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for Kyoukal Kenpo

How to fill out the application forms
for the health insurance system
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Introduction Using the “How to fill out the application forms for the health insurance system” pamphlet

If you lose your health insurance card

If you want to continue enrollment in
health insurance after resignation/
retirement

If you have an accident (notice of
Injury or lliness (Accident) caused by
a third party act)

If you apply for benefits due to an
injury
If high medical expenses are

expected due to hospitalization,
outpatient treatment, surgery, etc.

Third party payments of medical
expenses, fabrication of medical
orthotics and receiving medical
treatment overseas

If you have to pay high-cost medical
expenses due to sudden injury,
hospitalization, etc.

When you are absent from work for
four or more days due to illness or

injury

If you take a leave of absence from
work for childbirth

When giving birth

If you or your family member
passes away

Frequently Asked Questions

Application Form for Reissuance

[l Application Form for Reissuance of Health Insurance Card

Application Form for Reissuance of Elderly Insurance Certificate

Application Form for Optional and Continued Coverage

Notice of Injury or lliness (Accident) Caused by a Third Party Act

Notice of Cause of Injury

Eligibility Certificate for Ceiling-Amount Application

[l Eligibility Certificate for Ceiling-Amount Application

Eligibility Certificate for Ceiling-Amount Application and Reduction
of the Standard Amount of Patient Liability

Application Form for Issuance of the Certificate of Medical Treatment for
Specified Diseases

Application Form for Payment of Medical Expenses

[l Application Form for Payment of Medical Expenses (payment for third party, etc.)

Application Form for Payment of Medical Expenses (therapeutic orthotic)

Application Form for Payment of Overseas Medical Expenses

Application Form for Payment of High-Cost Medical Expenses

[l Application Form for Payment of High-Cost Medical Expenses

Application Form for High-Cost Nursing Combined Medical Expenses and
the Application for Issuance of a Co-Payment Certificate

Application Form for Annual High-Cost Medical Expenses and Application
for Issuance of a Co-Payment Certificate

Application Form for Payment of Injury and Sickness Allowance
[l Page 1: To be filled in by the insured person (applicant)
Page 2: To be filled in by the insured person (applicant)
Page 3: To be filled in by your employer
Page 4: To be filled in by the attending physician (doctor, etc.)

Application Form for Payment of the Childbirth Allowance

Application Form for Payment of Lump-Sum Allowance
for Childbirth and Childcare
[l Request for Part Payment of the Lump-Sum Allowance for Childbirth and
Childcare and Application for the Difference
Application Form for Payment of the Lump-Sum Allowance for Childbirth and
Childcare

Application Form for Payment of Burial Charges (Expenses)

il Application Form for Payment of Burial Charges (Expenses)-If an insured person

dies
Application Form for Payment of Burial Charges (Expenses)-If a dependent
dies
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Introduction

Alongside information on “How to fill out the application
forms for the health insurance system,” this guidebook
provides information on the flow of procedures, required
documents, and submission deadlines. Please use this
information when making applications.

Please refer to A Guidebook for Kyoukai Kenpo details on each system.

GUIDANCE

Remember to check our website.

The site contains the latest information on the health insurance system, including
examples of how to fill out application forms and notification procedures.
https://www.kyoukaikenpo.or.jp

[ Kyoukai Kenpo ] Or scan the following QR code:

Application forms can be downloaded from our website.
All of our application forms can be downloaded and printed from our website.
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| guidelines on the right when printing out documents such as application forms. (turn off ink-saving functions) 1
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Changes to Format of Some Application Forms (from January 2023)

Some application forms will be revised from January 2023 to a new format that is easier to read and fill out. Please assist us in the smooth
transition to these new forms.




How to fill out the application forms for the health insurance system

~!» Application Form for Reissuance

See page 41 of A Guidebook for Kyoukai Kenpo

If you lose or damage your health insurance card or Elderly Insurance Certificate, submit an “Application
2N\ Form for Reissuance of Health Insurance Card” or “Application Form for Reissuance of Elderly Insurance
' Certificate” to receive a new one.

£ Examples

il Application Form for Reissuance of
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Fill in only the names
of those who require
new cards.
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f Checklist

® Submission Period When you have lost your health insurance card or elder beneficiary certificate

For insured persons and their dependents who work at a workplace =Kyoukai Kenpo branch with jurisdiction over that workplace

® —
Place of Submission For those with optional and continued coverage and their dependents = A Kyoukai Kenpo in your prefecture

® Attached Documents If you are applying for reissue due to “Damage,” please attach your damaged health insurance card or elder beneficiary certificate.




Application Form for Optional and Continued Coverage

See page 55 of A Guidebook for Kyoukai Kenpo

== After you lose your eligibility for health insurance due to reasons such as resigning, you can apply to
continue your insurance coverage if you meet the requirements.

Enrollment in Health Insurance after Resigning

After resigning, you will need to carry out the necessary procedures to enroll in one of the following options for health
insurance, depending on your situation.

Resignation/
retirement

Reemployment at an employer with [ Will not be employed again ]
health insurance without a day’s gap
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. Ipsured person Person with optional and continued Insured person with Dependent with family
LD Sl T coverage by the Kyoukai Kenpo national health insurance health insurance
his/her employer ge by Y p
* The insured person must have been insured for a
period of at least two months by the day following
5 i the date of resignation/retirement (date of loss ) o
Requirements Please check with your new of eligibility) Please consult with your local Meet the criteria for
to enroll employer for details municipal office certification as a dependent
* Submit the Application Form for Acquisition of
Eligibility within 20 days* from the day after the date of
resignation/retirement (must arrive within this period)
*Including Saturdays, Sundays, and national holidays
The employer will take care Sut.)n.ut' 'the Application Form for Acquisition gf Proce@ures at thelsectlon in charge Notification through the office
Procedure IR Eligibility to the branch office of the Kyoukai of national health insurance at your o
of the eligibility procedure . L N of the family’s employer
Kenpo in your prefecture local municipal office
Determined by your income in the
Insur?nce 50-50 split with employer See page 56 of A Guidebook for Kyoukai Kenpo previous year, etc. No cozt burc(ijen :or the
premiums *There is an insurance premiums reduction system. ependen

There is a system to reduce the national health insurance premiums for “insured persons subject to special exceptions”

There is a system to reduce national health insurance premiums for people who are unemployed due to bankruptcy, dismissal, etc. (people eligible for
specified benefits and people who have left their jobs for specified reasons). Please confirm the details with your local municipal office.

issuance of After confirming the data on loss of eligibility provided by the Japan Pension Service, the health insurance
surance card card for optional and continued coverage is issued

Figure 1 @ Submission of the Applicati iri i
pplication Form for Acquiring Optional ® . -
. S Receipt of application
and Continued Coverage Eligibility P Confirr:natiorrn)gf data on loss of
(within 20 days after resignation/retirement) N ) o A
> Kyoukal eligibility from the Japan Pension
: Kenpo Service

© Health insurance card for insured persons with P @ Preparation of health insurance

optional and continued coverage, etc. sent by mail card for insured persons with

(about 2 to 3 weeks after application) optional and continued

coverage, etc.

Processing
) Center of the

“ﬁ Employer o . V" Japan Pension
Submission of the Notice of Loss of Service Provision of data on loss of eligibility

Eligibility as an Insured Person
(within 5 days of resignation/retirement)

You can apply to the Kyoukai Kenpo by attaching your Certificate of Resignation/Retirement, etc.
for issuance of an optional and continued coverage health insurance card without waiting for
provision of data on loss of eligibility from the Japan Pension Service.

If you are in a hurry to receive your

health insurance card

Figure 2
* If there is a discrepancy between the Certificate of Resignation/Retirement, etc. prepared by the employer and the data on loss of eligibility provided by the Japan Pension Service,
the eligibility record for optional and continued coverage will be corrected at a later date, and the health insurance card will be replaced.

*If you do not submit a Certificate of Resignation/Retirement, your health insurance card will be created after the Japan Pension Service confirms your loss of eligibility data (the
process is the same as in Figure 1).

© Submit of the Certificate of Resignation/Retirement and the Application
Form for Acquiring Optional and Continued Coverage Eligibility
(within 20 days of resignation/retirement)

@ Receipt of documents

© Preparation of health insurance
card for insured persons
with optional and continued
coverage, etc.

Kyoukai
Kenpo

I
L4

4

A |
O Health insurance card for insured persons with optional
and continued coverage, etc. sent by mail
(about one week after the application)




How to fill out the application forms for the health insurance system

,{./'I Examples

The required symbols and

- - - numbers can be found on
e EERRRRRS FIRETE s the health insurance card
RABESLURNEEFCOVTE. MERRE HIEME B BAOTFSE, ETHRALT V. you recelved When you
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i - N
b e  [2[T7IoTo[ol2ls] [T [T [ 11| 2% EObELE If you wish to pay by bank transfer, input “17; if you
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K& L: 320 . . . . .
k] WA KB ox “2”; if you wish to pay six months in advance using
3 #H  =105-0000) ®% @2 BROO1-1 a payment notice, input “3”; if you wish to pay 12
=3 ) T 090 (XXX XXXX LLTyvavi0l months in advance, input “4”.
o \ J
= HEE s OOKAAR mek R A BKOOX-X ]
oy WEREFAH [ ill i i )
=} mEomm T 37 XX7 XX8 If you have any dependents, please fill in the required
3 RREOMAHECOVT. BRI IBRETEAKEL, . .
A 6.. RRHOMMTE . 1. DEESEARI0S) 2. BRI 3 HAIN 4. 120RKH | »?ﬁﬁiﬁé%ﬁ%&mn "l_ information. You may need to attach extra documents
QO see the Attached Documents Checklist on page 6).
= = | REERESHELEAN (FRERARDER ¢ page 6)
g 'Co IRALT
o = w‘:?&g:ﬁgﬁw Qs B8
e 3 - L 2 IR
o3 REER ERpanrRes EREE aus @
2 - = A B @ % M —_'mimﬂ
I LROEHABICIRDOB VL EALET. F A =] - — "
28 oo — L ——
«Q fmidei n 3 l £5AE wsl| am s FEAIROR
@ FRERREERATE A amm-em:ﬁ;“iq ( . g P e bt or| | 0L B
b it 3 oo el e e e
%&Wm T R OO- 1 B
BREHD VA S ) 2 N A O W5 BES )
ﬂue:moes. o -
e T — R I -
AR Y - oalo2 SHEEE)
RN Please be sure to enter ST
i GEE your dependent’s My N et PR,
[2Too]*TTo] oMo e )
mggﬁﬁﬁfﬁ% Number- }BH el | aE L FRRA | AESIROR
- BROAE /1 - 7 = P |54 e Sggﬁﬁﬁl
o 74+/Ir—iiiiiii“‘
e D
e Bton )
If you have your place of work certify ow P ™ feeen
this form, your health insurance card . B R G EEEE

- BB SN TREAD TSR OIN-UBE ST,
Ome OBFSK 0w
Omssns 0 zofml )

can be reissued without going through
the disqualification process.
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= e A
( D ik wrii= T
= BT S BE LT
- HERHORIC OV TREAOF S 0IN—TBESRUTIR S,

magm  OwEEn
Omssns o o )

Only enter the insured person’s My Number if the
symbol or number on the health insurance card is
unknown. Please note that if you have entered a My
Number, you must attach documents to verify the
number and documents to verify the individual’s
identity. Please note that the application form will be
returned if these documents are not attached.

L N

If the dependent is a high school student
or older, please enter the name of the
school they are currently enrolled in and
their grade (e.g., second year of high
school, third year of college, etc.) in the
occupation column.

J—

: Great- Great-
@® Requirements for Dependents grandparents grandparents

@ Under 75 years of age, resides in Japan, Grandparents Grandparents
and depends primarily on the insured
person’s income for their livelihood.

Uncle/Aunt Uncle/Aunt Spouse

@ Is an eligible family member (falls within RS RS

three degrees of kinship) Sibling Sibling

Spouse

© Meets the income requirements for being a
dependent

Spouse Insured Person

Niece/Nephew
® |f living with the insured person:
Annual income of less than 1.3 million
yen* and earns less than 1/2 of the
insured person’s annual income
® |f not living with the insured person:
Annual income of less than 1.3 million
yen* and earns less than any amounts

Spouse Niece/Nephew Spouse

Grandchild Grandchild Spouse

Great-grandchild Great-grandchild

sent to them by the insured person. - Those who do not have to live with the insured person.
Note: Less than 1.8 million yen if 60 years or older or a
recipient of a disability pension - Those who are required to live with the insured person.
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Checklist

® Application Period

Within 20 days from the day after the date of resigning (date of disqualification). The application must arrive at the

branch within 20 days if sent by mail.
Note: Applications may be accepted even after the submission deadline if there is an unavoidable and legitimate reason as recognized by Kyoukai

Kenpo (e.g., natural disaster, transportation/communication strike, etc.).

® Place of Submission

Kyoukai Kenpo branch in your prefecture

® Attached Documents Checklist

[] Those who wish to use bank transfer to pay insurance premiums = Request Form for Bank Transfer (optional)

[[] Documents confirming the date of resignation (copy of resignation certificate, copy of notice of disqualification, or fill in proof of disqualification

section on the form to continue insurance status)

® Required attachments if you have dependents
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Note: If the insured person and the person to be certified as a dependent live together, a residence certificate (showing the relationship of all household members) can be used to confirm the
relationship that they are living together. Please refer to the table below for specific examples of attachments.

. } Types of attached . } Types of attached
Living documents Living documents
Together/ Age Student Together/ Age Student
Apart Living Apart Allowance Living
& > e money together B > i money together
Under 16 years } n Under 16 years } / /
o
old 2 old
Living = Living
Student Student
Together | 16 years and > '/ =3 Together | 16 years and > ‘/ ‘/ ‘/
older B older
Non-student | [ / % Non-student | [ / / /
[}
Under 16 years 2 Under 16 years
old > “ old > 4
Apart Student Apart Student
P 16 years and » '/ P 16 years and » '/ /
older older
Non-student } / / Non-student } ‘/ / /

sjuswiyoeye paiinbai jo sajdwexy

No income

® The most recent taxation certificate (or certificate of tax exemption), etc. issued by the municipality
Note: Even if the individual’s income is zero, proof of this is required.

Those with income
from part-time jobs

One of the following:

® The most recent taxation certificate (or certificate of tax exemption), etc. issued by the municipality

® Copies of pay slips for the last three months
[Under 60 years old: less than 108,334 yen per month] [60 years or older: less than 150,000 yen per month]

Income One of the following:
Those who have ® Copy of unemployment slip  ® Copy of resignation certificate issued by the company
resigned ® Copy of certificate of eligibility for unemployment insurance (copy)
[Under 60 years old: less than 3,612 yen per day] [60 years older: less than 5,000 yen per day]
Self-employed, farmers, X
and those with real [ Sc:pyMoftn;ost reczlanft tax r:s:turnf forrtnh (?nalﬂlteturn) oo of eceint of stectron o
estate income lote: Must have a seal of acceptance from the tax office or an indication of receipt of electronic application.
Those with pension ® A copy of the most recent notice of pension revision or a copy of the most recent pension amount
income transfer notice
One of the following:
Allowance | If you are living ® Bank transfer receipt @ Registered postal cash envelope receipt
money separately ® Copy of bank book, etc.
Note: Documents that allow for confirmation of allowance that exceeds annual income
Note: Documents that allow for confirmation of names and amounts sent by the sender to the receiver
Living Those who are required ® Residence certificate(issued within 90 days of the date of submission; must show the relationship of all
together | to live together household members)
One of the following:
!:)ocu_ments to confirm ® Original copy or extract of the family register
identity ® Residence certificate (if living together)
Relationship (issued within 90 days of the date of submission, must show the relationship of all household members)
. ® Original copy or extract of the family register and residential certificates [must indicate the relationship
Spouse in de facto . o . o .
marriage of the wife (unofficially registered) and husband (unofficially registered), etc.]
g (issued within 90 days of the date of submission, must show the relationship of all household members)
Please prepare the following documents alongside the documents required for domestic residents to be
certified as dependents.
Living For dependents living ® Documents proving that the applicant meets the requirements for an exception for living abroad.
abroad | abroad [If studying abroad] A copy of their visa, student ID, certificate of enroliment, and certificate of admission

[If traveling overseas for volunteer activities or purposes other than employment] A copy of their visa, proof
they are assigned with a volunteer group, volunteer participation agreement, etc.
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How to fill out the application forms for the health insurance system

Notice of Injury or lliness (Accident) Caused by a
Third Party Act

See page 42 of A Guidebook for Kyoukai Kenpo

If you are injured due to the act of a third party, such as a traffic accident*, and you receive medical
treatment using your health insurance card, you will need to submit a “Notice of Injury or lliness
(Accident) Caused by a Third Party Act.”

