr:jlld, do}’?Ot Eldes+ son
member (dependent) simply write “ Child ” as the
Bl@ & = & R. h"' kl ° relationship. Instead, write “Eldest & 9 B ' g
75‘@ :‘l‘lig‘:s g: [[] anKie SpPrain | son, “Eidest daughter’, etc. wywy? M )
z B & O |.EcT -ENFST-[Fell and susTained injury after contact
Qo
B = H A o rs
.3 O R B e At school How \with another player during club activities
L2 ess o | BoBOTBILEEEOTIA —  BL OVD @ EBLEGEOTIA—  BL Q03D
£ Injury Caused by a Third-party ? Yes/No Caused by work ? Yes/No
8 = & H ® LEL-EMKS
A% WRERIT T2 Name AA HOSPI".aI Treating Doctor's Name AA Taro
Ke)
o
°

Bk F = o
Treating Hospital's I)_Jgjaj_iitomn AA Pre{ec"‘ure OO CI"'V* %k sk sk sk ok ok
O K=

Tttt 20233 32 3 g |t mames 14462 -

Purchase Receipt Amount Yen

<

Outpatient
AL-FEEhND =

Py

CRERRAEREDRE
#E Hj %iﬁ For therapeutic equipment appi;ﬁﬂons >
Documents to be EMEROBE

For compression garment applications

Please confirm that all required documents are attached.
If you have obtained the lower limb equipment, please
attach photos of the equipment on the separate
"Therapeutic Equipment: Photo Pasting Mount" form.
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For therapeutic glasses applications Copy of thi

B & & Letter of consent
FRIEEREEES EEER Tothe FR Health Insurance Organization Chairman of the Board:

CE IR EDOXMREEITIICHY, FREFFRIZME S A BEHEBITHNL T, RERIRM AR RISMHE T
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€ € 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 BARMBICIE. FIMARIRE | BRI . FEFBAEEELET, 2025 = 4 A 1 (vvvv/mm/DD)
* Related institutions include past insurers, medical care institutions, pension offices, etc. *&’1%[@%—&% JOhn smi"_h

Insured Person' s Name

e, KA. BERAOELGYET,

In general, benefits will be paid to the salary transfer account.
i, G IRAQEARYAAEHLEINEVEF, UTFOTNCFviE AN TSN, BRIFEZZOOEICRS)

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)

/ AT R—BIETEMEHFLE-AEZIOEEZFALET . | will use the public fund-receiving account pre-registered on Mynaportal, etc. \
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O 3E) OFEESRO RMRICIE, BEEMNOHMBEELET . Note: It takes several days for account information to be reflected after registration.
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| want benefits to be paid to an account other than the salary transfer accoun

(NERHEE) SREELH. ZES. OBEES. QBLED Only if you want benefits to be paid to an account
| [Required attached document] A copy of a document that can confirm financial ind Other than the salary transfer account, check the

ENBNEEIETEEE AL Note 1: Overseas remittance is not possible. appropriate box.
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1. REBREEOESBSICRATIA kY BMHER LT B E A REEA T TS, | Continued on page 2. :

If you wish to apply using your My Number instead of your insurance card symbol/number, please consult with the FR Health Insurance Organization.
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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 24 B {FEN

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.

FREEERRIEHEE (R74)
FR Health Insurance Organization (April, 2025)
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Confirmation for the Making of Therapeutic Equipment

This application form is a set containing two pages.
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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.

SHERL Jack Smith

Patient's Name:

IS BEICDEREZFER(BEA) LICEBEHYFETH,

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

O mOTER (BAI L= (RO~

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

O URTBER (A LICenHhDd (KT | (1)~ @) ICHTEmERLEY)

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

(1) WOTAHHER BN ShELEA, £ AE
(1) When was it made (purchased)? Around (Month) (Year)

(@) WHMER BEA) ShizRREESShELE=D,

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

() RELEAL TS

(a) Itis still being used

(b) B EEZE~NRHLT= R AFH] £ AE

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

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

Q) SEEKBEA) LERERFRDELLICHAShET N ?

(3) Which of the following applies to the equipment that has been made (purchased)?
(a) WD TIERR (BBA) LTz (a) Made (purchased) again
(b) LARTERL (BEA) LT=3£E4{EIB 1= (b)Repaired previously made (purchased) equipment

@O EBEEMSNDIE. EOLSITLTERDREMYELD . CRERARKDSERETRE)

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

O @FDEILHDF ™
Wrapped with bandar

O #hEPRRS

Stepped on clay/spo
O Aol — Please describe the equipment that has
R been made (purc_haspd) and the status
seecteatieappop - Of Medical examinations.
O Z DAt otner (

© ZEDEEMS. 3 &)
Who molded or determineu
O E#HTo7= O E8BFEEEMNTo1
Physician Equipment maker
O EffiEEREEEENENA T, O ERMRVEREEZ LSOO (FEAE) A1To7=
Both physician and equipment maker Someone other than the physician and equipment maker (nurse, etc.)

O EifLY. EAGBRIDEREZERAEZGTELD,

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

[ELA (WVD-EDKS7EEF Z)] [Usage (when, in what case, etc.)]

[RAFENDEENE] [Expected treatment effect]

O Effi&Y . EEEETFEHMICOVT, IERERITTVET A,

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

O#HETEZHTNS (FEHM F AEFET )

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

O $EREZ T TLVEL
No

O EEEEELILE. EMARNOERETOEL D,

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

O RBE ot Yes O BEThEA I No

O (B FRBLEMICEYIICERY 5L5ETEZITTLET D,

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

O#ETEZGTNS (REERFER - F A B )

Yes (Next planned hospital visit: (Day) (Month) (Year)

ERERITTLVEL

FREFRRMEE (R7.4)

FR Health Insurance Organization (April, 2025)
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