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Claim for Medical Care Expenses (Insured Person, Dependent) (up-front payment, prosthetic equipment)
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Details of treatment or
care received
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Date of instruction to fit / Cost of prosthetic
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Reason medical care benefits
could not be received
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Is the sickness/injury due to the actions of a third party? N/Y

(If “Y,” a Notification of Injury or Sickness due to a Third-party Act must be submitted separately.)
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If the sickness/injury is due to the actions of a third party, describe
the facts of the matter and the name and address of the third party.
(If the name and address are unknown, indicate that fact.)
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To be filled out by insured person (claimant)
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Benefits based on this application will be transferred to the following account. (Please check[/] the box after
confirming.)
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Voluntarily and Continuously Insured Persons: The bank account listed on the application for enrollment.
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*If using a public funds receipt account pre-registered on Myna—portal, etc., instead of the above account = [J (Please check [v])
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Documents to attach: 1. For claims regarding general medical treatment by a doctor: An itemized statement of medical expenses issued by the doctor showing the breakdown of treatment (drug names, dosage, unit price, and other details) and the original receipt.
2. For claims regarding therapeutic orthoses, ete.: The original doctor's written opinion certifying that the fitting of the orthosis is necessary for the treatment of an illness or injury, and the original receipt for the cost of the orthosis.
3. When applying for orthopedic shoes (shoe-type orthoses), please attach a photograph of the actual item.
4.1 you plan to apply to your local municipality for subsidies such as those for children's medical expenses, please make copies of your receipts and other relevant documents in advance.
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Takeda Health Insurance Society



