AiFE1 (BFKFE6H)
SAMPLE BREEZXKHBBE (S OHE O HD I -=wH5H)
= — K
AR AN A EE KE¥R UHE 3 % | o e 8 s ey
N B E R EE B 2 A® 4 | 6 s O AT 8 | 10
L Cam [ 0w |
P N AR I
I = 2 -
| Health Insurance symboynumber = (), == @) e e
EECEEEEEEE 4O 44 0 A O A TERRAE, X XA DR K 0 AT
f% @ (7987 1) ~IV AT "7/| Gender:Male/Female | e W |OXBE - BE=BTRZOFE @
[
7 CEBL 2. m5EGA 3.
e ﬁfjﬁt% Of OF \ # 5 (1. L 2. H=ETH 3. Tofh ( ))
il o [ 4| Namelkatakana) @ O LI 57 (NBMBCEFT SIS, RIS L B2 554G HHR)
[Bithoate | @ ¥-4% O # O 5 O A% Relationship
R E A A T % BT AR S
/" () & 8 n B-af ® J A~F-4fm £ 3§ A R RN
ki z 1. 2. VoeT Sl R 4. HtH i O\
1 5. MEEIE 6. SHMEIRILILEIE 7. Zofh ( ) ke - TR - Wk - EEE
el (11X 2Z9wH 310 X9 2 0HH) ! 1 0
== ) T OFELR 14 [E] 21l [5]
@A 3 X [m]= !
fi BRI 1 M x = M
it
| BhRREATEE 2 % ] = M
(0
| E HRIGHE 3 (3A~0 /—;//, Dy %—-Ij HP ‘aﬁ &
riN A
14 : %
BHRIMEHTEE 3 (1l0AME) L J H HU E'{ > o J M
“ Please request that the acupuncture or
EAOE ONE/ 1ESE 2ERRAR 3 ERRY . . .. !
moxibustion practitioner from whom you
L A % O 5D received treatment fill this out. M
TP EAATRE (RUEISSRS - F A4y g X [B]= M
& it P
—upERAe (1 F - 2 H - 3 E) !
i 3k # M
fafti B |#5P1© 1123|456 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
BAHTO w20
wHo wmae| A
ORFUIFMOMEE (1. MBI X ZALTEREEE-o TOMYEE 2. BAECHER., AH, BERELLICLVMBICL2AHER 3. 2o ( ) )
LR L B0 iz T, TOERMEFERLE L, R Sy L SGHTFTATEN 2. AR PRI & AT He /
AT T -
am A g W Py
QR TE EAR
S e
@ t;ﬂ@)ﬁ%q:%gtﬁﬁﬁol?ébf R O E R LET, T 000 — 0000
D i A H — . X
ik BA  OOHOOMO-0-0
|Hea|th—insurance benefit payee F FER A FR B i Name K4 Ok O EZE 0000000
% X5 > DS EX TR Bank | Cgi47 ) Branch
@ % iA 2. T % & RG] 2. W ©]®) A O 325
1 3 L N - ] ?\%u AR
3] _| Account holder's name I = ﬂﬁﬁ 2 il Account nunber T T T T T L AR
il LS ERGWN [ YAT Ay | HIEE S A HEAN IRANE IO NEAN HRaN e | it
|_Consent records Eﬁlﬁﬁﬂi@ﬁ%é’, 1 Pt [l & 4 H H % b 4 TN R
g AL AN AATAARTA—A—A Af O 4 O A OH T i 64 A

| Consenting doctors name E%—hAe 4’:'—1: _| |.
dd " = i 1
1 g ress fiEEE~NTALTKELTL T Date of consent —| Name of lliness or Injury |— Period

@ IR . RERERBOOEEFRALTIESL,
(RERE X, AEEORAZEMT 2188, BAOBERHY A, LEL. HASLUFORER - FAEEOEAL R L.
LPFAESICAS  RTRMMAOBAE. ARFEECRINSE (MERG SRALT LS,
LFHRBELITHOBRICL, § 5 - BEOENE (B4 EELTLE &,




® e 6

©

@

Date of lliness or Injury

Name of lliness or Injury / Cause of lliness or Injury (where, how)

The name of the person who received medical treatment

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

Place of treatment (Enter in the case where the address is different from the address of

the insurance card, such as the facility to live in or the exception of address.)

Name of Insured Person

* Please read the information and then sign.

- Ask the medical treatment manager to fill out 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.