Note: Excludes accidents at work (work-related accidents) or commuting accidents.

.,L/OI Examples

0=
L O
S = s .
29 —i Please fill in if decided. ]
o
o S RBHRY BEBN BZE (BN ZFOTRICLER (B RE
< =3 '
>
o = 121700023 il i i i
= 5 | B s 1 BREE | A Kk O wE | FH Please fill in as much information
235 4 e , "N Bl [T 1oz 0000 fmeimi: as you can with reference to the
= = @on) | R HREE (@%) |~ 777 wa(os.00000000) accident certificate, etc.
¥ = ) T105-0000 RFABEAAI-] L
> A
3 D gi EE"‘%| m/ﬁ‘\ ¥ @ 327 ﬁ.ﬁ| ES |ﬁFﬁ| Te (03-0000-0000)
> (% %é E M A A (EYHESD N1 OBH - SEEEK - ST - BT 25 - 2oft ( ) -
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2 S,’” T we Litrs -1 ® oez] am oo e Please make sure to fill in the
o i i Ex L) status of treatment column.
() =% | BB%E ~ _ T 146-0000 RFAHXBHEKOO-1-1
S wigmx| OOLEGR) | s T (03:00000000) )
— MEEHFBDEH | [
H T TR
ig @” F15 ﬁ| it s T gy OO L Do not fill in if you are unsure. ]7
(8%) 5
BRDE 1-2-3- 4@4.7.3.9'10 mEE 1:2-3-4(5)6:7-8:9-10 5 P Py v ) [T ey
. 3 B | wnmimessoo| BB |sojs 5A 18rsLkeE 5A 18ET El-ﬂﬂgﬁﬂﬁ~al’él
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b RREGES &R - ) ) mlrazco] KA N AL B B NEERE - BER - LRRR
(pg ErL) | PR IR | gy | s g, amRAs % Am () ABEOIEN L ERBRIRRLTOTEAT 8L,
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B|R| amsmns®s | ARCD(2345- WYz |REHR gm *® @ MEENEE BRA) A BBHOXEM v EEEAER
S e ® HERBNERFUE £ ZTOMf GESNAOASESRRABRLE)
7 rnms
GB Teomens | R 36 |G| e | Do 2 ® OERTE
KEELE T 160-0000 RIMHHEA-2-2
cle|mmana | Con TS e [T oo s o _
=P B Fﬁii; Eéii’:io;f e ! w8 RHERISHE (HBICOZDFB) #RaLTLSEAL THEOSLERNTHIE
| mrzvEs % — R (FFfEe) | smosmemsEo- E
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(o ENEER * (548 - ) (=8 LEt00RE]
HE2 Rk 5 B ml o« )
re—mri smmamcionpTy " g 3] =] E ;
o sml® ] A
Please fill in if the other party g
in the accident has voluntary BESHUAORELAERTORBEET) VA1 FURERRE M
i I Vo it &1 Z OWICE N SRS BT o
insurance coverage. [SEBALTT TV, #mBFM0BEEOMICRAL Y, FERERRBEEICBALTTSL
(WESERR)
S
Please indicate anything you have
received. )
S
A separate document is required for
traffic accidents. Only fill in this area for o
other forms of accidents.
J
SERBRRHR

2 , ¥~ Checklist

® Application Timing ® Attached Documents Checklist
Promptly

Traffic Accidents
[CJReport on Cause of Injury (Notice of Cause of Injury) [ ] Agreement
[JReport on Situation of Accident [JTraffic Accident Certificate
[]Letter of Commitment and Memorandum for Payment of Compensation for Damages
[ Statement of Reasons for Not Being Able to Obtain a Personal Injury Certificate (when treated as a property damage accident, etc.)

Other Accidents
[JReport on Cause of Injury (Notice of Cause of Injury)
[] Letter of Commitment and Memorandum for Payment of Compensation for Damages [_] Agreement




See page 41 of A Guidebook for Kyoukai Kenpo

<  Notice of Cause of Injury
S

— If you apply for various benefits due to an injury, you must submit a “Notice of Cause of Injury” as an
A J attached document. If the illness/injury was caused by an act of a third party, you must submit a “Notice of
Injury or lliness (Accident) Caused by a Third Party Act” as well.

Note: Excludes accidents at work (work-related accidents) or commuting accidents.

,,4/'I Examples

b | The symbol and
3 number can be

RmizR E%ﬁ = found on your health
insurance card.

RABEBLUFHEEECOVTE. "RERE BEREE RAOFIIE.1ECRALE L,
E%lzt.%wrﬁ—w«"y%’&ﬁiﬁu’rE%‘EMW!:TE(::IEEA(t’é’L\O #asx 0] 1[2[3[u]5]6]7[8]9]7] T[] 82

Z
o
=
5]
@
o
S
O
)
c
@
o
o
S
3
=
<

) BEREE)  ES L &= £ERE £ 8 =& e B LTI
2 i EEn Towors Fw swor 15
B [l2liT7Jofofolels] [T T T 11 [1|| 2% [elili]o[2[2]
g (OUAF) * a3 v hA Yo smEEs 999 9/ -
;73
WA KB
R~ 105 -0000 ) RO BROO!-1 : 4
e R 03(><><><><)><><><><‘ AVANS S DA
aELES OmRRE - dakEs B2 3 A B F ) If a third party has
O EHS. 26, &, /\—k. 7Tk [, BRRBRCERIMA he ini
BELEEOBETE OBE. SAORE, RSYFAFP. (VH—VIyT% F LThETH. cetuse(_:i the jl.,lry,
XBRUTBEOESCOEBRLEE L, g ORBMALTUS a “Notice of Injury
O 2ot ( ) O RBIAL TOGL or lliness (Accident)
5 SRS = .
Py g ;E% F’;ﬁ - — — Caused by a Third Party
o CIR e 5 ”»
}J ;;; ssqz ;n; wxsms taEeh o ALk :f ) Act” form (see page 7)
(= Y [m} B O Hotkzd O iR A O zofh ( .
5 LRI LA Digsph (048 08D OF0BSED OF0BSAL) must also be submitted.
!75 BB Oein OBE OREN D82 020t ( ) For more information,
9 ECLE] OxEER O8N (rvn) OAR—Veh OBSTE OBSTEN please contact a
=) BERETRCHTIEEDHON O#mcLal @uE:08 O8) H
2 Boxh, e BN Kyoukal Kenpo branch
A trcoTrzsRENSIBE, BF:  BF 08 B I | in your prefecture. J
WETH. Fh. ZOBER. HEREE SREGMEE | pmiromes =
BEETTN, MEETIN. 3 p .
BELLBORTERGHIC BETHBRBELT TR BATHENDAIC Please describe the
TEALEEL, 3o Tlinto h . t f
) sm 3% B A30ARE  Cam Dammms O circumstances ot your
Frpm—— T8 o= pA o8 ns DB & A Bic injury m_as much det_aﬂ
as possible (be specific).
EBUERVBDIEOBROSFRIORAERO T LS. L )
BP0 S 5o AR =] mana © _ .
=5 (BH) SF . . .
HEO®R AR OBS. TORM For more information,
mRAAoBLITOEE) D AR cmasuceamns. please contact the
EEFAE = - ) Labor Standards
e~ Superv_|5|on Qﬁlce, as
EXTEE  =nges | they will certify whether
Omoo ( ) Qr not the accident
is a work-related
HAES RN (commuting) accident.
2EERERGS T
- BROAE -

@
f Checklist

® A “Notice of Cause of Injury” form is required when applying for the next payment.

O Medical expenses (therapeutic orthotic)

O Medical expenses (advance payment for a third party, etc.)

O High-cost medical expenses Must be submitted only when applying for the first time
O Injury and sickness allowance

O Burial charges (expenses)

O Family burial charges




How to fill out the application forms for the health insurance system

. Eligibility Certificate for Ceiling-Amount Application

See page 43 of A Guidebook for Kyoukai Kenpo

If high medical expenses are expected, you can apply for an “eligibility certificate for ceiling-amount
application” in advance. By presenting this certificate at the counter of the medical institution, etc., the
amount you have to pay at the counter will be limited to the legally mandated maximum amount.

Application Check Flowchart

>m
3a \
o o . Yes [
S = Is the insured person exempt from »| Does either of the following apply?
= municipal inhabitant tax? .
> < ) ® |s the insured person under 70 years old, and
T O N * are their average monthly earnings less than
=l ° . No 530,000 yen?
g' = Are they planning to receive medical o s the insured person 70 or.older, and are
= 8 treatment (or undergoing medical their average monthly earnings less than
g T treatment), and are they under 70 years old? 280,000 yen?

—

e No *

9 Is the insured person 70 or older with

= average monthly earnings of between

= 280,000 and 790,000 yen?

(e}

T Yes
No *
Yes Yes Do not need to apply for an eligibility
certificate for ceiling-amount application. Will
need to show elder beneficiary certificate.
\/ \
[l Please apply for an eligibility certificate Apply for an eligibility certificate for ceiling-
for ceiling-amount application (see amount application and reduction of the
below). standard amount of patient liability (see page 10).

,_Lljl Examples

KN Eligibility Certificate for Ceiling-Amount Application

ence REREHDE sne 1 The symbol
and number T
e T RS can be found g GEseties
== [ = s on your health | ™7 ™ =98
@ (([2LI7Iololol2le] [T 1T 11 11)| £% [e[Tiol22] insurance

R EE]
== e KK @
@  =105-0000) K% QL BROO-1

card.

RS E 08 oot XXX AB=YYaY101 ( -
— Please enter the name, date of birth, and address
) . . o
by = W& 2 F A Om e2r 74 5e of the insured person, even if the certified person
LITm2m 5. 65 - o ar 55 | swemescemen is a family member (dependent).
-3 TRALEE N,
&
b{ o« 102-0000 ) 2% QP IREMRAATI-T @ -
%
Please fill in this form if hospitalized and unable to
e OO#KXas  RHEROOAL receive the eligibility certificate for ceiling-amount
ERREAC 48T R TR application at your home address. Any documents

R

o returned due to incompleteness, etc., will also be
C ) sent to this address.

2y (1 ® = — This section is not required if you have
( . _ filled out the symbols and numbers
BEDODE R EE ] | — | from your health insurance card.

(@ 2ERERRGS o
i

\d
f Checklist

When the insured person and their dependents want to reduce the payment amount at the counter at

OAppllcatlon Tlmmg medical institutions, etc.

@ Attached Documents Checklist [J “Notice of Cause of Injury” (see page 8) is required if receiving treatment due to injury.




._/./'I Examples

Eligibility Certificate for Ceiling-Amount Application and
Reduction of the Standard Amount of Patient Liability

e MEER: - - T The symbol and
EESIRERERE EREER number can be 736
£l F4E 64 108 i i
BRABESLU WT . MR HEAE RAOTE ETWRLIEE N, found on your um" Pm 2648 18 ﬁ
BB ROK— LAY FEEALMBTRACTRCIRAL SN, [ARs]0] 1 [2[3[u[5]6[7[8[a[7[1]7] health insurance - ¥ ﬁ >
NmEES S o m
] s &5 [ZZE P Yor A i "
' R card. B, 35
H = [|2|1|7|o|o|o|2|3| OITTTIT] I] asz [e[1]i]o]2]2] > N 8 g
U _x a4 5oy . =
o Y - Please enter the name, date of birth, and address 2 &
of the insured person, even if the certified person o
Sl ™ 105-0000! RE QLBROOI-1 is a family member (dependent) 3 @
Eraaem T 08 OO0 XXX X Anwrsvaviod \ : J g ,‘._".
r N =
I e 1 A BT ep 950 S If the individual has been hospitalized for an % 8
o =y ARE °F 469 3 5 . . .
s [ cw ©2F °° 5° extended period (more than 90 days) in the year prior S =
i mesemmEsMm) +u 3 = 08 -~ su_ 3% (1A . X R ) (0]
BRTSAE RARENET A STy Yo ——— to the month in which the application is submitted, —h
HERARE L, PIRE 7 o1 ALE 1 SR T TIE90EE A TARENTUS 2 5o A | S0 A BHE CEAG K, (o)
TETHLREL HRITHERNEENTOEVBMOARBMICROZ S, unz please be Sure tO fl" In the Second page. -
% IRERREFECRALLEREHOECHCENERETIBELCTRALS L, of (('-D)
% @ = 102-0000 ) A% O FREROOT-1 - RERER- — ww_ " =
EES w03 OO p RRER m— 2
— S EEGIBERNERE R Q
#  OOHKRKXAF RHEROOAA
E Y EET AN
HRRELN 05 DRRT SBE AL, [{ [ SmoAREaaH A2 em :
g - Eoan ] DR 0% S« 8n (w35 3e [On Slexe | 92em
" . gg‘f:ﬁt/\b‘?\ﬁwrﬂ.n‘bi'&ukn. ARLE & \f) (\/ %Ze e\ % %
EEE o ‘ ) oma ) mes HHEKOOT!-2
azan St @ moeRn 9%« n o33 s on ex | -
a@mam«rwv—enm-uaﬁmqﬁ“ N P P
EALERER FARET UR T ERO BN B EERDET =
(P TEA D TSI £ ORI s TITIIIIIT] ECEEE] e
T +J DT 57
. . S A a s = A axt L
If you want to link the insured s -
person’s taxation information (income ] e -
information) with your My Number, a» . —_— :
R, . @ TBEn . i
please fill it in (if you have entered this, ITMOARMMER) | 53, s m  mweBlf e A e | o
you will need to attach a copy). AL =
- - et
[ e e . . . T;r:gigzmiam OF& o A 8 nsQIH F A asT L
Please fill in if hospitalized and cannot receive the EL] L |
eligibility certificate for ceiling-amount application AU s
and reduction of the standard amount of patient e
liability at home. Any documents returned due to - = —
incompleteness, etc., will also be sent to this address. e s 1 & K6 OuEREC 3 smomEmRRS RSBz LRy
\ —0

mowe BAREOO OO @
If this application is to be certified by the municipality’s e e e -
mayor, the year the certification is received depends on
the period of medical treatment received.

