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M In general, benefits will be paid to the salary transfer account.
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1t < | 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)
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£ Note: It takes several days for account information to be reflected after registration.
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[Required attached document] A copy of a document that can confirm financial institution name, branch name, account number, and
account holder name.
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?%ﬁﬁ | certify that the insured person, who is the applicant, is working overseas under official business orders.
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Employer | certify that the dependent who received treatment under this application is accompanying the above-mentioned insured person.
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*Please read the attached [Notes] carefully before submitting through your workplace.
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Medical expenses incurred for injuries or illnesses while living or traveling overseas can be reimbursed by the Health

Insurance Organization upon application.

*Medical expenses for treatment at overseas medical facilities when traveling abroad specifically for medical

treatment are not eligible for overseas medical expense benefits.

*The claim deadline is 2 years from the day after payment of medical expenses, so please complete the procedures

promptly.

*Vaccinations, normal childbirth expenses, overseas health checkup costs, and work-related injuries are not eligible

for benefits.
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Documents required for application are: “Application Form for Overseas Medical Care Expenses”, “Forms A, B, C”,
“Original Receipts”, and “Agreement of Authorization”.
-For non-dental visits: Please request certification of Forms A and B from the physician or hospital.
-For dental visits: Please request certification of Form C from the dentist or hospital.
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For each certification (Forms A, B, C), please complete the Japanese translation in the corresponding form
(Translation Forms A, B, C) and have the translator sign and seal. (This also applies if you are the translator.)
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Please complete one application form per patient, per treatment month (1st to end of month), per medical institution,
separately for inpatient/outpatient care, and per pharmacy (external prescription). Applications covering multiple
months or multiple medical institutions on a single form are invalid.
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For foreign national dependents residing outside Japan, please attach a copy of identification documents (page
showing place of residence).
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For non-business travel, please attach copies of documents that confirm the fact of overseas travel, such as airline
tickets or your passport, along with the above documents.

Example) For passports: Page with name and pages showing entry/exit stamps for the country of stay
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Please submit application documents through your workplace.
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Employers must certify the Workplace Certification section.



Form C 1. This form is used for claiming the social insurance benefit.
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2. This form should be completed and signed by the attending physician or the
superintendent of a hospital/clinic.
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3. One form for each month and one form for hospitalization/outpatient home visit.
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Attending Dental's Statement and Itemized Receipt
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