BEKES EBR HL %
Managing Office PIC Clerk
Director Manager

REEXGHFE ( £ A7) (BAFE-IYH—TUH)

Application Form for Medical Care Expenses (for_ / ___ (YYYY / MM)) (for Massage, or Shiatsu)

WIRRESC AN Fields to be entered by the insured person

05 Symbol &5 Number E£FAH
WRBESO Birth Date F A :
Information about KRS FIAFHOBAL. FSMAHABSECRAGRL
I d . Xl =1t < R by,
oured person, et *If the symbol/number is unknown, please enter your employee number in the number field. — / - / - (YYYY / MM / DD)
BRIREKR A e g
Name of Insured Person Business Entity Name
wirmEEn (T - )

Address with Zip Code of
Insured Person

o T - ) o Y o
FEATL =357 * ABFEER OEFTRGIEF ., EICREBOERMMEERLHGEICHEH
Location of Treatment *Fill in if different from the address listed above, such as for residential facilities or domicile exceptions, etc.
TR - K4 Name H£FAH BARIRE L DA
Fﬁj—étg—li\ %0)7‘50) Birth Date E ﬁ S| Relationship with Insured Person
Information about dependent
if this is about him/her _/_/_ (YYYY / MM / DD)
¥iE -
%% T 8B £ A &
Name of lliness or Injury
Date of lliness or Injury /) (YYYY / MM / DD)
HRORREVER
Causes and History of lliness or Injul
K " B=EOTALLLLOTT A — F0 Yes EBISLHL0TIh — E0 Yes
Caused by a Third—-party ? LMMZ No Caused by work ? LM VZ No
B & & #% Consent Record
REEEDKS {£FT Address [E &4 B B Date of Consent |{5E 4% EYNE3-
Name of Consenting Doctor Name of lliness or Injury equired Medical Treatmen
3 A = se:‘)d d Medical Treatment
_/_/ _(YYYY /MM / DD),

A1+ 2 X $h % Benefit payment account

B EXIER R EGERAQELGYET,
In general, benefits will be paid to the salary transfer account.
i# . $E 5 IRA AEANRYRAAEFLEZINLGOA L LTOFhNITFovIE AN TZEL,
If vou do not want benefits to be paid to the salary transfer account, check one of the following.
RAFTR—FIETHRERL-LEZMOELZFIALET,

D I will use the public fund-receiving account pre—registered on Mynaportal, etc.

HERAOE, T4 R—2)ETEMERLE-AESMOBELUNERLELET,
I want benefits to be paid to an account other than the salary transfer account/public fund-receiving account pre—registered on Mynaportal,
etc.

(ERTELE) SREEHELM. E4. AEES OELROERTETHLONIE—
D [Required attached document] A copy of a document that can confirm financial institution name, branch name, account number, and account

holder name.

ENDBNERETEEE A,
Note 1: Overseas remittance is not possible.
E2)BFIR—TODERIETEEEA,

Note 2: Remittances using electronic money are not possible.

MERBELDESESITRATIAFUN—ICEYBRFEEFESNHE R ITRBRARBEATHHATZEL,

* 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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HAFE - v P —TENEEAME Massage Therapist Field

& fiT M & ## Treatment Details Field

MRFEAR TR =AM WRES
Date of Initial Treatment Treatment Period Number of Actual Days Claim Category
F A =] B & A =] ~ E & A A B RO R
_/_/ _(YYYY /MM /DD) From: _/ _ / _ (YYYY / MM / DD) To: _/ _ / _ (YYYY / MM / DD) Day(s)| New / Continuing
8 % Out
%ﬁ% &Uﬁl{k L)% Outcome
Name of lliness T UL -BRE
and Symptoms Continuing/Cured/
Discontinued/Transferred
REH FE A ER ELR TR ETR B & Remarks
Agreed-upon Trunk Upper Right Upper Left Lower Right Lower Left
v — () Treatment Areas Limb Limb Limb Limb
Massage (Treatment Fee) ﬁ&m[eﬁr]’ﬁ( N N N N N
Treatments time(s), time(s), time(s)) time(s)) time(s))
WA /M x |E= M
Outpatient Yen x time(s) = Yen
EhRIRESTRE 1 M x E= A
Home Visit Treatment Fee 1 Yen x time(s) = Yen
EhRISESTR 2 M x E= A
Home Visit Treatment Fee 2 Yen x time(s) = Yen
EhRMESTR 3 (BA~9AN) A x E= A
p— Home Visit Treatment Fee 3 (3-9 people) Yen x time(s) = Yen
A " — :
Treatment AT 3 (10ARL) M x m= A
F Home Visit Treatment Fee 3 (10 or more people) Yen x time(s) = Yen
€e e
mEE(NE) M x m= &
Hot Compress Method (Add. Fee) Yen x time(s) = Yen
BEL-BERARBENE) M x E= 2]
Hot Compress Method/Electric Light Therapy Device (Add. Fee) Yen x time(s) = Yen
R E AR L LR EER ATFE ETE
Agreed-upon Upper Right Limb Upper Left Limb Lower Right Limb Lower Left Limb
s Treatment Areas
LR FIBIE G (N5 _
ORBIEEOHHEIETT i . - . -
Manual Deformity Correction Technique (Add. Fee) _I[\‘“mher of time(s) time(s)| time(s) time(s))
*Cannot be combined with hot compress method reatments
A x [Bl= A
Yen x time(s) = Yen
f : A x [Bl= A
Bl (M) Special Region (Add. Fee) Yen x time(s) = Yen
n mb ) Ly M x [El= H
15%*4’ Travel Fee Yen x time(s) = Yen
FEAMTER S E AR (RTEISZHA: F A& M x E= H
Treatment Report Issuance Fee (Last payment: For ___ / _ (YYYY / MM)) Yen x time(s) = Yen
& A £ &t Total Cost Yz:
EHO | B0
HEfF R [OutpetientO  Home Visit 1 (D 1]2]|3[4|5[6|7]|8]|9]10]11[12[13[14|15|16|17]18|19|20(21|22|23]|24|25|26(27|28(29|30|31
RO F2@
Treatment Travel © Home Visit 2 @
Date HM30 A
Home Visit 3 @) Month!
BRI DIEH Reason for Travel or Home Visit
1 RBSICLDZ A AT BHELFE-TONHESE 2. BEECHE. RE. BEESLEICIYRSICISNHER 3. T0th( )
1. Difficulty going out using public transportation independently 2. Difficulty going out independently due to dementia or visual/internal/mental disabilities 3. Other ( )
P = e . .
B fi7 EE BA #& Treatment Certification Field
= ~ b= - 4 A 5 EAS = = = o= = =
EROEBYIEHETL., T DBRAEERLELS . REMERED |y jehimmiae 2. HEEPUEHFTTES

Health Department Registration

[ hereby certify that I have provided the above treatment and received payment for the costs. 1. Treatment Facility Location2. Mobile Specialized Treatment Facility Location

Category
phmesy—  ER
3 A B __/_/_(YYY/MM/DD) phridak Address )
ﬁ?r—ﬁﬁi%% Massage EE% %Eﬁ
License Registration Number Therapist Nime Phone Number
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	療養費支給申請書（あんま・マッサージ用）