Examples Medical treatment from August 2021 to July 2022
— Proof of income for fiscal year 2021 (from 2020)
Medical treatment from August 2022 to July 2023
— Proof of income for fiscal year 2022 (from 2021)

EEEMAHEH

@ =mumgrs

&
f Checklist

® Application Timing ® Attached Documents Checklist

If the insured person is
exempt from municipal [ “Notice of Cause of Injury” (see page 8) is required if receiving treatment due to injury.

tax and they or their
dependents want to

(If My Number has been filled in)
O Template for attaching personal identification documents Application Form for Confirmation of

reQuce the amount Taxation Information, etc. Using My Number + personal identification documents

paid at the counter (If not filling in My Number)

of hospitals, medical [ original tax exemption certificate of the insured person

clinics, or pharmacies. D Low-income (Note: Not required if certification has been provided in the certification section of the application form)
earner

] For medical treatment from April to July, the original tax exemption certificate for the previous year

[ For medical treatment from August to March of the following year, the original tax exemption
certificate for the current year

[CJ At least 91 days of hospitalization within the last year (long-term hospitalization)

[C] A copy of a receipt showing the length of hospitalization

10



How to fill out the application forms for the health insurance system

._/./'I Examples

Application Form for Issuance of the Certificate of Medical

Treatment for Specified Diseases e FT— ‘
e symbol ] :

and number
can be found
on your health
insurance

RS ﬁi&ﬁﬁ%#ﬁﬁf S @ card.

o JF ﬁﬁ! 108
wmmmenn 0 26 48 1R

e
L

EABEBLRMBEEICO VT MRERR ﬁﬁ%ﬁﬁﬁﬁﬁeﬁ ZATREE RADFSE I ETHRLIEE L,
Please enter the

uonesljddy Junowy

m
Q
g
E
<
Q) PRBRROR— LRV EERAL KB TRNCTE[CCRAEW.  [2AR% 0] [[2[3[4]5]6]7[8]9]7[1]Y] i
(0] name, date of birth,
‘-::",; g B . BS £EAH # A 8 and address of the
o | BRRETED eafvezil insured person, even
g’- E (E=30) [l 2| 1 |7 | 0 | Ol Ol2 | 3 | | 1 | | | | | | | g:%‘:%z Enm if the certified person
- H U %29 04 T is a family member
=
-2 A (dependent).
o A K& \ J
= _ - . e .
E #% =105-0000) X% P BEROO1-1 If you would like a
0 (Eﬁggzﬁ) L 08 (XXXX) XXX ‘ AVARSZVAVE DA ORI certlflcatglssued
for a family member
2 . oo O who is a dependent,
% BRERUES B2 WA B F BE 0¥ 2% 38 ba please enter the family
§ BRE 1 MESERAE RS LTINS A IES (5 KEFHE member’s name (e.g.,
N CEY E—ALEREE L TNBIBILE: o s
i [k Reind 3 AOANRAEESLTOSER IVERESH. TSR HCHELOIES.) Hanako Kyoukai) in the
“Individual Receiving
ﬁ FERBRREERCEALERER DTS CENERLTIBECTRALLE L, Treatment” column
il - o @ N of the “Applicable
(R F 102-0000 ) X - )
% WEHEES - RF wa TRERAAT-T | Person” section. )
@EromEs T 03 OO0 0000 p |
e OOKXAR  BHEROOAA Please filin the
L | applicable number
| FRCEROBRER SN, bLGBHRSORRIN N ST EBRT SRAEAEL L. for the specified
g LROLEVBEERITVSILCIBEBOE A 7 3= 78 T8 L disease. J
] Emmmomee R WA RN R AA -1 o P \
ease fill ini
BB 1 B 00 & 7 B AN 35 T o
? OOm e 7 b hospitalized and
EHo K& PRIR AIR unable to receive the
OB a 03 (AAAA) AAAA med!cal treatment
receipt at your
B — home address.
WRRE DA+ \—5CHR
BRRHEOL AR B NHEOMACTRALIE Ve Any documents
BEAUCBAR 2 A RRE AR VBN ERORNALELRNET, - el
(I RADTIE ECRE ) » | | | »l | | | | | | | | | EMEMD returned due to
HEARBEELD ] incompleteness, etc.,
RERTEZREN will also be sent to
s TR this address.
2[3[o[1]]7] HEEER | ) .

@ 2EERRRGE v Have your physician
- BRI AIE - . . .
provide their opinion.
This section is not required if you have
filled out the symbols and numbers from
your health insurance card.
4
9. Gheckiist
® Application Timing When you have to pay high medical expenses for treatment of a specified disease
] Doctor’s certificate
® Attached Documents Please fill in the “Physician’s Statement” column in the application form and have it certified, or attach a
Checklist written opinion on a specific disease or other documents (medical certificate, etc.) proving that you have

the disease.

11



Application Form for Payment of Medical Expenses

' \"& {

\"‘ See page 47 of A Guidebook for Kyoukai Kenpo

@ If you paid the full amount of medical expenses yourself for reasons such as visiting a medical institution
ﬁ without your health insurance card due to unavoidable circumstances, having therapeutic orthotics made

for treatment, or falling suddenly ill while overseas and needing medical treatment, you can file a claim at a

later date and receive a refund.

,O Application Check Flowchart

-~

Which of the following did you pay out-of-pocket?
[l Medical expenses for health insurance treatment in Japan
Cost of orthotic devices made as required by doctors for treatment Overseas medical expenses

(@)
|
|

€

\/

\

\

Which of the following explains why
you paid your own expenses?

@ Unable to present health insurance
card due to forgetting it or because
treatment commenced prior to
receiving the card from place of
employment

@ Accidentally used an old health

Please prepare the following items and
submit them to Kyoukai Kenpo (branch
that is in charge of insurance for your
workplace).
® Application Form for Payment of
Medical Expenses (therapeutic
orthotic)
) Examples: page 14
® Receipt (itemized receipt) (original)
® Medical examination report
(certificate describing the details of
medical treatment)
® Proof of use of orthotic device (original)

insurance card

Please prepare the following items

and submit them to Kyoukai Kenpo’s

Kanagawa Branch.

® Application Form for Payment of
Overseas Medical Expenses

) Examples: page 15

® Attending physician’s statement
(original and translation)

® Receipt (original)

® |temized receipt (original and
translation)

® Copy of passport

® Consent form allowing for inquiries
to medical institutions, etc. that the
applicant has visited abroad

Please prepare the following items and
submit them to Kyoukai Kenpo (branch
that is in charge of insurance for your
workplace).
® Application Form for Payment of
Medical Expenses (payment for third
party, etc.)
) Examples: page 13
® Receipt (itemized receipt) (original)
® Medical examination report

Please prepare the following items and
submit them to Kyoukai Kenpo (branch
that is in charge of insurance for your
workplace).
® Application Form for Payment of
Medical Expenses (payment for third
party, etc.)
» Examples: page 13
® Receipt issued by the municipality,
etc., which is to be repaid (original)

sosuadx3 [eaIpal JO

>
©
2
S
Q
=5
o
=)
-
o
=
3
—
o
=
g
<
=
()
=]
—+

(certificate describing the details of
medical treatment)

@ Statement of medical expenses
received from municipality, etc.,
which is to be repaid

1
i @ If you are unable to present your insurance card due to unavoidable circumstances, and you have to pay 100%
1 of the health insurance portion of medical expenses

: ® If you mistakenly use the insurance card of health insurance you previously subscribed to, and later receive a

: refund for medical expenses

1 © If a corset or other treatment orthotic is made and worn under the direction of a doctor

: O If fresh blood is purchased through a hospital and transfused

: O If you have received treatment of acupuncture, moxibustion, or massage with the approval of a doctor

: @ If you receive medical treatment at a medical institution, etc. overseas

I (Injuries caused by work-related accidents are excluded. Cases of going abroad for the purpose of medical

: treatment are also excluded)

: @ If you receive treatment from a judo therapist (osteopathic clinic or orthopedic clinic)

cet Judo theraplsts (Osteopathic CIlniCS or orthopedic Cllnics) eecescscescscecsscsscscsccscscescscscessssscsssssscscssesces

Cases in which health insurance ]
cannot be used J

Cases in which health insurance ]
can be used J

Bone fractures, dislocation, sprains, bruises, pulled or torn
muscles, etc., where the cause of injury is clear and the injury
is not chronic (with the exception of emergency treatment,
bone fractures and dislocation require a doctor’s approval)

@ Fatigue caused by daily life, mere stiffness in the
shoulders, poor health, etc.

® Muscular fatigue caused by sports

12



How to fill out the application forms for the health insurance system

£ Examples

KN Application Form for Payment of Medical | 11.c <ymbol and number can be found

Expenses (payment for third party, etc.) on your health insurance card.
When using payments for third parties L :

- : 1
I \ -
BEERIRER o EE SRGINE (IHLE)

BABESSURNERFCONTE. MEERR BRRE Rik BRE TRNHE (IBILF) BRAOFS|E 2TRAILE V.

9.‘ > SRER BOR— LAY EEEALRETRACTRECZRAKSW.  [@A=% 0] | [2[3[4[5]6]7[8]9[7[(]7] L )
< g i 3 ° 4B = 8 & s N
o 5 o (L Tololol2le] T T 11111 2 TETol2]E] Please fill in the name and other information
= Q of the insured person, even if a family member
= (QUAF) X 3y H A s . .
o g o WA K . (dependent) is the one who was examined.
m 5 = L If the insured person is deceased and the
3 o am = [1]o[5[o]o[o]0] RF O BROOT-1 application is to be made by an heir, please fill in
ANZYT Y . -
e 3 B . [O]alo[x X [x X XX X[ [] wvvasiol the name of the person making the application (as
g o} = well as the address and bank account number).
n = Yl emmm (D) oE R ~ e - Note: Enter the date of birth of the insured individual in the “Date of
Y] § i OO0O00O mmm?x £ y OO0OO00O ﬁxi;isw;;ssﬂ Birth” column.
) £ L )
§ =) memn Lhmom oegs  [1]2]3[a]B]6]7] | swccmrcean. . §
o |v i Tiiﬂtlmrffiwﬂ'vi*wvlﬂ*Twmqu o For Japan Post Bank accounts, please enter the
OERR 1. BiRRE .
- L R s Elt 4| |7|U|r7| EEE LT3 2. oA branch name for the transfer (three numerals in
l kaniji), type of deposit, and seven-digit account
2,DBERBTRALTLEE L, . .
i e number, instead of the typical account number
% EHRCETMBARCITIRME TRORBALCBELET. - b I d 13 d t
o e O (LT Symbols an 911s)-
B o N
A R CRRRESRL OERLRL & po—— P
a = TELU\ V<) 2 g DItk n;- o = A «mi”.:zsm
LTI T I T T T T ==gae 2
wan o Honewn []1520% | omee [PBREEL] e
(OEZEA) (B EOME 1 TAZ I = ) EWAC TRATE:
2w R H{W{{{—W = el A e [ 5"
i) 1
(SR gpjime)oymamonstss ce Mnx s, | (eme——ppI—— If you wish to transfer the money to an account
%ﬁ%ﬁ:’mﬁ%ﬂ%\ e other than the one belonging to the insured
EALEESE Z AR TR0 BER RS, ELELT . - - .
PRt S LI TTTTTTTTT] e individual, please fill in a name and address in
SRRHABLO P . ..
Immﬂﬁzﬁﬁm | the receiving individual column.
HAES BREAR \ J
[eJe[ ] Te]4] OO
- \ 2 J |
SERBRRGR - -
- @ FRirRRE= VE] w2 SR seens Ens)

This section is not required if you have
filled out the symbols and numbers from
your health insurance card.

[ LERRE 2 RRGAES
F B B
Do xsossuzorn me 1 A T HR e égﬁ [1]s1]o[2]é]
F A 8
@ e ERFNAR B aaana [2]:%[0[3]0]4[0]2]

If the application is due to an injury, please BE U
submit a Notice of Cause of Injury (see page 8) o ) 1ms

LT o
as well.

S > 2.5 — BEEREEHETTRIEE N,

e ~\ B PTEHE BRELEERSORE
If any parts of the form cannot be filled in due to OORS kR RF#HOOROO | OO OO
lack of details, please fill in as “See Attached.” i ek BRUEERFORE

S > OO%R RFEHOORAA | AN AL

- ;'sz B Bns éi% % A exc .
Please indicate the beginning and end dates [ gmensrnm - [O[3[o[4[o]2]  [o[z[olalcle] ™ -a
of th_e period for which medical treatment was wwomme [ ]%e 5 o [ e n e
received at your own expense. For the number O 2L T (T [ ™ D:DE

of days, please enter the number of days

. . BERCELLRAOE
medical treatment was received. — -

DHmOLRAFELL T SN

1. AHUTHL R RIRRETNE LV TORH SR/
2. FEPOERTEEL BRRETEHoTIVEN LD
Q)] 3,857 ehetd

9. z0ft EU!B} ]

Please enter the amount shown on the receipt
(itemized receipt).

If you need receipts for other procedures, please
make copies before submitting your application s

and submit the originals [e[s[1]2]6]3]

(Documents attached to the application form will not - g@ggﬁgmg 7D =
be returned). =
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£ Examples

Application Form for Payment of The symbol and number can be

Medical EXpenses (therapeutic OrthotiC) found on your health insurance card.
Therapeutic orthotic HER

\ 1 | s 1
BRI s TR R TREWE CeRRRR)

BRASEBLURNERFCONTIE. BRR BRRE Rk BRE TRPRE CORMARE) RAOTF3IE THRAIE V.

=B BOR— LAY FEBALMETRACTRCCRAKS . [2A82]0] | [2]3[4]5]6]7[3[A[7A]7] L ) o >
Bs &S Ps <3715 £ B =] p ~ _gh g
=50 [|2|1|7|o|o|o|2|3| O LI ez Please_fill in the name and o.ther infgrmation 8 =5
— of the insured person, even if a family member =5 g..’_
- WA K e (dependent) is the one who was examined. QO g
- If the insured person is deceased and the m .
am = []o[s[o]o]o]0] RE O AROOT-1 application is to be made by an heir, please fill in 3 o
ot [O]3 (X[ XXX [X[x[x[<] savrvasiol the name of the person making the application (as % 3
-
T S .. Ml 28 the addrses and bark spcountnumber § 3
] g 2ot ( ) o ER L Birth” column. ) g
] wewn [1]15:% | oses [BRREEEL] wreoen ) . =
REEOMI YA CRAKEU BAC, HRA0 BIFELTER A ° For Japan Post Bank accounts, please enter the 0
EER HEIP? 2 'fl HUH I I I I Ers i branch name for the transfer (three numerals in =

l kaniji), type of deposit, and seven-digit account

2,DBERBTRALTEE .

number, instead of the typical account number

-] FRFCESNEHRICMT SRHE FRORBACRELET., 3 B =] ..
2 HEREREEN (symbols and 13 digits).
b . N
Iy G TRRRERR OERREL & po— s
a = TELU\ V<) 2 Ml DItk f‘ e = A\ «:mz‘:g;r
LTI T T T T T 0 gese z
i oo []15203 | ose [(RREREELT] s
(OEZB/A) ot ) EMAC) TRAKK:
(U T I el El i el K M A WA ) E},,.;; S
B& [ |
W snsicAnl2~ -V If you wish to transfer the money to an account
Entm R RO ALZEA e, other than the one belonging to the insured
EALEESE 3, HERDBNPRERIET. ), I I' I I I I I I I I I I I EVELE] . L. oy . .
e 0 TR SR individual, please fill in a name and address in
HERBRHIBLO - . P
Imﬂﬂ’,ﬁaaﬂnﬂ | the receiving individual column.
BAES GRERM \ 7
[eJe[Ts]e[5] oo
-
SEREERES Jo— . . "
- 1/2 1=}
- @ WRDALE BERER & 5 BEE SReEE uansn) = 0
: eonecs EPRENT )
This section is not required if you have s
filled out the symbols and numbers i === [1] »nene = e
from your health insurance card. L S p oer D;ﬁ‘nm
L B
E3 B 8

, . D ams LREBREIRG D3 [2]:3[0[3[0]e[o[1]
If the application is due to an injury, please (LU
submit a Notice of Cause of Injury (see page 8) —| s 1. me

(L)
as well. .

