I *All the years should be written in the Japanese Calendar system. I
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eApplication in advance is required for issuance of a certificate.
o|f you pay high medical costs without applying in advance, the Health Insurance Society will automatically pay the amount over
the copayment limit after about three months (no application required), therefore the final copayment amount will be the same.

= = e

— Health Insurance Card J Company Name
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Date of Birth: & IBFN0 . ZFEQZ
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|Posta| Codel—==>000 - 0000 Phone Number
(Daytime Contact)
[Address of Insured Person YO OOOO OOO OO0—O X
Relationship to F-‘B;:OFBWE\T_ — 000-0000-0000
Insured Person fg{[Showa] / [Heisei] / [Reiwa] | ~ ERE C S
Name of Eligible Person [Year][Month][Date]
(A person who uses the certhiicate) ; :'.E*‘E 1eF \ % SR 00 OAOBR

The period of use |Please fill in the expected end date of the high medical expenses (within one year from the month of application).
of the certificate |In accordance with the notification of the MHLW, the application cannot be made retroactively before the month
(maximum 1 year) |in which the application form arrives at the Health Insurance Society.

From '1st of the month in which the application arrives' P 1
To 'Reiwa [Year] [Month]' |~ > *ﬂ O ﬂi O ﬁ 35-5

|Was the Injury or lliness caused by work-related accident, commuting accident or a third- party act?: [Yes] / No]|$ ® LMWNZ

If "Yes" the cause was relevant to:
[at work] / [on the way to work] / [traffic accident] ([with other party] / [without other party]) / [other ( Detail )] "1‘&( )

Municipal Tacd :

Inhabitant Tax of

Insured Person | ¢ €F-BBEF4HES#F| Non-taxation

— *If the Insured Person is exempt from Municipal Inhabitant Tax, attach the "Certificate of
Desired Delivery Address |+ mr . Exemption from Municipal Inhabitant Tax of the Insured Person".
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*please fill in the blanks Desired Delivery Address (with Postal Code)

and tick off appropriate
reason if the Desired

Delivery Address is not BREES . & |Phone Numberl
the Insured Person's -ﬁeason for change of Delivery Address: [ The Insured Person is hospitalised] / [Other ( Detail )] Ii
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Section for Proxy Application | fR IR & A ABERF IS S YHRIRE LIS DL D EEET SIHE (L. s ALY,
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application is to be made by (e.g. family relation, person in —

someone other than Insured EERS Phone Number charge of the business office, etc.)

Person due to Insured — o by g s
Person's hospitalisation etc. | IW'J) RiE. EEFIELELE
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|I apply for the issuance of a Maximum Copayment Certificate for Health Insurance as described above.: Reiwa [Year] [Month] [Date]|—
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Note: 1 E[
Please present the issued certificate together with the Health Insurance Card at the reception of the medical institution.
Please return the expired certificate as soon as possible.

How to apply:
Fill in the required information and submit the application.
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