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*If you wish to delegate receipt, please complete the authorization letter.

[For Therapeutic Devices] [For Therapeutic Eye Glasses, etc.]

1. Physician's certificate, instructions, or written diagnosis (original copy) 1. Physician’s written instructions for creation of therapeutic eye glasses, etc.

2. Receipt (original copy) 2. Patient examination/test results

3. Written document confirming wearing of the device (photograph of the created Shoe-shaped orthotic device) 3. Receipt (original copy)

*If you entered your Individual number, please attach the following documents to confirm your Individual number and identity.

・ When attaching (1) or (2) above, also attach one of the following: copy of driver’s license or copy of passport
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Type of account
Savings account Other

(           )
Account number

Name of

account holder

(Katakana)

　　　　　　　　　　　　　　　　　　　　　　　　　　　　　Phone number         (Ext.       )

Cause and

progress of

symptoms

Person undergoing

medical treatment

(circle the applicable

person）

Name of injury /

illness

In
fo

r
m

a
ti

o
n

 o
n

 i
n

su
r
e
d

 p
e
r
so

n

　Phone number         (Ext.       )

Number

Address, telephone

number, etc. of

applicant

(daytime phone

number)

Name

Furigana

Date of birth (Y)         (M)        (D)

Code
Name of

affiliated

office/departmen

t

Insured person / Family member (dependent)

(Y)         (M)        (D)

Name of person

undergoing

medical

Date of birth of

person

undergoing

to  　　　(Y)　　　(M)　　　(D)

(Y)         (M)        (D)

If hospitalized during the

period listed on the left,

the period of that

hospitalization

days
From  　　　(Y)　　　(M)　　　(D)

Date of injury

or onset of illness

Address of medical

institution where

examination was

conducted

days

A
u

th
o

ri
za

ti
o

n
 L

et
te

r

Date request received

(stamp)

I hereby entrust the receipt of benefits based on this claim to the representative listed below.            Date:
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■ Documents for Attachment

Accenture Health Insurance Society
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Request for Payment of Medical Expenses for Insured Person or Dependent
[for therapeutic devices, therapeutic eye glasses, etc.]
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From  　　　(Y)　　　(M)　　　(D)

No  /  Yes
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Insurance card
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Content of
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1. Wearing of therapeutic devices, etc.

2. Creation of therapeutic eye glasses, etc.
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to  　　　(Y)　　　(M)　　　(D)

One of the following: (1) Copy of Individual number notification card, (2) Copy of certificate of residence listing Individual number, (3) Copy of Individual number

card (both sides)
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