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

WIRRESC AN Fields to be entered by the insured person

el 1234  [F=Vmer 12345678 | Z778 1975 = 06 A 01 =
Information about
KT - BSHTHDBE . FEMHAEFTSETRALLIN,
Insured person, ete. *If the symbol/:::mbg is unlknown, pleise eier your employee nLumber in the number field. — / - / - (YYYY / MM / DD)
JHRRERS John Smith | % % % % %CO, LTD,
wirmEEn (T - -
Addvess vith Zip Code of Please fill in your current address
FEATL =357 T Bl ! * ABHEER OEFTARGIEF ., EICRRBOERMMEERLHGEICHEH
Location of Treatment *Fill in if different from the address listed above, such as for residential facilities or domicile exceptions, etc.
I = K4 Name H£FAH BIRIRE L DA
ﬁg2t§[£%§§ﬁ® Michael smi+h Birth Date ' 9 6 o E o 5 ﬁ o ' B Relationship with Insured Person
Information about dependent
if this is about hir:/her /7 _(YYYY/MM/DD) Fafher
RIE- RIS
=0
ki Aftereffects of stroke #=pm | 2020%01AR26"

Name of lliness or Injury

__/_/ _(YYYY/ MM/ DD)

Date of Iliness or Injury

. nKkh n
EFEORRRUESE Unknow
Causes and History of lliness or Injul

i " BoENTAILLLLDTI A — Z Yes EBILHLDTID — 0 Yes

Caused by a Third—-party ? \YZ No Caused by work ? Y& No
[ & E¢ % Consent Record
RIEEMD K4 {XFr Address EZ % A H Date of Consent |{&¥F4% EnELAME
Name of Consenting Doctor 20% x Name of lliness or Injury Required Medical Treatment
AKasaka Ichiro xx%-%x O0. OO Prefecture F % x A x x H|Aftereffects of |period
—/_/_ovvy 2 um /o) stroke 6 months

A1+ £ X35 Benefit payment account

BEXihald. [REL EERAOQELEGYET,
In general, benefits will be paid to the salary transfer account.
B RERAOEANRYAAEFESNLGVAX UTOTIANFvIZE AN TS,

If vou do not want benefits to be paid to the salary transfer account, check one of the following.

I O

YAFTHR—AIETCEMERLLASZROFLZFALES.
I will use the public fund-reged \

D

A

#HERARE. Y1478 Only if you want benefits to be paid to an account other than
I want benefits to be paid to af the salary transfer account, check the appropriate box.
etc.

(BRERMIELE) SrRIMES
[Required attached document] A copy of a document that can confirm financial institution name, branch name, account number, and account
holder name.

ered on Mynaportal,

Aty - C o) Ovv3atT

AN BNERETEEEA,
Note 1: Overseas remittance is not possible.
E2)BFIR—TCDERIETEEEA,

Note 2: Remittances using electronic money are not possible.

|

KBRREDLESESITRATIAFUN—ZLYREE

FLESNDERTRERITAEA~THBMIZEN,

* 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 —TEEE AR Massage Therapist Field
M fiT N & ## Treatment Details Field
3 TG Fr AT EAK HFRES
Dat: Initial Treatment Treatment Period Number of Actual Days ClaiMhQategory
/fF—HE & & B ~ = A 8 - W@
~_/ _/ _(YYYY /MM / DD) From: _/ _ / _ (YYYy / MM / DD) To: _/ _ / _ (YYYY / MM / DD) Day(s)| New / Continui
=2 RURER ¥5J® Outcome \
Name of Iliness it B UL - BRE \
and Symptoms Continuing/Cured/
Discontinued/Transferred
I meme | s | AFR | ozt | &% | =7 #  Z Remarks
g
Mass
&R
Outpatient .
e Ask the massage therapist from
Home Visit Treati . .
S 2 whom you received treatment to fill out
Home Visit Treati
EARAESTR 3 (
Home Visit Treati
* [EEEm® | o - .
Hot Compress Method (Add. Fee) Yen x time(s) = Yen

a

[Documents needed to be attached]
[] The original receipt showing the name of the person who received treatment
[] The original consent form received from the doctor
(necessary the first time and each time consent is received)
[] A copy of the treatment report (if one is provided by the practitioner)

Yem X Tmets) — Yen
fermsasy mEZR: & AN Fx L= A
[Treatment Report Issuance Fee (Last payment: For __ / _ (YYYY / MM)) Yen x time(s) = Yen
= A ] &t Total Cost Yz‘:
BHO | PAMI0D
FEff e |OuteatientO  Home Visit 1 D 1{2)3[4]|5]|6|7]8]9|t10]11[12]|13|14[15]16[17[18]19|20|21|22|23]|24|25|26]|27|28| 29| 30(3
#RO 2@
Treatment Travel © Home Visit 2 @
Date FHRI3® A
Home Visit 3 @) Month!

ERE LA DIEH Reason for Travel or Home Visit

1. MBICKDA AR BERELFE->TONHELH 2. BAEPCRE.
1. Difficulty going out using public transportation independently 2. Difficulty going out independently due to dementia or visual/internal/mental disabilities 3. Other (

MER, FEHIEELEICEVRSICRDMHER 3. ZDfta( )

e 7

EE BH ## Treatment Certification Field

D EBYEMEITL. TNERZEMLEL.

A B __/_/_(YYY/MM/DD)

REFEE

License Registration NU

[ helgby certify that I have provided the above treatment and received payment for the costs.

REAERED | mwmmas 2. HIEEPIEHTE

g:itghozepartment Regzratm 1. Treatment Facility Location2. Mobile Specialized Treatment Facility Locat/

phmesy—  ER
JIREAT Address
Massage EE%
Therapist PI &

FREEEERIZHEE
FR Health Insurance Organization (December, 2024)
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	記入例（あんま・マッサージ用）