- ~ 2.77 = BERABEHETTRELES V.

r ~ & Pt BRULESENES
Please indicate the date you wore the OORARKE RFEHOOROO | OO OO
therapeutic orthotic (corset). P Fitett BRALLERSORS
Note: Not required for elastic stockings or glasses for pediatric

amblyopia.
L J > e e
@ (”*!mﬂm),p 2900 &£ A Bms 280 £ A BxT s 1

- N & [o]3]o]elo]3]  [o]3]o]e]o]3] a
Please indicate the date you received o O (e a0 we [ n me EEE
instructions to wear the orthotics (elastic A (TIT11] [TI11111 ™ o
stockings, glasses for pediatric amblyopia, etc.). * e
Note: If you are using a corset, you do not need to fill in the form. CLEBLE RN s

L ) 1ETERDEE EEEE

- @) ammERo2@ o 2[5/0[0[0| &

Please enter the amount shown on the receipt. F—
5. {ERLI Tt
If you need receipts for other procedures, please
make copies before submitting your application il
and submit the originals [e[e[1]7[6]8]
(Documents attached to the application form will not @ LERBRRGS
- BRIAE 2/2) wm

be returned).
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How to fill out the application forms for the health insurance system

£ Examples

The insurance

Application Form for Payment of number, name of the
insured individual,
Overseas Medical Expenses and symbols/numbers
can be found on your
health insurance card. = 4
- : — -w o " : )
Egbﬁgg §ﬁ$iﬁg M ( e i ) )
Please fill in the name and other information
BAFEBLURABRFCONTE. IBHNFRE IRFWME BAOFIE 1 2THBLT V. Of the insured person even |f a famlly member
o > BE(HE) . BOK— LRV SEEALEETRRCTRECCEACR L. [AR% 0] 1]2[3[4[5]6]7[8[9[7[1]¥] . ! .
_gh g A IRIRE RN C [, T RIR (BARE) DR CHITIRH TH > THIEA (BRBRE) DEBFETRALLZ . (dependent) IS the one Who was examlned'
% | praa@Ee 2l i i
2z | smens [QRRRREI][meen zmusrrez 5 |§;’f${’;§“‘i=m If thg |n§ureq person is deceased a.lnd the -
o ] - — = =mm Al application is to be made by. an heir, plefase.flll in
g’_, o | =80 [o[[7[ololol2ls] [T 11T 1T] ci ANNEER the name of the person making the application (as
m = BN 757 well as the address and bank account number).
x T 5 % N X ﬁﬁ _ Note: Enter the date of birth of the insured individual in the “Date of
i 2 FEAE 05 og\oo ) ® Birth” column.
BE - = > @= > O1- - ’
g 3 Egg'ggﬁc Rw O VEEQEJ] l‘ - .
N = e TEL 090 (XXXX ) XXXX ‘ AN=2rsvyavz101
3 °) - For Japan Post Bank accounts, please enter the
# .@ £ .@ [ 2 .
o) | =282 000 o Q OOQ #us us zoesa branch name for the transfer (three numerals in
i85 ) 7 . . P
2 £ — o w7 kaniji), type of deposit, and seven-digit account
1.8 3.5 e R )
3 H een 2.5 480 meas  [1[2[3]a[b[6[7] ewmecmrcen. number, instead of the typical account number
ES - RAZHTIBALEE L BA () HEEA() B FELTIRALIEZ L) 1ar
5 ic symbols and 13 digits).
¥ - BT e |G -
. I R [ L
L 2| G Dby o T Z O\ e e
2, DBERBTRALTLL XL g ; E] e —— | n.ln.m. -
% FRRCEIBARCRT SBRE TROREACRELET. 1ER & A =] & Baning it il T
2.9% £ = ) EBAC)
£ IR A omeR *%H—*—H—H—W AL ) e e
A 1
[ = - ) TEL ( ) -
. oy If you wish to transfer the money to an account
P v other than the one belonging to the insured
58 individual, please fill in a name and address in
the receiving individual column.
. BEARIR2R—-Y \ J
WRREDOVA S/ (—RHE
BRI R TR 1% <RELY 20216) (
RALLBE . E NS EE O SO R D ) BEROE T, - . . R R R
(TR R R PLITTTITITTTITT ]e — |_ This section is not required if you have
[ﬁm:::, I filled out the symbols and numbers
. R from your health insurance card.
[e[s[1[]]5] OO ;
@=mammmne
= : = .. "
~=T
BIMNREE znueES
W )
) =ew 1RIERE 2. RIR(RIxRE)
[0 srosaEtose &2 1 A b F E22E) ma? BE{ TIDO%: 268
( e . ) EPTE ERE AR oaee coax 10 1
Please indicate the beginning and end dates p—
of the period for which medical treatment was (3] RROAR uHA 1.5 [ J
received at your own expense. For the number 2 — BERERE TR,
of days, please enter the number of days 5] mezurERERSOnE BN Fitets BHULESSORE
medical treatment was received. me (C)Smlémc’““ i%‘ﬁ,fg;g;f OO0 00
h g EMERE e BRUEASORE
_ N FAY
Please enter the amount shown on the receipt
(itemized receipt) W ol
. (6) paamurmEN - - =3
L ) [ofa]o]1]o]1] [ol4[o[1]o[2] 24

- 1.6 Ed A Bn3 e & A BT
: — : oo e % A T

+ The right to receive medical expenses expires Fomm s

due to a statute of limitations that ends tyvo BRCELERAOR 100 (FZRVARIL) Bt e stmsmin

years from the day after payment of medical ® prons BHRO L BATRER T SN Lo

treatment was made overseas.

o ) . mzpsosmman GI% 4= 18 18~ 4% 18100
* If you are injured on the job or while KRBTV ST,
. . D/(Zf FOIE—(DES. | !iSEt@éZWﬁwkﬂ)\E7\9/7ﬂ)/\—/b

commuting, please consult with the Labor Erﬁ%‘é")i’y?fe S amaas

Standards Supervision Office, as it may be a B D I BTSSR (35 O O T B R L TR

work-related or commuting accident. DB ETRREAY)  ERG D@

(32eR)
D%ﬂ)1m|/

If you need receipts for other procedures, please
make copies before submitting your application il
and submit the originals [efe[r]2[n]e]
(Documents attached to the application form will not - P EERERRES 7D -

be returned).
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\
f Checklist

Within two years from the day after payment of medical treatment was made

® Application Timing (In the case of payment for a third party involving a health insurance card from a prior insurance plan, within
two years from the day after receiving medical treatment [day of consultation])

® Attached Documents Checklist

[ original copies of receipts (receipt statements) (original copies of receipts proving the

If you receive out of pocket expenses incurred for medical treatment)

o
medical treatment -gh
[ Medical examination report (certificate describing the details of medical treatment)

[] Advance 9 5
payment for : %
a third pa If you used an incorrect . . o L

party health insurance card [[] Original copies of receipts issued by the municipality or other place of return Q.
(e.g., National Health >|'E|

Insurance) while enrolled [[] Medical fee statements ordered from the municipality or other place of return ©

in Kyoukai Kenpo (If the envelope is sealed, please attach the entire envelope without opening it) =)

(7

[0

7}

O Original copies of the doctor’s opinion and equipment fitting certificate

[ Original copy of the receipt (with a breakdown of items)

>
©
2
S
Q
=5
o
=)
-
o
=
3
—
o
=
g
<
=
()
3
—+

|:| Equipment [ i there is no breakdown on the receipt, a copy of the document with the breakdown (such as a copy of the invoice)

U

n the case of orthopaedic shoes

[[] A photograph of the equipment (that can be used to confirm that it is the actual equipment to be worn)

] Order for the manufacture of eyeglasses, etc. (results of eye examination, certificate from a doctor stating the name of the injury or illness*)
*Name of injury/iliness: Amblyopia, strabismus, or refractive correction after congenital cataract surgery in children

[[] Examination report (if the results of the eye examination are not clearly indicated in the “Instructions for Eyeglasses,
etc.,” a copy of the results of the eye examination)

[] Eyeglasses
[] Original copies of receipts (with a breakdown)

] 1f there is no breakdown on the receipt, a copy of the document with the breakdown (such as a copy of the invoice)

[[] Original copy of the instructions for wearing elastic gowns, etc.

[] Elastic

garments, etc O Original receipts (with a breakdown)

[C11f there is no breakdown on the receipt, a copy of the document with the breakdown (such as a copy of the invoice)

[[] Original copy of the medical statement prepared by an overseas doctor

[] Original copy of the overseas receipt statement

|:| Overseas [[] Original copy of the receipt
medical
EXpepces [ Japanese translation (include the translator’s signature, address, and contact information)

] A copy of your passport (the page that shows the photo of the overseas traveller and the page that shows the country entry
and exit confirmation)

[C] A letter of consent to refer to the medical institution, etc. that provided the medical treatment overseas

D When the insured person is deceased, and their legal heir is applying.

[ Original copy of the family register (to confirm the relationship between the insured and the applicant)

Please note that original documents that you attached cannot be returned.

*Please keep copies of the documents in case you need them for other procedures, such as municipal procedures.
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How to fill out the application forms for the health insurance system

Application Form for Payment of High-Cost
,‘@, Medical Expenses

‘b . See page 44 of A Guidebook for Kyoukai Kenpo
[ 1

H If the amount of partial payment (co-payment) at a medical institution, etc. in the same month becomes
so high that it exceeds the co-payment limit, the excess amount will be refunded as a high-cost medical
treatment expense.

,_/./'I Examples

Kl Application Form for Payment of High-Cost Medical Expenses

' J 1
R—y s \
amwe BA5s MEAREE meens | oo (B) The symbol and number
HEHEREE T BRARINALLENNDET.
can be found on your
health insurance card.

RABESLURMEESIONTE "R MRS RARE BN SHRRE TRAHE RAOTIE ETRRS,
B BOR— LAY EEEALBETRRICTECIRALE W, ersx 0] | [2]3[4]5]6]7][8][a]7[(]Y]

>
ke
=
=
=
o
=]
n
o
=
3
—
[}
=
0
Q0
<
3
o
3
—

o
2
X
Q
:l}'
(@)
fo)
(7]
—
=
)
o
o
O
m
X
°
o)
>
7]
o)
)

& =5 &5 ®#BH & A &
o wmEtEn ——
A" RLlololols] [T TTTT1] | i [ehhlok:]
W (ZUHF) *avaig EA=a4
= Ba KK
em = [1]o]5[o]o[o]o] RE O ZFROO1T-1 ; 4
M « L] 777710 , )
PR Please fill in the name and
& om e #iE other information of the
% *22”5 OO0 o O000O e s s insured person, even if a
% — family member (dependent)
=) e Tik 2 ae oegs | ([2[3[a[5]6[7]  emecmrcn is the one who was
VHINF (EBOMIE T TREHTTRALL SV () EBe () B 1FEUTTRALES ) examined.
omes |12 [7|2 '{ b4 \=1 Dmﬂlz%; [1] |- L !f the insured person
is deceased and the

application is to be made

RIDBEFBTRALTILEE N, l . S
’ i by an heir, please fill in the

. P P— - ) S A E] .
% FHEHICE SN RIT R RE FROREACEELET, |:| o name of the person making
E wERE 220 j:l:l the application (as well
r ’ FEEL
A _ —— B RERERRIORTES as the address and bank
. CLILTTTTIOITITITTTITTTTT]| Some account number).
Note: Enter the date of birth of the insured
REA {ERT individual in the “Date of Birth”
(OEEZB/A) column.
quA) L )
J:2:1

Hﬁﬁlﬁ%éﬁ)\ﬁi](32'\°—~>“l:ﬁi§?g W This section is not required

WIRBRE O VA F >/ \—eH . .
HERENOREREHCTHOMAILTRAEEV, if you have filled out the
HRALEBEE FARREREUCESSROFINUELE0ET, = ey
(I RADTIE, A CRREN.) » | | | | | | | | | | | | | =HBEFD Symb0|S and numbers from
[ﬁaﬁamtw your health insurance card.
RERTEZENN \
#AES AR
[6[«] 1 Te[¢] 0] OO
2ERRIRRIGS 3
- BETAE -
—
For Japan Post Bank accounts, pleasg enter_the branch = pe— 23 b1 S e B
name for the transfer (three numerals in kaniji), type of g = <o ( T = =
a
B

deposit, and seven-digit account number, instead of the ] b | omws IIIIHIEI i,

typical account number (symbols and 13 digits). I = NEE P o J—
If you wish to transfer the money to an account other than T
the one belonging to the insured person, please fill in a

name and address in the receiving individual column.

If you know in advance that your medical expenses will be high, you can
apply for an eligibility certificate for ceiling-amount application.
If you apply for and receive an “eligibility certificate for ceiling-amount application” (see page

9) in advance and present it along with your health insurance card at the counter of the medical
institution, etc., your monthly self-payment at the counter of each medical institution will be
limited to the maximum self-payment amount for that month, saving you the trouble of applying
for high-cost medical expenses.
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,_/./'I Examples

- m - Please fiII. out the application for h.igh—
RERR mxsg Bl EDY seass cost medical treatment expenses in
SERERER T BRAUINRULIDORT. units of months (from the first to the last
perz TR ] day of the month). You cannot apply
P =7 across several months or fill in multiple
p Dema | = [o]3]o]4] BEA(2R) CECRREAYETT.) months. Each part of the application
e
- - form must be prepared per month.
=T 2. g?(itﬁs&lé) §n§(ﬁ}f!§‘) 2. g?(i&s&lé) ~ -
B %A It Fe - N
v e [ vee e oom ([ iw 2% oom [ oo eem 2o Please separate the information into
££A8 . . . . .
D [(TTTTTINTTT | [ | |4|q|o|5|o|6| LnedlcalI institution, medical, dental,
ospitalization, outpatient treatment,
— ALRAAE | OORR || OORAAR L4 To% P

ERHN-RHO aaiank o | Famoor o8 || Remook o0 and pharmacy for each patient. If the

>
ke
=
=
=
[}
S
n
o
=
=
—
o
=
0
(Y]
<
3
o
3
—

o
2
L
Q
:IT
(@)
fo)
(7]
—
=
o
o
o
o
m
X
°
o)
>
7]
o)
)

.ﬁm e :ﬁ;ilé'i“”ﬁﬂ‘ 1. FEREHBRED) 1. FR(REARED) 1. BR(REABEE) patlent Isa famlly me.mber (dependent)’
gl 2 cmscan 2 TAES 2 rAEE 2rAe® e you need to fill in their name and date
] =3 5 .
- - zi’:lo 3[of4]||[2 zt:slo|3|o|4| : | of birth. )
£ < ]
: (1Te] - (2] -~- , ~
{5}
T .. .
AL, 2 -z 7 ah-zon 2 a-zon (%) !fNyou areflrgured’ prTa_se s‘,melt the :
STRD>S, S ‘Notice of Cause of Injury” (see page
[l aanoes [ E[olld] | [T 718000l || LTI [ : jury” (see page §)
) S Banannnl [Rennnnn! RREEEEE as well. If a third party has caused
# .. . .
B :"";ﬁ;h — o i i L— the injury, a “Notice of Injury or lliness
DA =N D ENCY 1. L 130 - ) )
% (8 memicnssn 2 nnz 2,00z 2 nnz (Accident) Caused by a Third Party
5 Act” form (see page 7) must also be
2l ruoma — . . .
. . . submitted. For more information
B .. |0 .. | For mars infarmation,
3 please contact a Kyoukai Kenpo
© D Snamamsmn enon | 2] = B []:a 2 -
q =% 2 branch in your prefecture.
5 L )
E]"%ﬂﬁuﬁmEHI:,EE!!!RL?%?%E?FB?) BUEHDHE. EﬂBﬁ‘Eﬁm%:ﬂE&:jEAO‘:‘éu, . n 3
g s N
@ema [{[2]:5% [0 2[o[s B2z [ol2]1T1] B[2]: [o]2]1]2]] ¥ o o . ot .
BRBERANDREHERHFRRE TV T/ —ZRASNBRVEA P RRBREEA TRR29%T ZOMICTHRETH S er pu Ic S.ys ems reter to SyS ems
e ek e et i e . B R TG run by the national or local governments.
HOEFEICE VT, s@m&uat\nzmmzm(#)gimaﬁs{»nuzmsmu«sgﬂ; B THIAPHEA WL BDERBDEE Ao - J/
oz ey e I 1o I ) e . r \
ff; TESHERARS SRR 5 Please make sure to indicate if you are
E[" ATz]e5] receiving any subsidies for medical
expenses from your prefecture or
- QI{EEE'?%” 272 - municipality. If yes, please indicate the

program’s name and whether or not the
expenses are co-payment. A copy of the

= Of the amount paid at medical institutions, etc., please
enter the amqunt for insured treatment (e?(cludmg the receipt is required for the “partial co-
amount of uninsured expenses such as differences in » -

i o payment” option.
costs for beds and meals during hospitalization). L )
If the insured amount is unclear, please enter the amount
you paid at the counter of the medical institution at the
bottom of the form.

= ’ ¥~ Checklist

® Application Timing  Within two years from the first day of the month following the month of treatment

® Attached Documents Checklist

Original copy of the insured person’s tax exemption certificate (see example below; not required if certification has
been received from the municipality in the certification section of the application form) or Application for Confirmation of
[] Low-income Taxation Information, etc. Using My Number + personal identification documents.

earner The fiscal year for which the tax exemption certificate is required for screening changes every August.
Example 1: If the month of medical treatment is from August 2021 to July 2022: Tax exemption certificate for the fiscal year 2021
Example 2: If the month of medical treatment is from August 2022 to July 2023: Tax exemption certificate for fiscal year 2022

[_] When the insured person is deceased, and their legal heir is applying.

