
 

 
Request for Issuance of Certificate of Application of Maximum Copayment Amount 

/Complete the sections in bold. 
 

Insurer no. 06270680 
 

Employer 

 
Company 

 
Health insurance card code/no. ―  

Section 

 
Insured 
person 

 
Name 

 
Date of birth (Y/M/D) 

 
/ /     

 
Daytime tel. no. 

 
Subject 
person 

 
Name 

 
Relationship to insured person 

 
Date of birth (Y/M/D)

 
/ /     

 
Address of insured person 

 

 
 

(Fill out this section if to be hospitalized.) 
Planned dates of hospitalization (Y/M/D)

 
/ / – / /      

/Valid for 6 /6 months 

Address to send the limit amount authorization 
nter an address (such as your home or family home) at the 

right to which you want the limit amount authorization sent.

 

 
 

 
 

 
 

 
Managing 
Director 

 
Office 

Manager 

L 
Leader 

 
In charge 

Notes: 
* Use this request for both outpatient and inpatient care. The limit amount authorization is the same in both cases. 
*

*

* Promptly return the limit amount authorization if you no longer need it because you were released from the hospital or
for other reasons, regardless of expiration date.

* If you are eligible to receive publicly funded medical care costs, complete the necessary procedures and be sure to
notify the  Health Insurance Society. 

 

When you use a Myna health insurance card, you will be exempt from payment in excess of the maximum copayment amount under the High-Cost Medical Care Benefits system without any prior 
procedures. 
We recommend using a Myna health insurance card. Using this card will eliminate the need to apply in advance for a Certificate of Application of Maximum Copayment Amount. 

/For Society use 

/Period of validity        /     /    ‒    /     /   

/Category 

83 ) 53 83 ) 28 53 ) 28  
A (¥830,000 or more), B (¥530,000–¥829,999), C (¥280,000–¥529,999), D (less than ¥280,000) 

F (exempt from resident tax) *Requires prior registration by submitting tax exemption certificate. 
70 / 
Aged 70 and 
above 

28 50 /¥280,000–¥499,999 /Same income level as active workers I 

53 79 /¥530,000–¥789,999 /Same income level as active workers II 

/Monthly amount __________ thousand yen 

/Date (Y/M/D) sent 

○○薬品工業株式会社
＿＿ Pharmaceutical Company Limited

10 234567 △△部○○課
＿＿ Div., ＿＿ Dept.

健保　　太郎
Taro Kempo

勤務先/Office 999(9999)9999XXXX XX XX

Hanako
健保　　花子

Kempo
妻
Wifu

XXXX XX XX

000-0000 ○○市△△区××町1-1
1-1, ＿＿ cho, ＿＿ ku, ＿＿＿＿＿

XXXX XX XX XXXX XX XX

例）12月交付の証は翌5月末が有効期限になります。
Ex.: Vaild through end of May if issued in December

記入例 
Example of completed form

記入不要 
Leave blank

外来で利用される場合は、下記の欄はご記入不要です。/ You do not need to fill out the following section for outpatient care.

 
記入不要 
Leave blank


