Claim for Payment of Medical Care Costs for Insured Person or (for massages)

Cod Numb XXXX Co., Ltd., XXXX Branch
g Insurance card oce et Name of affiliated ’ ’
z de and numb ffice/department
g cocc ana e L4 XXXX otticeidepartimen Telephone number (Ext.) 03-1234-5678 (999)
= . N
N £i Furigana TR Huy . Qhowa
< ame of insured Date of birth e (v) 00 (M) @0 (D)
g person Taro Kempo Heisei
@ p—
.:- Address, T 123'4567
@
el telephone number, ete. | XXXX Condominium, #456 1-2-3 XXXX-cho, XXXX Ward, Tokyo
- (daytime phone numben) by oo number: 090-7891-2345 E-mail address XXXX@XXXX.ne.jp
e Name of person Date of birth of person Showa
.§ who received Hanako Kempo who received Q o0 (v) 00 M) 00 (D
E medical care medical care Heisei
g Cause of illness Sequela due to cerebral e e dica -
= L. care caused by a third party w Yes
OF iiEjuEy hemorrhage (traffic accident, etc.)?
Date of first medical care Procedures period A L:; d:ursn e’ Claim classification
H/R (Y) M) (D) From Heisei/Reiwa (Y) (M) (D) to Heisei/Reiwa (Y) (M) (D) days New / Continuation
Name of injury/illness or Outcome
Continuation / Cured / Discontinued
Ry tom Transfer to a different practitioner
Trunk yen X time(s) = yen
Right upper _ Summary
- Massage
=
=
S
@ . .o
2 | Comsbueiimnsin s Ask the masseuse to fill this space out.
§ Hot fomentation
s: Hot fomentation / electro thera
House call fee Up to
House call fee More th:
Fees for issuing (Previously
treatment report (Mont]
Total
Dfat.e of procedure
Visit (o the Monthf 1 2 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 31
practice: O
House call: ©

Health center registration

. - 1. Address of clinic 2. Address of professional practitioner making a house-call, etc.
classification

Procedures were carried out as shown above and related fees were received.

Reiwa (Y) M) (D)
Registration code number (registration number of reported ..
practitioner) Clinic Address

certificate

Name Phone number

Treatment

Clinic manager Name

Remarks

: . P Period dical
Name of consenting physician Address Date of consent Name of injury / illness |~ e meAE

Reiwa (Y) (M) (D)

Record of
consent

*Please complete the power of attorney section below.If you authorize receipt, please also complete the required information.

T authorize my employer to submit this application on my behalf.

et

D

g

BN | hereby entrust the receipt of benefits based on this claim to the representative listed below. Date:
.E I d

= nsured person Name
N (applicant)

g :

= Representative

= ST .. Name
< (individual actually receiving benefits)

g Name of financial ?Bank e Branch number 123
g5 institution Shinkin bank Branch
% (credit treasury)
g =
£E Name of aCC0ouUNt

=
< Type of account | Savings account Account number holder Taro Kempo
=

(Katakana)

Date request received
(stamp)
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