[ Original copy of the family register (to confirm the relationship between the insured and the applicant)

] If you are receiving subsidies for medical expenses from other public systems

] Copy of receipt
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How to fill out the application forms for the health insurance system

,_/./'I Examples

Application Form for High-Cost Nursing Combined Medical Expenses
and the Application Form for Issuance of a Co-Payment Certificate

Aoplving for Pavment Apply to the care insurer (city, ward, town, or village) for a co-payment certificate expenses for nursing
pplying Y care insurance, and then apply to the medical insurer with which the applicant (insured person) is enrolled

as of July 31 (reference date), attaching the issued certificate for the amount of co-payment expenses.

o> If you are making an application for payment Please write the Calculation period: =August 1,
5:"' g of the total amount of high-cost nursing care year to which of applicable year to July 31 of
@5 expenses (if you are a member of Kyoukai the start date of the following year.
0 Q Kenpo at the end of the calculation period and the Applicable
g) g' will apply for the payment), please check (1). Calculation
o T If you wish to apply for a co-payment certificate Period column ( . ] )
o I heck (2 bel Please fill in the medical
Z 9 expenses, please check (2). elongs. ! )
® 3 S Y == > insurance and nursing care
% z I — insurance history during the
Q= EENRANRERL R ML CALRIERN N Applicable Calculation Period.
m 3 (FREOHN) £ LOLBFRI, WEE TR L, wmaeim [ seenamass | ] - o
P — Z §
-8 § BRES il ®"lﬁan!ﬁ’lm§ﬁ%$a;if° I WA R 1 & | sReuaimen 1#88 18#5 2 # 7TA31EET e ®a Please enter the medical
(0 S5 2 T . . .
3 S o 7 ; 7 - s, mﬁﬁgﬁ H examination history (year
3 e [T TCE000G o e oot e & H and month of medical
o 1 @re f’l"*l lor 26w I I IOTI 5 is 75 deee —| examination) of the applicant
ERREED | 700023 | - | | 2T 27 E[emmmoxncsvonrssmmenaosn, | . i
= and their dependents durin
e = L e —— reen nng
® = I I 5 i L7 0psiase the period of membership
=458 R £ 1 A 188% 3 5 ml2] cownmBR | Sa | maimse| o0ocoooooooooo . .
S R | with Kyoukai Kenpo. ‘
T ;;; 2\4 ,;\u;;s # [ counmmus | E CRanae e C ( . )
wxpe | @ %0 £ 78 3\E w | @x E o cowrume R If you will not attach the
s 2= 1 18 2% 7 318 sc 51 T 5 ase co-payment certificate
. R :;m:g:<ﬁm§w:m1;§aeﬁm:ﬁnﬁ. and taxation (exemption)
£ rronzaion. anzsin HE AADEGED ° certificate because the
KA f2%4A .58 - . . . .
’ p . o EEMfmAoRR information is linked to My
B el e et Number, please enter the
e @es| P I TR I P g S0t | wavnt soo insured person’s My Number
)8 eemnnn|  DER[afa]x[<[x[a]alP uw cmn|a]a]x[x]x]a]a]omeme| wa A (if you have entered this,
HARBSBLORMATED | ° | #HEAE SN # B 2H1%AR you will need to attach
o documents).
Base amount for calculating the total
amount for nursing care @ People between the ages of 70 and 75
: Standard
@ Under 70 years old Income category of insured persons | p———
Income category of insured Standard For 830,000 yen or more, 30% of the cost burden will be borne with the 2.12 million yen
persons amount % Elderly Insurance Certificate (equivalent to active work force IlI) ) Y
38 - -
- Sa For 530,000-790,000 yen, 30% of the cost burden will be borne with the -
R % 830,000'yen ormors, | 2.12 million yen S g Elderly Insurance Certificate (equivalent to active work force ll) 1.41 million yen
o5 ] - -
2a _ o g 3 For 280,000-500,000 yen, 30% of the cost burden will be borne with the
B § g 530,000-790,000 yen | 1.41 million yen g' % Elderly Insurancé Certificate (equivalent to active work force I) 670,000 yen
2 =
(] %’. § 280,000-500,000 yen 670,000 yen < For 260,000 yen or less (general income earner) 560,000 yen
S = m
D < | Less than 260,000 yen 600,000 yen S § Low-income earners Il 310,000 yen
[}
o2
Low income earners (exempt 23 .
E from municipal tax) 340,000 yen g8 Low income earners | 190,000 yen

(J
f Checklist

® Application Timing ® Attached Documents Checklist

Apply within two years
from the day after the
reference date (usually
August 1) (However, if
the person in question is [[] Tax exemption certificate, etc. (if applicable)

[] Co-Payment Certificate
Co-payment certificate issued by the nursing care insurer (city, ward, town or village) and insurers other than Kyoukai
Kenpo (if applicable)

deceased, the application Applies if the applicant (insured person) is exempt from municipal residence tax for the fiscal year for which the
deadline is within two application is made.

years from the day after For example, for applications made between August 2021 and July 2022, a tax exemption certificate for fiscal year
the date of death) 2021 must be attached.

(If My Number has been filled in)
| Template for attaching personal identification documents
Application for Confirmation of Taxation Information, etc. Using My Number + personal identification documents
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,_/./'I Examples

Application Form for Annual High-Cost Medical Expenses and
Application Form for Issuance of a Co-Payment Certificate

. Apply to the medical insurer with which the applicant (insured person) is enrolled as of July 31
Applying for Payment (reference date)

If you only want to apply for the payment Please write the year o >
of high-cost medical treatment expenses to which the start ;E %
for the year, please check M. date of the Applicable Calculation period: ® August 1, S &
If you wish to apply for a co-payment Calculation Period of applicable year to July 31 of = =)
certificate, please check @[l. column belongs. the following year. 8 g
L 2 2
=5
23
oo
EMOERRERTOPAERE CRIBAMAEX RS 0 =
(BHENSA) BRALOEESHAIR, BREEIRIE, m 0
; Please fil 5 <
FHRS | B QaNoRERARROZR [ BENREE [ *» G 2% | [/ ] ease Tl 2 3
St | O cBEREREREO%H | smenzstmmm  [2% 88 18 ~ 3% 74 31a] e in your > ®
- 05 EERE K] ¥ o BREE oA AR _ AHOBCABMINEERES medlcal g ,:-,.-
i A A K . o[ Comrnwms | ZE SR EET apuw  ® : )
#
= [ emaem |T 000 0000 _ . : 2 A T8 55 Insurance
3 OOWTOOWOO1-1 _Aa=2yyariol x 3% TR STEif .
| zerm [ @ ®m-en  ci® 108 228 | 151 | ] Al M= history
8 T [ 201700028 — [es ococooo000 ik during the
BT o041 w7 uw = EHEE - m;ﬁm — EROBCARAIREEIEE | applicable
0 30 4 LR ] :
o | womeza WA =R % o mii;ﬂf e A s s 4L calculation
% 2| " o0xm 3% 78 318 T .
A
I% +#R8 @D Fr-em  OO% 58 158 | 5 | P 2ls M L period. )
% SUBT RBEZ FOATAR EROBE REE
1 g | £ A B 55|
G WERERS E - : ; :::
A L3 A a i‘g
s2A8 @k - T - 40 = A A | 51 | HE M=
ERWE SR RIBITIRAERBAICBHELES .
%0 % A a
" : Ui+
* & L READES @
A REFLREAZONF
ol == o
BERE DT T B - REAOER T - & « )
| 1 |2 |3 |4 5|6 | 7 | 8 WP |2| 3TF S el
Py EEh . OEES UHF xavht ywy
[ e]e] .; 00 t: O =2 s:mm
H BRI AExE| g | 2 4E 4:EE|Q ‘q x x g ala nEEEA %A K
HERBSHLORERTED | | ® | @WERE R £ A A i
(02.10)
If you will not attach the co-payment ]
certificate and taxation (exemption)
certificate because the information is linked

to My Number, please enter the insured
person’s My Number (if you have entered
this, you will need to attach documents).

Account information must
be filled in regardless of the
application category.

4
f Checklist

® Application Timing ® Attached Documents Checklist
Apply within two years

from the day after the O Co-payment cenlflcate (if apphcable)l . ‘ . . ‘

Applies where there is a change in the medical insurance coverage during the applicable calculation period (August to
reference date (usually )

. July of the previous year)

August 1) (However., if . A co-payment certificate issued by an insurer (national health insurance or union) other than the prefectural branch of
the person in question is the Kyoukai Kenpo to which the application is submitted
deceased, the application
deadline is within two
years from the day after
the date of death)

[] Tax exemption certificate, etc. (if applicable)
Applies if the applicant (insured person) is exempt from municipal residence tax for the fiscal year for which the
application is made.
For example, for applications made between August 2021 and July 2022, a tax exemption certificate for fiscal year
2021 must be attached.

(If My Number has been filled in)
] Template for attaching personal identification documents
Application for Confirmation of Taxation Information, etc. using My Number + personal identification documents
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How to fill out the application forms for the health insurance system

Application Form for Payment of Injury and
Sickness Allowance
' See page 49 of A Guidebook for Kyoukai Kenpo

o Paid when the insured person is unable to work for four or more days (includes three consecutive days of
absence) due to illness or injury and cannot receive a salary during that period.

.,L/'I Examples

Please submit pages 1 through 4 of the application form together. However, if your coverage has been disqualified due to
resignation, etc., and the application period (page 2) does not include even one day of employment, page 3 is not required.

Page 1: To be filled in by the insured

5 >
23
o - N
<S = .
o S person (applicant) The symbol and number can
g_ g‘- - .- - be found on your health insurance
n > EERR EHFHS seeEEs B @ card. If your coverage has
g oIty been disqualified due to
§ -01 BRASESLURHEAFICONTE. MRERR BHFUS TRPRE RAOF|E, 2 TRELE V. . q
o 3 PEEE ROK LAy FEBRAL R TRRCTRCC A, [B2[0]1 2] 3[4 [Bl6[7 B[ 7T resignation, etc., please enter
3 £ = s A8+ 5 = the symbol and number from
REFREED o . . .
> % % @ | [2[1]7]o[o]o]2]3] [1 % [e[1]1o[2]2 before the disqualification.
6 ) E R Note: The numbers in parentheses () at the top of the Notice of Payment are the
E ‘§ & m A i( ﬁ]S L4 required symbol/number
N L )
3y ex = [1]o[5[o]o[o[0] RE OF Ei 1-1 . - N
o = @888 = [O]alo [ << X< << [X] Yovas . . o
=} R If the insured person is deceased and the application is to
§ a5 0000 G en o 0000 S be made by an heir, please fill in the name of the person
£ - making the application (as well as the address and bank
= memwn [1] )RR oess  [1[2]3][a]B]6]7] | sewemmaces
= i T |ﬂ = v, _ account number).
e BB EAREEE T ugﬁg; 1~ Note: Enter the date of birth of the insured individual in the “Date of Birth” column.
o Ry
. L )
T2, DBERDTRALTIEE L, ‘ - N
2 AWMCBI RIS SR RE FRORBALSELRT, E3 Ll 8
| we Oz I For Japan Post Bank accounts, please enter the branch
s = —_— name for the transfer (three numerals in kaniji), type of
" — . . e .
CCOTT T I T ]| ™58 deposit, and seven-digit account number, instead of the
i . P
i typical account number (symbols and 13 digits).
i ] anmn wit: BT - 2\ el
aEmo o an RRRERAR 325—JICRERT, - _ e ! oo
F;m;;;gmww»[ [TITTIII I = o memn  [1] 22 000 | omgs  [1[2]3[4[5]6]7] | smecmncennn
e ' = FEEECRRR | O
[e[o1[*]e]o] NN :
@ =EsaEEE If you wish to transfer the money to an account other than
= 174 . . . .. T
- EonE - the one belonging to the insured individual, please fill in a
name and address in the receiving individual column.
Page 2: To be filled in by the insured - ’
person (applicant) || This section is not required if you have filled out the
- 2 | - symbols and numbers from your health insurance card.
RERR SRTHE ZeeEs — h g
£
( RN )
5 - N
H v B B A o ;
2 Bl - 0 | )= IEEII Please make sure to fill in the Name of Injury/lliness and
b2 ik @ . . . .
peseniy) © ! | e O[T TTLT] Date of First Medical Examination columns.
Kl | HEANREREN Note: Please refer to your doctor’s certificate when filling out the form.
BUOBBAR (M) TIN5 (RE)TID, s [‘Mﬁmm 'J - N
2. 7] —> BMEARE TR S, =' ; : R . R B
EIEI Q— If the application is due to an injury, please submit a Notice
(9 mRcERITR .:: E'; = : of Cause of Injury (see page 8) as well.
.ﬁuﬂtm&!mw!(lmﬂ ) D
(EMZOBROBSTERNOHEONE) r ~
W [ Applications for future dates are not allowed. For the
e R - = : first application, please fill in the Waiting Period (3 days)
mo St e . e SO HIINESES section, too
BMETEAKZV. == [o[3[o[B[1]5] == 3 . )
SR ATINR TS B e L] R i - 3
Eosmn s an For the number of days, please include public holidays and
o AL RRFRRISERAE sy == : weekends (this is a section where mistakes are commonly

W EABEG,
apzs

seen, such as not entering the number of days or entering

RERRONEEBALEABIRAER L

5
H
v
@%likﬂ!l&lat3§AMEQ&! L TR oss -)§ one day more or Iess). )
TEERE R LB RS, BEES 2 g
o i g &
(St 2 s LLLLLIT] e This section is often mistakenly omitted. Please be careful.
mamummsmgm\ﬂ 1.0 3. 00% [ &
B . (R BECBY e BOET ) . 2. sesken | ons L4 H
'@ﬁé‘g’f\‘z,?gtz,”’*““ sussea | |8 Please provide specific details about your work (e.g., “accounting

clerk,” “automotive assembly,” “programmer,” etc.).
Note: If you are applying after resigning, please provide the details of the job you had
274 when you were employed.

[6]o]1]2]6]9] [BRERARIBIR—JICHEET, )
@ SERBRRIGR
BEOAE
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,_/./'I Examples

Page 3: To be filled in by your employer

- B =1 Enter the insured
ERRIRPR %ﬁ?gﬁ ZiGHEE __Pperson's name. )
HBICRTTENTERD SR B EZCESHEPHOBFRRS SUESTIRREETRALLE N, Please indicate the s >
| mmpERs 1 A K R person’s employment = %
;mﬂx;’n [HBIEOTT. (ERHBEAIT. [ARKRAIT. [RBIE 1 TEN ENERL TS, e PR status for the pay ﬁ =
[y ¥m 20 = B . period (period from 20
] olafola] kv s maazsxnmasaxna | la]g 1] the day after the prior o=
. PR end date for wage s T
2 ofsfofB] i & & 5 25 25 a Rk uns % x| [8] DE'E' calculations to this % g
3 - i o 3
O] v esasbsasinsty s 10911 Rt @ =
° —T— >
EROMAICHUT. o 0, UAr  Owume & H T5]® employee was not =
ERERBLELE O | B50EE OBe  Osak | HeHE — able to work, marking s 'S
(LE)HM? OB#A%E O zoft *%iH m;;g 5 =] () for attended, A g (%
IRONME SRS BNNORSTRRRECRALE L, o for absence/\iVith pay, 3 g'-
the symbol 22 for o,
| |4|E’|]|6|EN| | |ﬁ| | |E'N| | |E'| | |E'N public holidays, and /
] e LI5]s{t]]es|[ [ o[ [ |es [[] [s[ [ |a» | for absences. J
E2 *HH *RE _ .
=sw || [3[o[ofo[olo] | [ [1s[s[oloo] ([ [ [T T [[]/LLTTITT] For salary type,
Jpmoss | [2folofolof | LLL [T [T LTI ITITL] | | P'eases_e'tec“lhe
2l - appropriate salary
£ & & == [ [ [2]olofolo] | [ [ [2[o[clofo] [[ [ [T T [[I|ULTTITT] type using a .
3 (1 HEEEEE I EEEEEER I NEEEEEENIINEREEE ~ J
% a1 IEEEEE I EEEEEER I NEEEEEENIINEEEEE (o ot )
ease enter the
2] F
A OO O | OO | (O e e
wwes | [T T 1T 1] [TTTTTT] [T 00 I 1111 | | calculation and the
+ | [I[aIaolololo] | (TrI5[5000000] | (T T T T T 11| (T T[] date that wages were
ASHEAE(RBEREBSES) [COVNTTRALE N, paid.
#A#E  R¥fERSY) 300,000A+208%11H=165,000A . /
BHFL  RPpEBRL L 12/25 69ARMAR (1/16~6/15) XL T120,000M H# 1
XEEFS[ R#pBRLL
|t“f 0O 0O
HROEBOIBER T EALE T, = JF @
W AT KB KA A 245 [o]3]ofB[2] 1]
wEpEn OO K A4 —
i e [ XA
HHES
nnna [ERBLNEZARIRIN-JCHREET, D))
ZERRRRBE
- BE A E 374 - - N
If you are paying
commuting
allowances or other
s benefits for multiple
Please enter the unit amount (for monthly payments, please months and this falls
enter the unit amount per month; for hourly/daily payments, within the application
please enter the unit amount per hour/day). period, please enter
S the period and
amount to be paid,
( ) such as “120,000 yen
Please indicate the status of wage payments paid for six months
for the pay period, including the period when of commuting on
the employee was not able to work. In addition, 12/25 (1/16 to 6/15)”.
please provide information on how wages are ~ 7
calculated and how absenteeism is deducted ( )
so that we can understand the status of the Please specifically
employee’s wage payments. state how you
J calculate deductions
for absences, etc.
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How to fill out the application forms for the health insurance system

,_/./'I Examples

B Page 4: To be filled in by the attending physician (doctor, etc.)

