Claim for Payment of Medical Care Costs for Insured Person oDependent(for acupuncture and moxibustion)

Code Number AXXX CO., LTd., XXXX Branch

Insurance card Name of affiliated
S code and number o0 KXXX office/department | .1 hone number (Ext) 03-1234-5678(999)
g i Furigana Kenpo Taro Show3
g Name of insured 9 P Datsofbirth | LD ®0® (v) ®0 (V) @0 (D)
3 person Taro Kempo Heisei
= —
Z Address, T123-4567
s ;e'ep_“mer:‘”mbe“ 9;0- XXXX Condominium, #456 1-2-3 XXXX-cho, XXXX Ward, Tokyo
5| (Gaytime phone number) | o o ymber: 090-7891-2345 E-mail address _ XXXX@XXXX.ne.jp
S
=0 Name of person who Date of birth of person how;
E received medical care Hanako Kempo who received medical care Heisei 00 (v) @0 (V) @0 (D)
[ "
= Cause of illness A i Was the need for medical

L Joints are swollen and painful | care caused by atird party - Yes
or injury p (traffic accident, etc.)? 0

Date of first medical care Procedures period o g "I Claim classification
H/R ) (M) (D) From Heisei/Reiwa  (Y) (M) (D) to Heisei/Reiwa (Y) (M) (D) days New / Continuation
o - - - - ~Should ritis (i
Name of |njury/ 1. Neuralgia 2. Rheumatism 3. Cervicobrachial syndrome 3hou|fi:r)e’ periartrius (frozen QOutcome
illness 5. Lower back pain 6. Cervical sprain (whiplash) 7. Other ( ) :':gs:fitrligadiufzrem '::2;::2;’;
| Transfer to a different practitioner |
1. A f 2. Acupuncture (combined use of 3. Moxibusti 4. Moxibustion (combined use of electric heat
First ti - Acupuncture electroacupuncture, - Moxibustion therapy device;
irstime 5. Combination of acupuncture and 6. Combination of acupuncture and moxibustion (combined use of electroacupuncture and electric heat Summary
moxibustion therapy device
- Acupuncture yen X time(s) = yen
g Acupuncture (combined use of electroacupuncture) yen X time(s) = yen
5 Second and Moxibustion yen X time(s) = yen
[28| subsequent o
_g procedures Moxibustion (
& Combination o
8 Combination of
a electroacupuncty|
House
House Ask the acupuncture / moxibustion
Fees for issuing treatn H H H
= practitioner to fill this space out.
Date of procedure
Visit to the
o 26 27 28 29 30 31
House call: ©
Procedures were carried Tt ctitioner making a house-call, etc.

H/IR (Y) (M (D)
Registration code number (registration number of reported
practitioner)

Clinic Address
Name Phone number

Treatment
certificate

Clinicmanager ~ Name

Period requiring

E Name of consenting physician Address Date of consent Name of injury / illness i
g Reiwa (Y) (M) (D)
*Please complete the power of attorney section below.If you authorize receipt, please also complete the required information.
E O 1 authorize my employer to submit this application on my behalf; if this box is not checked(), authorization is deemed granted.
b=
S hereby entrust the receipt of benefits based on this claim to the representative listed below. Date: ee (Y) ee (M) ee (D)
5 Insured person
= Name
g ol Taro Kempo
S
o
= Representative
E8 (individual actually receiving benefits) T
[The public funds receiving account
" If you do not wish to use this account, | Please fill in the section for the authorization letter, except for persons
% Note: It may take some time for the ref 1 . | . health i .
283 i bank account nformation is providef €110 ed in voluntary and continuous health insurance coverage and retirees.
S & . . .
0= Name of financial If you are a person enrolled in voluntary and continuous health insurance 123
g8 institution . R . . .
= coverage or a retiree, please fill in the section for information on transfer
= .
£ s .
Type of account oo | destination. empo
e ————————

Date request received
(stamp)

Accenture Health Insurance Society



