Please fill in all the blanks in the bold frame.
*All the years should be written in the Japanese Calendar system.
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pain, and fever a
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o receive treatment in
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Treatment Period: £0 A 08
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Was the Injury or Iliness caused by work-related accident, commuting accident or a third-party act?

[Yes] / [No]

Reason: [ Detail (e.g. Family travel for sightseeing.) ]

In this case, a photocopy of passport pages

to make an enquiry to the medical institution wher

This part is an agreement for the Health Insurance Society LN -BEZI (showing holder's identity and the period of travel) is

e the required to be attached.
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a1 & g *Please submit this "Application Form for Overseas Medical Care Expenses"
i with the following "Attached Documents" to your employer.
x 24 [ I 2 — ~
s EREFAER | xCoOTBRBERXGHEEICTRONEMNEE
A BERE ERHLT. BEEARBLTZSL
o /
EETA
Note: If the following conditions are different, please submit separate applications. |
¥ Yo Month in which the medical treatment was received ® Medical institution where the medical treatment was received
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Documents req
(1) A breakdown

details of the medical treatment)
(2) Receipt statement (original) (with the name of patient)

(3) Japanese tran

(4) Inthe case that the reason for not being able to receive treatment in
, a photocopy of passport pages. (The pages showing the

Japan is "Other"

uired to be attached
of medical expenses (A doctor's certificate showing the

slation

If each of the attached documents is written in a foreign language, please
attach a Japanese translation, and also provide the name and address of the
translator.

It is recommended that the translation is made by a third-party, however, in
the case that the translation is unavoidably made by the applicant, please
also write the name and address of the person.
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