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(This form not to be used for child care lump—sum grant or funeral expense claims)
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Beneficiary’ s name
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Claimed amount(in local currency) Type  Out patient
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Hospitalization
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Type of illness (See ”Table of International Classification of Disease”) or inoculation
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Amount of room charge included in total cost
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If the patient is a dependent, fill this section items
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Name of patient Date of birth (Relationship)
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Name of hospital and / or attending physician
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Note 1. Original hospital receipt must be attached.
E2. BN OLEIE, fEIGE (KUY T V) OMIZEERIAFEA L TR M E EXEREN2) 20T UL TTREN,

Note 2. For dental treatment, both attending dentist’s statement (Form : Kenpo Kaigai 2) and original receipt must be attached.

Gk A £ 7 SEA AT P N H I ) - ) s N
B T [ e o e it onmmisson e vy | ZAEgfy | | entrust recelpt ofbenelts o the emplover:
= A H # H H
Agreement Date Release Date
BE KA ORI K4
Name of patient Beneficiary’ s name
FERR R RAL A A Do not write in the section below
| —mrgmla—r: 3 S e
T WA ! AL TN TR (K- 5)
M| |zl ( )
LES S M| | e
XA TS poe T -
LRI o I M| [agsmd | fopr | o & | pegdr|
!
i H
= i M
EH LNl 1021-1022-2021-2022 Lia)

[EfE] T105-0014 FRFHEXZ 2—4—3
=#UF JRITRERBRME XEBHE _H5%

[(fTAA—] JBA (7872-50) =2 UF J SMTRRMREGAS EEH 5

3FE11A K



