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Information of Insured Person

(DHealth Insurance Card Symbol
(@Health Insurance Card Number
3 Birth Date
@Name(with katakana) and Seal or Signature
(®Business Entity Name
®Address(with Zip Code) and Telephone Number
* Please indicate your current address and the telephone number where you can be reached
during the day.
@®®
Name, Date Birth, Relationship of Dependent if this is about him/her
* If applying for a child, do not simply write “Child” as the relationship. Instead, write
“Eldest son”, “Eldest daughter”, etc.
(0Name of Illness or Injury
(DDate of Illness or Injury
(2Causes and History of Illness or Injury
(3Caused by a Third-party ?
Circleone Yes: [TV ,No: W2

iHCaused by work ?
Circle one Yes: [F\> ,No: W\ 2
BHWBE),

Name of Consenting Doctor, Address, Date of Consent, Name of Illness or Injury, Required Medical
Treatment Period

@

* 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 enter another
bank account in the insured person's name.

&)

Please request that the anma massage therapist from whom you received treatment fill this

out.

(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)

[J A copy of the treatment report (if one is provided by the practitioner)

@2

If you enter the Symbol and Number in the (D@ field, filling in is unnecessary.