- O

eEER ERFIE xeens
3 PP —— — Please enter the
b=} : = E R patient’s name.
e 1T | R I —— — — \
= o 8 F B A e P24 e 9] 1110 3 PA P
3 )=
) e @ mmowtt o [ 132 1 ( T )
2 If they have more than one injury or
j_;' @ o [ TN iliness, please enter their primary
3 faia 12 mm o] 9% meglcal condltlon§ in o.rder of
< rrem _ seriousness, starting with (1).
BEORE E fé %5 §§ T =

E3 B E]
HBTEE +%% [o]3]o]a]2]2] s
" [2]:% [o]3[o]B[1]2] == e r )

For each injury or illness listed on the

i e O 08 )
S5 AR |:| b2t Dfl:lfl]fl ”e D:D HERROM Dem <o left, please indicate the date of first
AR il DL medical examination.

90UBMO||Y SSaUYDIS pue Aunfuj
JO JuswiAed 1o} wio4 uonedlddy

g i1 23 4 5 6 8 00112 %15
% 17 18 19 2 2 23 R 2% 3 3N

| BRERUA p .
=EE% RLTWER 203 4 6 7 8 9 10 1 %15 .

aom [ [5]|%ctans E @w LI @ a2 B u s @ ERERE Please enter the period and the number
=0)) B | <EEW,

5 6 7 8 9 10 1 12 B W
0 2 2 B W 5 % 27 2

of days (prior to the date of medical
certification) that they were unable to
work due to medical treatment, not the

15
0 3

[(T]»

LROBMRICE IR ELDERS S URA) TARNE REBR ERIES.S (L F 1 8

1203
6 17 18 19

23

SHBERIML.G/220 B BNV FTHAELBE o
EJ;”E’Y‘Ei’(”JEi%ZL BRI NEYA KR

wnena [ [ [ [[[[]

period of treatment.

anern [ L[ [ 11 [[] :

BHDH THEROMIEIC O VW THBTEEROONEPNBHR

HAREY R W L1

i
BIABESBETLETRBSRETBEKRE)
o

EVBRBChH-1t0, (

O ATELFS A LRSS

ATERORMEEFATREEREELEE
@

Al
EE AT
ERBELREEE

Al
2.F8
3.8%0

A=
0

OAI&E O DEX—2X—hH—
OATER O Zoft(

LROLBVIBEBOEE A
EmmpomEy R FAR RN KAAT-1
Emposhn OOR AR
EHOES R AR

BEES
HNATIRRL

Please describe their symptoms and
progress in detail and the medical
findings that made them unable to work.

B A (]
+35 (o] 3[o]5[2[ 2]

(O3 [ xxx]x]x[x[x]x]x]

BAES
[¢]of1]4]e]7]

BRIAE

LERRRRGS

4/4

\d
f Checklist

® Application Timing

Within two years from the day after each day of being unable to work

@ Attached Documents Checklist

[C] When there is a change in workplace within
12 months before the date of commencement
of payment

Documents showing the name and location of
each previous workplace and the period each
workplace was used

Can be found on Kyoukai Kenpo website

[] Persons receiving disability pension

Disability pension benefit certificate and notice of
pension revision (copies of both are acceptable)

[ 1f you are receiving an old-age retirement
pension after losing insurance

Old-age retirement pension benefit certificate
and notice of pension revision (copies of both are
acceptable)

If the pension amount changes, a notice of
pension revision is required to be submitted
each time

[] Those who receive temporary absence from
work compensation from industrial accident
compensation insurance

Copy of notice of temporary absence from work
compensation

[ In the case of injuries

Notice of cause of injury (see page 8)

Can be found on Kyoukai Kenpo website

] In the case of injury or illness caused by a
third party act

Notice of injury or illness (accident) caused by a
third party, act. (see page 7)

Can be found on Kyoukai Kenpo website

D If the certificate, etc. is written in a foreign
language

Translation (include translator’s signature,
address, and contact information)

[] When the insured person is deceased, and their
legal heir is applying

Original copy of the family register (document
to confirm the relationship between the insured
person and the applicant)




Application Form for Payment of
the Childbirth Allowance

See page 51 of A Guidebook for Kyoukai Kenpo

g Paid when the insured person takes time off work for childbirth and cannot receive a salary during that period.

,_/./'I Examples

Please make sure to fill in the application
period. Applications for future dates are not
allowed. Please submit your application after
the end date for wage calculation (including the
application period) has passed.

For certification after birth, please have your

Please submit pages 1 through 3 of the application form together. The symbol and number
can be found on your
- | 1 - health insurance card.
R HEFHE senns @ If your coverage has Riawers B0 2601 10
been disqualified due to bt =
BABEBLURABESCOVTE. MRERR HEFUS TRHHE BAOTFII T 2TERLS L. . . m%
R MO — L~ GEBAL B TRACTRICCRAES N, [Ans]0] 1[2]3[4[5][6]7[8[A7[]7] resignation, etc., please enter
n = = TR = o the symbol and number from
B f ) before the disqualification.
(| = |[2[00zlololof2f) [T T T T T 1) [ :% [slelcls[ofq] L 9
# UAr) X av A4 Nt e
= Wa it F If the insured person is deceased and the
em = [1]a]2]o]o[5]2] RF @ BROO-T ° application is to be made by' an heir, plefiselflll in
BEEs AN=vav101 the name of the person making the application (as
oy . [O3]x [x X [xx]X[x]x[x]]
- well as the address and bank account number).
] z . i i
o onan 0000 E)an o 0000 AHCD !\lote. Enter the c!ate of birth of the insured person
L] Bl i in the “Date of Birth” column.
=) memn LEe 2 oegs  [1]2]3[4]B[6]7] | ememacenn. "
YHINF (HEEDMIZ N RABH TTRALLELV M () HBA() 21 FELTTRALLEE W) For Ja an Post Bank accounts Iease enter the
omen [l R T P P ;
1 EEEREEEEEE LSS . BRI branch name for the transfer (three numerals in
P———— l kaniji), tyr_)e of deposit, anq seven-digit account
= — = 5 number, instead of the typical account number
£ T O (I (symbols and 13 digits).
% G TRRREEH OEFREEL -
[ T TELO\A V<) = - P — o
® R (R TS\t e ees
LTI T T T T T J=gss 7 ok )
wmn Hl newn []05200 | oses [BERERL]  sweoce
(OEERA) R ) M 2
el oezm 2224 A oEzm 1.
i1 DR XN
1
e I [RRRE- B EAEAR 525 -JIREET , If you wish to transfer the money to an account
meomnenon b [T [TTTTTTT1] ECEEE other than the one belonging to the insured
HERBSHL i ivi il i i
|Mﬁﬁgwg" |nd|V|duz.iI,. ple'astle flll in a name and address in
e TEE the receiving individual column.
[e[+[+]r]e[5] o
- @ FERERRES /3 - - \ 2 | -
e HEFLE sepge
This section is not required if you have (emmeee 1 2 it F )
filled out the symbols and numbers T T
from your health insurance card. |~ snestimacsiess. i —
@J:!E i ¥, TRALLEE W HETES 2% ma
n 1l FEBZTRALLE W, )
. was Cls[ole[2[:
3 =]
Pleasg indicate whether you all'e . @ o R lo[s[o] 7[ 1] 1] »
applying before or after the child’s birth. FEHNREHEE -

HRA HLLt. D 1.6
FESHBIONET D 2. 00z
£ A a
2
GLETRLERBE, N -
BT (55) BEETRALES N |:| 2o ac

doctor or midwife fill in all the columns without
omission. Information about whether the birth
was a single or multiple birth, live birth, or
stillbirth (include number of weeks if stillborn)
must also be entered without omission.

| wmERz i A B F

B 5 I

.'ﬂEfEEEEI ;.zg [o[3[o]s[2]1] HEEAR ;.g% [o[3]o]8]2]3]

P werom e[ ]w BT STEOR) i [ [ |®
LROEEVEREV AT S, £ A 8

REHXEROO2-3-5 [2]:5# [o]a]o]al2]4]

ememozn (O OB AR
mnosmoms [E 1R K 6 wninc [0]3]A]A] Al Al A A]AA]A]

IBRERARI B3N —TCREET, D))

L

—
=
D
Q
=
o
g
=
=
=
o
=
o
=
Q
D
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How to fill out the application forms for the health insurance system

.,/./'I Examples

Please indicate the status of wage payments for the pay period, including the period when the employee was
not able to work. In addition, please provide information on how wages are calculated and how absenteeism is
deducted so that we can understand the status of the employee’s wage payments.

“— - [ Enter the insured person’s
|
name.
o > fERRIR R HﬂEﬁﬁﬁ ZIEHESE l
= g BIJESB SN E D AR BRRODBRARSLVRSRIARSE CIRALLE . ( Please indicate the )
o F wERERE 15 A b T ,
Q8 HBRR  (EBROIC. (ARARIEAIC. [AREATC. (RBE, TCNTNERL <RS0, ) =@ person’s employment
2o e status for the wage
% ?n E Of3[o]7] % % % % % & % B a s wa;mnma® 6lq[_[O]# calculation period (period
5 0 [ from the day after the
33 JoE[ols] « 7 saafes s ki, v/ [To]4[I0) prior end date for wage
23 CICEICA] & 24624 aassisits, [0+ calculations to this end
= - . .
N date), including the period
§ ,},’ 2] [o[3[iJo] & & s s s n AR R i an ¥ n o]0 When’theempﬂ,yeewasnot
<
8 3 HEEEEIE R s R CEEEE able to work, marking O for
=1 pe - B =1 attended, A for absence
HEofmicHLT. mp= O BsRta H 4\
BRETRUELE gﬁtL BE5OWE WAL Osaw | H2EHE W|th.pay, t.he symbol 1s for
(bgg)n? * DB%A% O%oft =18 ;-gg [1]o] = public holidays, and / for
IRoBMES CASHEBROAS S RIRRECRALE . L absences. )
lo[7]# [o]1]s~|[o]g]s[o] ]~ [ [ Jo[ ] Je~ T )
— For salal e, please
A - - |O|7|H|3|1|Eﬁ|1|O|H|3|I|Eﬁ| [ o[ [ e selectthrga!g:)ro?)riate
bl e e salary type using a .
e || [ [ [ifofolo] | [I Talslofofo] |[[T T T T [ [of|{[TTTTTT] : >
glawss | [Tillelolele] | (T 1| (| 1 o ene ontor the end date
= T | OO ) (O | [T for wage calculation and
= [T TP LTI the date that wages were
= [T T TP LT T paid.
: = [T TP LTI ) ’
mows ([ [T T TTNLLTTTT I TTTITT] - .
a | [ []2[1]ofofo] | [T Ta[e[ofofo] | [T T T T [ [o]H-44+H L_| “0yen” mustbe entered if
ERHA R RIDERHEAEE) 2N CTRALEE N, ° no wages were paid.
EARBHAASE @1,000Mx8H M x6H=48,000M 1 ~ s
AHFERYBLREL ARBREAI0BIIBATH~10A31HAYLTI20,000A%H o |B’: z OO OO
ROLSOEER VL EIBLET. . # A =§ ( If you are paying )
gammEe OOF OO AAT-2 2.4 EE commuting allowances or
gt O OBX A o . .
gurme R -l (] ][] [ B B B E E R EE other benefits for multiple
— months and this falls within
the application period,
El: E please enter the period and
AR>S ERI2 IR LS 373 amount to be paid, such as
Please enter the unit amount (for monthly = “120,000 yen paid for six
payments, please enter the unit amount per Please specifically state how months of commuting on
month; for hourly/daily payments, please you calculate deductions for 5/10 (5/1 to 10/31)”.
enter the unit amount per hour/day). absences, etc. h g
*
5. Checklist
® Application Timing ® Attached Documents Checklist
Within two years from
the day aft(-‘-}:’ each day of [1 When there is a change in workplace within 12 months before the date of commencement of payment

= Documents showing the name and location of each previous workplace and the period each workplace was used.

absence from work due Note: Can be found on Kyoukai Kenpo'’s website

to childbirth

[ If the certificate, etc. is written in a foreign language
= Translation (include translator’s signature, address, and contact information)

[ When the insured person is deceased, and their legal heir is applying.
= Original copy of the family register (to confirm the relationship between the insured and the applicant)
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Chart of Periods Before and After Childbirth

Example: If the child is born on January 1, the start date before birth is 11/21, and the end date after birth is 2/26.

42 days before birth (98 days in the case of multiple births), 56 days after birth; parenthesis () indicates a leap year

Day January delivery February delivery March delivery April delivery May delivery
f

