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* Notes on filling out the form are provided on the back.
Please check them before filling out the form.
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Date of lliness or Injury
Name of lliness or Injury

The name of the person who received medical treatment

Cause of lliness or Injury (where, how)
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Circle a response to indicate whether the issue is job-related or related to a third-party act.
1. Job-related 2. Third-party act 3. Other

Name of Insured Person and Seal or Signature
* Please read the information and then sign.
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@ Notes on filling out the form

« Create the application based on calendar months.

» Ask the medical treatment manager to fill out the portion between the double lines (the
medical treatment detail field and medical treatment certification field).

* For the payment organization field, enter the account under the name of the insured
person.

- If attaching the original consent form, it is not necessary to fill out the consent record.
However, if you are attaching the original consent form for an application covering the
previous month or earlier and the period during which payment is possible based on this
consent form is still ongoing, please fill out the consent form details on the consent record.
+ When submitting the application, be sure to attach the receipt (original) indicating the

costs necessary for the medical treatment.

Other documents to attach (if applicable)
[J Doctor's consent form (original) [ Medical treatment report (copy) [] Outpatient status

confirmation table
[] The form indicating the reasons for and the status of medical treatment continuously

provided for at least one year or at least 16 times per month




