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Please refer to the separate sheet for information about filling out this form.
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Get authentication from a doctor
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@ Name and Date Birth of Insured Person
@ Health Insurance Card Symbol / Number

@ Name of Approved Person

@ Date Birth of Approved Person

® Relationship
* If applying for a child, do not simply write “Child” as the relationship.
Instead, write “Eldest son”, “Eldest daughter”, etc.

® Address (with Zip Code) and Telephone Number of Approved Person
* Please indicate the telephone number where you can be reached during the
day.

@ Name of Illness orInjury
Circle items that apply.
1. Haemophilia
2. Chronic nephritis who require artificial dialysis for an extended period
3. AIDS receiving antiviral drugs (Limited to those specified by the Minister
of Health, Labor and Welfare, including HIV infection)

Application Date

@ Address of Insured Person
Name of Insured Person
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