? Start Date End Date Start Date End Date Start Date End Date Start Date End Date Start Date End Date Start Date End Date
Birth Before Birth After Birth Before Birth After Birth Before Birth After Birth Before Birth After Birth Before Birth | After Birth | Before Birth | After Birth
1 11/21 2/26 12/22 3/29(3/28) 1/19(1/20) 4/26 2/19(2/20) 5/27 3/21 6/26 4/21 7/27
2 11/22 2/27 12/23 3/30(3/29) 1/20(1/21) 4/27 2/20(2/21) 5/28 3/22 6/27 4/22 7/28
3 11/23 2/28 12/24 3/31(3/30) 1/21(1/22) 4/28 2/21(2/22) 5/29 3/23 6/28 4/23 7/29
4 11/24 3/1(2/29) 12/25 4/1(3/31) 1/22(1/23) 4/29 2/22(2/23) 5/30 3/24 6/29 4/24 7/30
5 11/25 3/2(3/1) 12/26 4/2(4/1) 1/23(1/24) 4/30 2/23(2/24) 5/31 3/25 6/30 4/25 7/31
6 11/26 3/3(3/2) 12/27 4/3(4/2) 1/24(1/25) 51 2/24(2/25) 6/1 3/26 7 4/26 8/1
7 11/27 3/4(3/3) 12/28 4/4(4/3) 1/25(1/26) 5/2 2/25(2/26) 6/2 3/27 7/2 4/27 8/2
8 11/28 3/5(3/4) 12/29 4/5(4/4) 1/26(1/27) 5/3 2/26(2/27) 6/3 3/28 7/3 4/28 8/3
9 11/29 3/6(3/5) 12/30 4/6(4/5) 1/27(1/28) 5/4 2/27(2/28) 6/4 3/29 7/4 4/29 8/4
10 11/30 3/7(3/6) 12/31 4/7(4/6) 1/28(1/29) 5/5 2/28(2/29) 6/5 3/30 7/5 4/30 8/5
1 1211 3/8(3/7) 11 4/8(4/7) 1/29(1/30) 5/6 31 6/6 3/31 7/6 51 8/6
12 12/2 3/9(3/8) 1/2 4/9(4/8) 1/30(1/31) 5/7 3/2 6/7 4n 77 5/2 8/7
13 12/3 3/10(3/9) 1/3 4/10(4/9) 1/31(211) 5/8 3/3 6/8 4/2 7/8 5/3 8/8
14 12/4 3/11(3/10) 1/4 4/11(4/10) 2/1(2/2) 5/9 3/4 6/9 4/3 7/9 5/4 8/9
15 12/5 3/12(3/11) 1/5 4/12(4/11) 2/2(2/3) 5/10 3/5 6/10 4/4 7110 5/5 8/10
16 12/6 3/13(3/12) 1/6 4/13(4/12) 2/3(2/4) 5111 3/6 6/11 4/5 711 5/6 8/11
17 12/7 3/14(3/13) 1/7 4/14(4/13) 2/4(2/5) 5/12 377 6/12 4/6 712 57 8/12
18 12/8 3/15(3/14) 1/8 4/15(4/14) 2/5(2/6) 5/13 3/8 6/13 47 7113 5/8 8/13
19 12/9 3/16(3/15) 1/9 4/16(4/15) 2/6(2/7) 514 3/9 6/14 4/8 na 5/9 8/14
20 12/10 3/17(3/16) 1/10 4/17(4/16) 2/7(2/8) 5/15 3/10 6/15 4/9 7115 5/10 8/15
21 12/11 3/18(3/17) 111 4/18(4/17) 2/8(2/9) 5/16 3/11 6/16 4/10 716 511 8/16
22 12/12 3/19(3/18) 112 4/19(4/18) 2/9(2/10) 517 3/12 6/17 411 mr 5/12 8/17
23 1213 3/20(3/19) 113 4/20(4/19) 2/10(2/11) 5/18 3/13 6/18 412 718 513 8/18
24 12/14 3/21(3/20) 114 4/21(4/20) 2/11(2/12) 5/19 314 6/19 4/13 719 5/14 8/19
25 12/15 3/22(3/21) 115 4/22(4/21) 2/12(2/13) 5/20 3/15 6/20 414 7/20 5/15 8/20
26 12/16 3/23(3/22) 1/16 4/23(4/22) 2/13(2/14) 5/21 3/16 6/21 4/15 7/21 5/16 8/21
27 12117 3/24(3/23) 117 4/24(4/23) 2/14(2/15) 5/22 317 6/22 4/16 7/22 517 8/22
28 12/18 3/25(3/24) 118 4/25(4/24) 2/15(2/16) 5/23 3/18 6/23 4an7 7/23 5/18 8/23
29 12/19 3/26(3/25) 119 4/25 2/16(2/17) 5/24 319 6/24 418 7/24 5/19 8/24
30 12/20 3/27(3/26) - - 2/17(2/18) 5/25 3/20 6/25 4/19 7/25 5/20 8/25
31 12/21 3/28(3/27) - - 2/18(2/19) 5/26 - - 4/20 7/26 - -
Day July delivery August delivery September delivery October delivery November delivery December delivery
?f Start Date End Date Start Date End Date Start Date End Date Start Date End Date Start Date End Date Start Date End Date
Birth Before Birth After Birth Before Birth After Birth Before Birth After Birth Before Birth After Birth Before Birth After Birth Before Birth After Birth
1 5/21 8/26 6/21 9/26 7/22 10/27 8/21 11/26 9/21 12/27 10/21 1/26
2 5/22 8/27 6/22 9/27 7/23 10/28 8/22 11/27 9/22 12/28 10/22 1/27
3 5/23 8/28 6/23 9/28 7/24 10/29 8/23 11/28 9/23 12/29 10/23 1/28
4 5/24 8/29 6/24 9/29 7/25 10/30 8/24 11/29 9/24 12/30 10/24 1/29
5 5/25 8/30 6/25 9/30 7/26 10/31 8/25 11/30 9/25 12/31 10/25 1/30
6 5/26 8/31 6/26 101 7/27 111 8/26 121 9/26 1”7 10/26 1/31
7 5/27 91 6/27 10/2 7/28 11/2 8/27 12/2 9/27 1/2 10/27 2/1
8 5/28 9/2 6/28 10/3 7/29 11/3 8/28 12/3 9/28 1/3 10/28 2/2
9 5/29 9/3 6/29 10/4 7/30 11/4 8/29 12/4 9/29 1/4 10/29 2/3
10 5/30 9/4 6/30 10/5 7/31 11/5 8/30 12/5 9/30 1/5 10/30 2/4
1 5/31 9/5 7 10/6 8/1 11/6 8/31 12/6 10/1 1/6 10/31 2/5
12 6/1 9/6 7/2 10/7 8/2 11/7 91 12/7 10/2 1/7 111 2/6
13 6/2 9/7 7/3 10/8 8/3 11/8 9/2 12/8 10/3 1/8 11/2 2/7
14 6/3 9/8 7/4 10/9 8/4 11/9 9/3 12/9 10/4 1/9 11/3 2/8
15 6/4 9/9 7/5 10/10 8/5 1110 9/4 12/10 10/5 1/10 11/4 2/9
16 6/5 9/10 7/6 10/11 8/6 1/11 9/5 12/11 10/6 111 11/5 2/10
17 6/6 911 77 10112 8/7 1112 9/6 12112 10/7 112 11/6 2/11
18 6/7 9/12 7/8 10/13 8/8 1113 9/7 12/13 10/8 113 11/7 2/12
19 6/8 9/13 719 10114 8/9 1114 9/8 12114 10/9 114 11/8 2/13
20 6/9 9/14 7710 10/15 8/10 11/15 9/9 12/15 10/10 1/15 11/9 2/14
21 6/10 9/15 711 10/16 8/11 11116 9/10 12/16 1011 1/16 11710 2/15
22 6/11 9/16 772 10117 8/12 11117 9/11 12/17 10/12 117 11/11 2/16
23 6/12 9/17 713 10/18 8/13 11118 9/12 12/18 1013 118 1112 2117
24 6/13 9/18 714 10/19 8/14 11/19 9/13 12/19 10/14 119 11/13 2/18
25 6/14 919 715 10/20 8/15 11/20 94 12/20 10115 1/20 1114 2/19
26 6/15 9/20 7716 10/21 8/16 11/21 9/15 12/21 10/16 1/21 1115 2/20
27 6/16 9/21 M7 10/22 8/17 11/22 9/16 12/22 1017 1/22 11116 2/21
28 6/17 9/22 718 10/23 8/18 11/23 917 12/23 10/18 1/23 1117 2/22
29 6/18 9/23 7119 10/24 8/19 11/24 9/18 12/24 10119 1/24 11118 2/23
30 6/19 9/24 7/20 10/25 8/20 11/25 9/19 12/25 10/20 1/25 1119 2/24
31 6/20 9/25 7/21 10/26 - — 9/20 12/26 — — 11/20 2/25
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How to fill out the application forms for the health insurance system

Application Form for Payment of Lump-Sum
@ Allowance for Childbirth and Childcare

See page 52 of A Guidebook for Kyoukai Kenpo

The Lump-Sum Allowance for Childbirth and Childcare is paid when an insured person gives birth. The Lump-
Sum Allowance for Dependent’s Childbirth and Childcare is paid when a dependent gives birth.

£ Examples

H If the medical institution is using the direct payment system for the lump-sum allowance for childbirth and childcare and
a difference in amounts arises

Request for Part Payment of the Lump-Sum Allowance for Childbirth and Childcare and Application for the Difference

\ 3\

- ( The symbol and number il i
\ 1 k| Please fill in the name and other
BRRE 18— | RILETILERE
naan PUIHERR-REITINY G @) can be found on your information of the insured person, even if
health insurance card.

NN === 1 1 5S4 i) |— a family member (dependent) is the one
o = = O who gave birth.
" (EEekEE] [TTTTTT (1 2 EIIEL iRl v If the insured person is deceased and
T e ro ":: the application is to be made by an heir,

please fill in the name of the person

am - [1]o[5[ofofo[o] AR O BROO1-1

a/edp|1yD pue YuIqpjiyQ 1o} aouemo|ly
wing-dwin Jo Juswied 4o} wio4 uonesiddy

2 AA=wYyav101 et il
asss an e Ll . -
oty w [O[s[x X[ ’ L'“m”"w 2 Agom making the application (as well as the
H eom T TR address and bank account number).
] anm 0000 2R 0000w L )
z o . Note: Enter the date of birth of the insured individual in
] mewn veaaom | oues  [[]2]3[alBle]7] | seecace. the “Date of Birth” column.
[ | [T .

For Japan Post Bank accounts, please enter the branch name for

I P e e the transfer (three numerals in kaniji), type of deposit, and seven-
b " _ R digit account number, instead of the typical account number
" I T -2 (symbols and 13 digits).

RBA
(oEERA)

v

B2

In case of stillbirth, please enter the
number of stillborn children and the

ﬁﬂﬂnmﬁil
EHERE

etz SRR R —

TRRE- B TEIHRREAR 325 -JCREET. )]

=EE N = R 0 number of weeks of pregnancy.

s —_— e [Ty LERRE 2 EROERE g
[ele[1['Te[e] gmo _ GoTE w1 A 7| 7 ws [1]'% BEOBRR] ® Differences between a Request for
- (VA Firi vE Part Payment and an Application for

e [3):a[OBOBE])

essrumzon [1] 122 2z 3szfane

the Difference
If the direct payment system to medical

[If Submitting a Request for Part

Payment] moiEER™ 1, ’@@ g [, |[sovsme % institutions has been used and the fees
Please obtain a birth certificate from a physician Do R A = associated with birth are less than the lump-
or midwife or a certificate from the mayor of Duacemmans a0 OO M A B | Aen AR MR K] sum payment, a difference in amount may
your municipality regarding the child’s birth, @uavey g2me = dmmeomsnotaery ] 2] e 2o arise between the lump-sum payment and
such as the information recorded in the family [ T the payment paid by proxy to the medical
register. In the case of stillbirths, certification G i - institution. In this situation, in addition to

paying the amount paid by proxy to the
medical institution, a “Notice of Determination

should be obtained only from a physician or
midwife. However, if the date of birth and the

0w v s

number of live children born are indicated on [ omese 13 20 1 wavie  [2]:7 CEIOB L of Payment of the Lump-Sum Allowance for
the receipt/statement issued by the medical gl28 a1 Childbirth and Childcare” (hereinafter “Notice”)
institution, or if the date of stillbirth and the e i1 emsmmen [0 o, will be sent to the subscriber by Kyoukai
number of weeks of pregnancy are indicated = . nomen AEBBNEALL-1 Kenpo (sent within two to three months after
on the receipt/statement issued by the medical 3| [nEIcEnnnaEe S birth). The notice states that a proxy amount
institution, this is not required. - an =r was paid to the medical institution and that
[If Submitting an Application for the [= B = [(TIT1T) an application for the difference can be
Difference] 1 L mage. If you wish tol apply after receiving the
eI notice, please submit an “Application Form

A birth certificate from a physician or midwife, for Payment of Difference.” If the payment

or a certificate from the mayor of your ; ; to the medical institution has not been made
municipality regarding the birth of the child, _ In the case of multiple births, 5 ey e e o e
such as the information recorded in the family please enter the names of all difference before receiving the notice, please
register, is not required. the babies born. submit a “Request for Part Payment.”
\4
o .
2. Checklist
® Application ® Attached Documents Checklist
Timing
If the direct pavment [] Certification by a physician/midwife or certification by the mayor of the municipality on
P y the request form for part payment of the lump-sum allowance for childbirth and childcare
SYSTem to medical D Request Note: If the dates of birth and the number of children born are indicated on the itemized receipt, this can be omitted.
institutions is being ) for Part ) ) . ) . .
[ Using [ Copies of receipts/statements (Specifically stating “No discrepancy with the contents of
used, and you 9 Payment ol invaine”
; t the direct the special invoice”)
want a paymen payment

for the difference system [] Copy of the document regarding the proxy contract for the direct payment system
between the lump-
sum allowance

[ Application [ Application for the difference of the lump-sum allowance for childbirth and childcare

X X for the Note: When there is no invoice with the request for part payment, and Kyoukai Kenpo suggests an application be
for childbirth and Difference made, this is referred to as an application for payment of difference, and no documents need to be attached.
childcare and the
proxy amount [] When the insured person is deceased, and their legal heir is applying

transferred to the

medical institution [ original copy of the family register (to confirm the relationship between the insured and the applicant)
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£ Examples

If you did not use the direct payment system for the Lump-Sum Allowance for Childbirth and Childcare at
a medical institution, etc.

Application Form for Payment of Lump-Sum Allowance for Childbirth and Childcare

digit account number, instead of the typical account number

- - - - . .
amn B BB EE— S snn'.—_;_’ Please fill in the name and other information of the
— " insured person, even if a family member (dependent)
ARG ROK-AA SEEAL AR TRACTR SRR, BR[0T 2 [BSUBIEITBlAI7I] is the one who gave birth. The symbol and number SRR -
| conseor = = e —— can be found on your health insurance card. SRR > =
H =" (EOoloels) [TTTTT1) 0% EOoER L zz
23 fﬁ é\\ P ﬂﬁ S . . . . . QE) g
- If the insured person is deceased and the application is to be z 8
;_ AR O BEROO1-1 . TR . =0
(E;;;% g "t Rawviaviol made by an heir, please fill in the name of the person making the ® S
application (as well as the address and bank account number). SRy
. L ) Note: Enter the date of birth of the insured individual in the “Date of Birth” column. S §
weun  [1] 5227 [ cwss  [1[2[8[alBle]7] | somccercenn. h g [SUs)
S =4 v
cuen omen [7] 1 uene For Japan Post Bank accounts, please enter the branch name for = £
1 the transfer (three numerals in kaniji), type of deposit, and seven- 2 ?D
S =
S, O
22
o £
2 3
o S
3
L
3

. - fep oo (symbols and 13 digits). If you wish to transfer the money to an
O CLL L LTI T T e account other than the one belonging to the insured person, please
2 fill in a name and address in the receiving individual column.
Pr— [BRIRE- B BROABEAR 325-JCREET, ))) S i | ( . R )
PR, g TTTTTTTTTT) — o S R ;geam-@_umm Please obtain abirth
B ] certificate from a physician
HEIIHEI dmo — = or midwife or a certificate
@lzmemsnas — LRSI (o] - xeae cevmsee S from the mayor of your
- B - e e B F & icipali i
poTit e WA T sen 1% [lefolslofa municipality regarding the
(BELE 1563 . .
g N e Cls[ols[2T1] child’s birth, such as the
. . . . . EEFEUTEOR 1128 2@ 3 smnene . . .
This section is not required if P information recorded in the
. I o Tuous ) . .
you have filled out the symbols poiEa™ [l o . |seumin. e family register. If you cannot
@ seroms FNEES . .
fand numbers from your health T s eI TS LN Frrerrreew obtain a certlflcate,. please
| Insurance card. ) o attach documentation
) S Do ofememrcoamaere e OERRES that confirms the birth (or
I b Bt %388 2345678-90 ag
In case of stillbirth, please — aza““’.‘.‘;:;.m. EP—— stillbirth).
enter the number of stillborn = —— . .
X u | 55 RO AN - S R N E N E R [For live births]
children and the number of ‘ - (e EL] Original tract of th
o . R e *[1= ginal copy or extract of the
weeks of pregnancy. Jurn R8s ]r  femmn [ o) family register, certification of items
L ) T ERRRTE RFHRNE AL T T registered on the family register,
- S B EECE DR e certification of registered matters
In the case of multiple births T == = on the registration ledger, certificate
’ P e PP ———y of acceptance of notice of birth,
please enter the names of all - = ama [J[TTT[ ™ maternal and child health handbook,
the babies born. R nE residence certificate, etc.
[For stillbirths]
[elz[*z[e7] mRERRGE A copy of the stillbirth certificate, etc.
- B i 7D (stillbirth autopsy)

(J
f Checklist

® Application Timing Within two years from the day after birth

©® Attached Documents Checklist

[ Certification by a physician/midwife or certification by the mayor of the municipality on the application for payment of the lump-
sum allowance for childbirth and childcare (for stillbirths, certification by a physician/midwife)

[T Not using [ if the certificate is written in a foreign language, provide a translation (include the translator’s signature, address, and contact
the direct information)
payment
system [ Copy of receipts (not required if the child was born overseas)

[ Copy of a document that shows that you are not using the direct payment system (not required if the receipts/statements indicate
this or if the birth took place overseas)

[] For overseas births where the child is not a dependent of the insured person but resides in Japan, documents that can confirm the birth (such as an
original copy or an excerpt of the family register or a residence certificate)

[ For children born overseas where the child is not a dependent of the insured person and resides outside Japan, or in the case of a stillbirth,
documents issued by a local public institution that can confirm the birth, such as a family register or a residence certificate Note: If these documents
cannot be attached, please attach a consent form stating that Kyoukai Kenpo can inquire with the overseas medical institution in charge of the birth

[] When the insured person is deceased, and their legal heir is applying.

[] Original copy of the family register (to confirm the relationship between the insured and the applicant)
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How to fill out the application forms for the health insurance system

Application Form for Payment of Burial Charges
(Expenses)

See page 54 of A Guidebook for Kyoukai Kenpo

When an insured person or dependent dies due to reasons other than work, burial charges (expenses) will be paid.
Depending on the “deceased person” and the “person who makes the application,” payment is divided into “burial
charges,” “burial expenses,” and “dependent’s burial charges.”

