I *All the years should be written in the Japanese Calendar system.

Reason for application
and
attached documents

Please tick the relevant boxes
on the right and submit the
application with the attached
documents.

(*All supporting documents
must be originals.)
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Received medical treatment not covered by Health Insurance
(e.g. making of therapeutic orthotics, therapeutic spectacles, etc.)
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Power of Attorney

"I authorise the following

NERE S
Fir RRE 0000 O@-O—QAddressoflnsured Person |
<

Statement of direction prepared by medical doctor

Photographs of shoe-type orthotics

Receipt and statement (original)

For more information on photographs of shoe-type orthotics, please refer to the website.
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Medical statement and medical doctor's consent for treatment and receipt (original)
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