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Application Form for Medical Care Expenses (for_ / ___ (YYYY / MM)) (for Acupuncture or Moxibustion)

WIRRESC AN Fields to be entered by the insured person

wEwEso |0 o 1234  [F5™™ 12345678 | ;L. 1975 & 06 A 01 =
Information about
KT - BSHTHDBE . FEMHAEFTSETRALLIN,
Insured person, ete. *If the symbol/number is unknown, please eier your employee number in the number field. — / - / - (YYYY / MM / DD)
BRIREKA : EXHEH
Name of Insured Person JOhn sml+h Business Entity E—me * * * * * co" LTD'
wirmaam (T - -
Address with Zip Code of { Please fill in your current address
Insured Person
Wl LI=15 R T B ) * ABHEEE OEFTHGIE, EICREBOEMMERLTLHGESICHE
Location of Treatment *Fill in if different from the address listed above, such as for residential facilities or domicile exceptions, etc.
g - K4 Name E- )= RIRIZE LD
ﬁg2t§[£%§§ﬁ® Jane smi+h Birth Date ' 9 7 7 E ' o ﬁ o ' =] Relationship with Insured Person
Information about dependent °
if this is about him/her 4 WI'Fe
If applying for a child, do not simply write /O 1510
1%%% o [ A ” A o 1 ﬁ E
Name of Tnaes or Injury | LOWEP back pain “Chl|d as tr’}e“relatlonshlp. InsEead, write
Eldest son”, “Eldest daughter”, etc. _(YYYY / MM / DD)

Accumulation of fatigue in daily life; recovery is progressing well

SRORERRVOER
Causes and History of lliness or Injul
” " B=EORAIEHLOTT A — 0 Yes EBIEBLEDTI D — [ Yes
Caused by a Third—-party ? CUL\WZ Nod Caused by work ? YR No
[ & i £% Consent Record
RIEEMD K4 {XFr Address EZ % A H Date of Consent |{&¥F4% EnELAME
Name of Consenting Doctor 20% x Name of liiness or l"j“ry, Required Medical Treatment
AKasaka Ichiro xxx-x% OO, OO Prefecture F % * A * x BLower back pain |perioa
__/_/_(YYYY /MM / DD) 6 months

A1+ 2 X $h % Benefit payment account
R eXIkE. REKERAQELGYET,
In general, benefits will be paid to the salary transfer account.
B RERAODEANRYAAEFESNLGVAX UTOTIANFvIZE AN TS,

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

/ RAFTHR—FINETEMERLLAESZHOBEFHALES
D I will use the public fund-re \
52O, 714K Only if you want benefits to be paid to an account other than
l:vant benefits to be paid to & the salary transfer account, check the appropriate box. ered on Mynaportal,
etc.

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

oty - C o) Ovv3atT

EDBNERETEFEFEA,
Note 1: Overseas remittance is not possible.
f E2)BEFIA—TOERIETEEEAs

Note 2: Remittances using electronic money are not possible.

KERREADESESITRATIMFUN—IZEYRFEERFESN G S FBERIRA S~ THBTZSIL,

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

FREERRIEMEE (R6.12)
FR Health Insurance Organization (December, 2024)



I$ Y ER - & w D EREE AN Acupuncturist/Moxibustionist Field
it fiT A & ## Treatment Details Field

% 2] T F AT0 EY:F ERES
D of Initial Treatment Treatment Period Number of Actual Days Claim egory

/ £ A @ g P B o~ = P B B R
__/_/ _(YYYY /MM / DD) From: _/ _ / _ (YYYy / MM / DD) To: _/ _ / _ (YYYY / MM / DD) Day(s)| New / Continuin;
1. R iR
SR A RUER 1. Neura' Outcome
Name of Iliness o R ——
and Symptoms ° néinl’ling/Cured/
5. Lower 1tinued/Transferred
g 1. %Y ; : ; ; 3 RS
wia camnaiones |1 aeomss.— ASK the @cupuncturist or oxibustionist from
L« 5 A H H
203 Ao whom you received treatment to fill out
&R
OuFtpatie
BiliahiAg
Home Vi
%HFnﬁﬁETtﬁ?
fjﬁﬂﬁ*ﬂ };-Iome Vlslt"ln,» I L - R -~
Teontmant ST 3 (BA~OA) | I x E= m|

[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)

— =] o

& A ] £t Total Cost A

Yen
BRFO B0}
fjﬁfﬁ =] OutpatientO Home Visit 1 (1
il

#RO 2@

112]|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]3}

Treatment Travel © Home Visit 2 @
Rate PLEE) A
Home Visit 3 @) Month|
FEXILEAEDIEH Reason for Travel or Home Visit
1. BFICEDARRBHEZE->TO/NHEH 2. BEESCRE., WAL, FHESLELECIYRBICLLMHER 3. ZD1h( )
1. Difficulty going out using public transportation independently 2. Difficulty going out independently due to dementia or visual/internal/mental disabilities 3. Other ( )
M fft SE BA 48 Treatment Certification Field
ROLBYIEHETL, TORAEBIRLELL . REPTSSRRT |1 jEimmiE 2. mMIEEPIEATHA
ereby certify that | have provided the above treatment and received payment for the costs. C:etgoryepmmem egistration 1 Treatment Facility Location2. Mobile Specialized Treatment Facility Location
£ A B __/_/_(YYYY/MM/DD) fen
Address
REREES (E):07
License Rgtration Number Acupuncturist
R E RS EpSHM K4 B

License Registration Nul
—
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	記入例（はり・きゅう用）