£ Examples

o >
S
'c - - -
WS K} Application Form for Payment of Burial Charges (Expenses)
£5
-] If an insured person dies
9 g ' N\
- |
0 - WIRRE “ e ‘
g o SEmIRIR o SEZREL () wmamE =0 The symbol and
Q3 number can be
(2 RABESLCRNBRSFCONTI, (MR RRRE Rk 128K (B) XRFHE TAOTFI S, 2TRALE V.
ﬁ 3‘ =BG BOR— LAY FEFALMETRRCTRICCREARS . [2A82]0] | [2]3[4]5]6]7[3[a[7A]7] found on your health
xX = insurance card. :
8 g 1S &S o E=:3C1E £ A B . P 4
S5 < @ | [2]1]7]ofofof2[3] [T [ [ [ [ ] I] [2] ;3 [o[1]o[5[0] L J
% ('BD (DUAF) ka4 )
@ - s N
= 3 WA it F . . -
= = If the insured person is deceased, please fill in
e = [0[o]o[o]o[o]0] RF @ OOFOOm -1 the name of the person making the application
VANVANSS SV
o Eam o XXX XXX XXX X vvaziol (as well as the address and bank account
- - number).
g SRER O O flmm O O O m; igs Note: The insured person’s card symbol/number and “Date of Birth”
g & ot ( ) 50 i columns should be filled in with the insured person’s information.
E N L J
] e i | omas  [1[2]3][4][5]6]7] | #oweercean
= % MIE 1 YRR TTRALLEZL BA () F WA 31 FELTIRALLEZ L) ; mﬁﬂ;
= PR = o
2. REBA ( )
For Japan Post Bank accounts, please
[oRERTTR enter the branch name for the transfer (three
=3 ERRCEI AT SRWE TROREACSELET, 3 A g . . .
] mens HEREREEN numerals in kanji), type of deposit, and seven-
(EREAE) } . N .
= B B REREEROEFCAL digit account number, instead of the typical
] |; TTTTT] lTELl‘"‘l’”r“l TTTTTT] b account number (symbols and 13 digits).
(D{;l%!:\)\) L R g SHWE = G ann - = =
o H "= DIty R ZOZON\ e e
g =8 3.5
= EEEEEED lllllml I —
&’:;Dliﬁsﬂfgfm NTOFHOBE, RERSHEOILSES L EEA0BREMEOBEERA [‘Eﬁﬂg'$§iéilﬁ] [32R—-JIREFT ))) HEEDME YA T = )
B e e AR emen e A o Ca e owex E2 AL = oEa® aREE
WRIREDNA T/ (—RRE DR 2. fREA
BEREEOR ST S NRO S ZEALS g | |
EQ..;;‘;;‘;‘;?;;*_m‘;‘i‘\’?"”"‘”‘m““ﬁ’ [ TITIe[IIIT1] =HE0w
’ugﬁwmm - o
REATEZCHM
BAES GRERM
DEDDNDG ] mn ] | — g p——
(D 2ERERRES 73 @8 BRIEAR
- BaEDAE -
EUR A K OBR
RCFAE & B RCHERA BZEOTAILLZLOTIN
' Honz
(. o o v [2]330 lﬂﬁl Z7EBTFRA | moswse
This section is not required if you have OB RIARE) BRE AL HORRTHOES A=
filled out the symbols and numbers == senn [ (T T[T 1|25
from your health insurance card. e e ) .
L DRGSR IDRBAIC T BENAEE e
mmaka @ORBET . 3N ALIAICTR
. ae. REEE
s 3 OHRRENECLLIHDFRTHIEE s A a8
If a dependent makes the application—or a person other T WA KB |wmeeas 2 |Tasel lu[ [T 1]
than a dependent but whose livelihood was supported =Y amssnemmmsevces | [ [ [ ] ] ] ]
. . . A - i)
by the insured person—this does not need to be filled e mEenan e
. ) B : SR T 2] 2
in. However, if the application is to be submitted by e ;g%%%;ng%ﬁ;ig;gg;;gwems
someone else who conducted the burial, please be sure . wmas
to fill this in. B2
& 4 ) MR WHRE O RCERB =
( . en . ] RELEHD %A KB iR 1 _ T
Please obtain certification from the employer. If ; :.wmmmm: [2]: [clsTolal1]
certification cannot be received, documentation of the wwmze OOTOOTAAT-2 2]z Eﬂﬁﬂ
death must be attached. swmen OOKK AR
. > Y =S st [(DIOOOOOOOE ]
Please note that we see many cases of incomplete pENBEBn
entries of name and account information for deceased e _
. - BUNE -
insured persons. N
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£ Examples

E1 Application Form for Payment of Burial Charges (Expenses)
If a dependent dies

The symbol and BAEE ol ewen
s

number can be

iR s JEIER) () zeens

senn %R e A wn

BABESSVHHBRSCOVTE. "RERR BFRE KK 22 3 E
Al 2%E
EEEE ROK— LAY BERAL, EETRACTRCIRALE D, I [Ex=aO[ 1 [2[3[4]5[6[7[8IAI7IAI%] found on your e i
5] =% T health insurance e WWJ L
BRBREED . Gk =
@ ([2[1]7]o[ofo[2[3] (T [ [ T [ [ 1)[2 % [o[1]o[5[1]o card. Qh.g
i W a KK - =
= 9% 00 i SRR gl (1) weeme — 1 o
wi = [o[o[o[o]o[o[0] R¥w @x ;A Yot E I BRAE BREEAR) = =
By
v 09
CEEY 1 A KB 5 5
smnm 00 ®“”M"' 000 G WCERE 5 RERE (BT 0
‘ 000 sl g 9
— o [2] 05[] .EEE AR A )1&.;’:‘3’,,;&';& ® 3
mamn 1] 153 150 | e .....E. EIvTEAGE ORI (RIARE) AL b ORI THEE . 1) 3
) WAL =] A e ;ﬁgm AERE —_ =h
asn  EEII] PRl omam B orz 1 ¥ wnn [1)35% [e[ 2] | 2 % m O
ORH 2. A C BRI, RGN TR T SRR R AR X =
M B e Rt "
| o e O PI RS T U
2 0BBEBTRALT Chhara. onpi oy AOmEE e ® o
5 Ca—— anas S5 <
1w

. O (LI T] wos 2 3
by . » @

2 = e m— -
" O s el BRREDOHL L =]
LITTTTITICITITITTTITTTI]| o Bt e (a1 TT] -~

RBA .
(omamA) T ERIRBIRRPRELLTERE
v "
. o ST R SR
- Bl i
B A ShAMNCCronRLs [
ShaA anrisrur e s ucccusnas
For Japan Post Bank accounts, please S P
wnse
Oty

enter the branch name for the transfer (three

R

numerals in kanji), type of deposit, and seven- Please obtain — I
digit account number, instead of the typical certification from we A % F o @ | [2]178 .mgmﬂ e
account number (symbols and 13 digits). | the employer. [ cznay
. Jole) 2 ;zﬂ_a 7
- — = If certification JEEEERE
e RN A cannot be S EEEEEEERE
- R received
ol newn []75205 | omes [(EELEBE] o ’
e AAT ARAT documentation
X|za|2 4] |2 FH =) OEES 1. R
o FEERTRRETHIEE J2 o] || of e ceanmus

be attached.

= , ¥~ Checklist

® Application Timing Within two years from the day after the date of death or the day after the date of burial

©® Attached Documents Checklist

[] The insured person has been supporting the applicant’s livelihood

[] Applicant is a dependent = No attachment required to verify support of livelihood

[] Applicant is not a dependent = Attachment required to verify support of livelihood (one of the following)

[ i living in the same residence = Original copy of insured person’s record of deletion of residence certificate
and original copy of applicant’s residence certificate

sabueyo jeung

[ Ifliving in a separate residence = Copy of bank book showing allowance sent or applicant’s utility bill
L] Insured person receipts, etc., showing that the deceased paid for them

passes away

[ Proof of death from employer or copy of death certificate, etc.

[] The insured person has not been supporting the applicant’s livelihood

[ Original receipt for burial expenses (addressed to the applicant in their full name)

[ Copy of documents showing breakdown of receipts (statements, etc.)

sasuadxa
leung

[] Proof of death from employer or copy of death certificate, etc.

[[] Death of dependent [ ] Proof of death from employer owner or copy of death certificate

[] I proof from employer cannot be obtained in any of the above cases, or if an insured person with optional and continued
coverage (dependent) has died, please submit a copy of the burial permit or cremation permit, a copy of the death certificate,
a copy of the postmortem certificate or post-mortem inspection record, or an original copy or extract of the deceased person’s
family register (showing removal) or residence certificate is attached.

Other
[] 1f the cause of death is due to injury = Submit notice of cause of injury (see page 8)

[] If the injury resulting in death is caused by an act of a third party = Submit notice of injury or illness (accident) caused by a
third party act. (see page 7)
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Frequently Asked Questions

How to fill out the application forms
for the health insurance system
% QA @) -
7

N P2

%E Application for Reissuance of
¢, Health Insurance Card

Q The insurance card has been lost, and | don’t know the symbol or number needed for the
application form. What should | do?

A Enter the person’s My Number in the My Number column.
Please also attach documents allowing for the person’s identity to be confirmed.

" Health Insurance for Optional and
3 Continued Coverage

Q The insurance card has been returned to the company, and | don’t know the symbol or number.
1 What should | do?

A Enter the person’s My Number in the My Number column.
1 Please also attach documents allowing for the person’s identity to be confirmed.

Q To which branch should | submit the application form to apply for health insurance for optional
2 and continued coverage?

A2 Please submit the application to a branch in your prefecture.

QS How much will the health insurance premiums be?

A For information on health insurance premiums for optional and continued coverage, please contact
3  your prefectural branch or check the Kyoukai Kenpo website.
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I want to switch to National Health Insurance. What procedures are required?

A If you wish to discontinue your health insurance for optional and continued coverage, you can have
4 your coverage disqualified by submitting an Application Form for Disqualification of Optional and
Continued Coverage.
After completing this step, please follow the procedure for enrolling in the National Health
Insurance using the notice of disqualification sent by Kyoukai Kenpo.

I’'m about to be disqualified because it’s been two years since | joined the health insurance for
optional and continued coverage. When will the notice of disqualification arrive?

A5 A notice of disqualification will be sent three business days before the date of disqualification.

How much will the National Health Insurance premiums be?

A6 Please contact your local municipal office for information on National Health Insurance premiums.
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Notice of Injury or lliness (Accident)
Caused by a Third party act.

Q,

I was in a car accident. Can | use my insurance card?

Even if you are injured due to a third party act., you can still receive medical treatment under your health
A 1 insurance, as long as it was not an accident at work or while commuting. However, you will need to
submit a notice of injury or iliness (accident) caused by a third party act.

Q,

The insurance company told me to use my insurance card. Is it ok to use it?

Even if you are injured due to an act of a third party act., you can still receive medical treatment under
your health insurance, as long as it was not an accident at work or while commuting. However, you
will need to submit a notice of injury or iliness (accident) caused by a third party act.

Q,

The individual at fault will not sign a letter of commitment and memorandum for payment of
compensation for damages. What should | do?

If the individual at fault will not (or cannot) sign a letter of commitment and memorandum for
A 3 payment of compensation for damages, please explain the reason in the “Comments on this
Incident” section and submit it.
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Frequently Asked Questions

Q 4 I am at fault for a car accident. Should | write the name of the victim or my name?

A Regardless of the percentage of fault, please fill in the victim column with the name of the
4 individual insured through Kyoukai Kenpo.

Q5 Can | ask my insurance company to help me fill out the form?

A In principle, the insured person fills in the form, but a general insurance company may be able to
5 do this for you in some situations. Please inquire with them.

'El Eligibility Certificate for Ceiling-Amount
" Application

Q I’'m 70 years old or older (premiums of 20%), and the hospital told me to apply for an eligibility
1 certificate for ceiling-amount application. What procedures do | need to perform?
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A If you are 70 years old or older and are not highly compensated (paying 20% premiums), you do not
1 need to perform any procedures unless you are exempt from municipal inhabitant tax.

Q 2 My certificate is about to expire, and | want to renew it. What should | do?

A You will need to submit a new application form for an eligibility certificate for ceiling-amount
2 application.

Q I would like an eligibility certificate for ceiling-amount application to be issued that is valid from
3 the previous month (or further back). How can this be done?

A Eligibility certificate for ceiling-amount applications are issued from the first day of the month in

3 which the application is made. If you paid for medical expenses in excess of your self-payment
amount before the previous month, you can apply for high-cost medical treatment expenses at a
later date and receive the difference.

Q 4 How should I fill out the planned period of medical treatment?

A Please enter the period you plan to use the eligibility certificate for ceiling-amount application
4 due to hospitalization or hospital visits, etc. (maximum of one year).
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How long will it take to receive my application?

A It will take approximately one week to issue the certificate (unless the application form is
5  incomplete).

1¢s

High-Cost Medical Expenses

E>

It has been two months since | applied, but | have not received any payment yet.
When will | be paid?

A It takes at least three months after the month of medical treatment to determine the payment because
1 the statement of medical expenses submitted by the medical institution needs to be confirmed.

How do | fill out the application form if | am hospitalized across several months?
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A High-cost medical treatment expenses are calculated based on the medical expenses incurred in a
2  single month, so you will need to submit one application form for each month.

Do | need to attach receipts?

A Receipts do not need to be attached (unless you receive subsidies for medical expenses from
3  other public systems).

Burial charges (expenses) and dependent’s
burial charges

How do | enter the insured person’s information when applying after their death?

A Please enter the deceased insured person’s health insurance card symbol/number, date of birth,
and the name, address, and telephone number of the person applying.
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All applications must be submitted by mail!

Depending on the documents, there are two places to submit them

Depending on the type of health insurance application, there are two different places to submit the
documents. Necessary application forms can be downloaded and printed from the website. We ask for your
cooperation in submitting them by mail.

Application forms to be submitted
to the Japan Pension Service (Pension Office)
(Electronic application is recommended)

Application forms to be submitted
to the Kyoukai Kenpo

sseccssscccssne

The format of each application form is subject to change.
Please download the latest form from the website of the Kyoukai Kenpo or the Japan Pension Service.

https://www.kyoukaikenpo.or.jp

[ Kyoukai Kenpo ]m [Japan Pension Service ]m
O O

@ Application Form for Reissuance of Health Insurance Card Hiring @——— ® Notice of Acquisition of Eligibility of Insured Person
® Application Form for Reissuance of Elderly Insurance 7 employees
Certificate

https://www.nenkin.go.jp

B

© Notice of Dependent of Insured Person (Change)
(Notice related to a National Pension Category lll Insured
Person)

Changes and
corrections

11

@ Application Form for Payment of Injury and Sickness Allowance

©® Application Form for Payment of Medical Expenses

@ Application Form for Payment of High-Cost Medical Expenses

© Eligibility Certificate for Ceiling-Amount Application —e

@ Eligibility Certificate for Ceiling-Amount Application and 7
Reduction of the Standard Amount of Patient Liability

@ Application Form for Issuance of the Certificate of Medical
Treatment for Specified Diseases

©® Notice of Injury or lliness (Accident) Caused by a Third Party Act

©® Notice of Name Change of Insured Person In principle, insured
— (Correction) persons whose My

. Number is linked to
©® Notice of Address Change of Insured Person their basic pension
number do not need

o— to send a notifi-

cation.

@ Notice of Calculation Basis of Monthly
Remuneration of Insured Person

@ Notice of Change of Monthly Remuneration of Insured Person

© Notice of Payment of Bonus to Insured Person

lliness and injury
® Application Form for Payment of the Childbirth Allowance Hospitalization, etc.

@ Application Form for Payment of Lump-Sum Allowance for -
Childbirth and Childcare

Childbirth and © Application Form for Taking Maternity Leave

childcare leave @ Application Form for Taking Childcare Leave, etc.

© Notice of Change in Monthly Remuneration After End of
Maternity Leave

©® Employee’s Pension Insurance Childcare Period
Application for Special Provision for Standard Monthly
Remuneration Amount

©® Notice of Monthly Remuneration After End of Childcare Leave, etc.

@ Application Form for Specified Health Checkup Tickets
(Set Tickets)

©® Application Form for Payment of Burial Charges (Expenses) -

Resignation/
retirement and death

©® Application Form for Acquiring Optional and Continued Coverage
Eligibility @ Notice of Loss of Eligibility as an Insured Person

® Application Form for Losing Optional and Continued Coverage Insurance after @ Notice of Inability to Retrieve Health Insurance Card
Eligibility | rgsignation/rgtirement

©® Notice of Inability to Retrieve Health Insurance Card e
(for insured persons with optional and continued coverage)

©® Notice of Dependent of Insured Person with Optional and
Continued Coverage (Change)

©® Notice of Change (Correction) of Name or Address of
Items related to Pl Applicable Place of Business
workplaces ©® Notice of Change (Correction) related to a Place of Business
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