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Insurance Card Code/Number\ pa— T T
T PRTIRT I LT 0000 | Name of Insured parson |
=71 [=] .
LR P 0000 | K | John Smith
Employed Company OO0, Inc. @/  OOO Department | Date of birth
% Name and Phone phore  QOALOOOO)O000  thi 000
' — ﬁﬂﬂJ = | relationship_|
Fill in when the target person is a dependent. | Michael Smith D?te of SRR 15 4 104 20 = e Idest son
Birth 4 H D
|7K ——
Name of injury or . _ Date injury or illness g
Ig/\ liness Bone fracture in upper—left arm first occurred BF 2 4R 5 A 10 H
S - - - — . - —
e Tripped anfl fell on a hilly road. Tri?ated Contents of ]ﬁ%%%f . Omedical consul'atlon/Medlcme
" at a hospital near to where the injury medical treatment [ 1AF M %% 0) DlPurhase of equipment
orillness
%‘ occurred. or equipment, etc. 1D ( [Iother (Please specify)
Cour_se of injury A NEH b= CigET % | Oimproving Satiofactorily ClCured/Recovered Clin treatment ClOther
75§ and illness
I,:l Rakuten clinic | Doctor's name __{£%)
name
—é‘ Medical institution Dr. Taro Rakuten
|
Address |1-14-1 Tamagawa, Setagaya—ku, Tokyo
A Total Cost 10,000 28] Receipt date AT 24 5 A 21 H
T e et from | 2 5 H 10 H 9 In Sase: o{hospitali}ation: Pleriod ofl\ospitalization Ii
(benefit period) | ( H i)
% to Hu 24 5 A4 21 A HAMH E S P A H
Sam=wzswns wawen T . .
| In the case of orthoses: Date of installation | # 5 A 21 H PRIRRESSAHE A A A - A H
éf L — R 1 have not received my insuranced card [IDue to urgency, | went to hospital without possession of my insurance card

L] Reason

[IReason for payment of medical benefit [1Other (Please specify)

R RilA
VT RVITATOV I H % | D 7D ES

— [BEHROTAILEST - ) |
ABLIZL DD SN Was it caused by the actions of a third party? / No

%) ERoOLBYRFEZLET, | Application date |D " . g

OO0 - 0000
Address O-0-0, Tamagawa, Setagaya—ku, Tokyo
i | Phone OO (OOOO) OOOO

! Insured person name(Self-signed) Ihmes Smith €~ Self-signed

Bank name
C8RID KI5
[eJeJ®) 0000 .ﬁ Branch name
L S| #75: head office |
ﬁ SR ( ) |EES )|| %J&: Branch office Py
{Deposit type e w Accout number
B8O B 0000
gg 27F
O£ .
James Smith < ;
CRREZE < Pay to Account (In the name of the insured person)

[Attached document]

Advance payment: Medical fee statement (original) , receipt (original) issued by medical institutions, etc.
Treatment equipment: Detailed receipt (original) , doctor's opinion (original)

Therapeutic glasses: Receipt (original) , doctor's instructions (original)
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