Email submissions not accepted.

Example of entry

Health Insurance  Insured person

Dependents Claim for Medical Expenses (For therapeutic devices)
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To the Chairman of the AIG Health Insurance Association

Insurance
Code - Number 99 _99999 Name of insured
BE KX
person
Global ID 1234567
Company O AO ﬁﬁ%*i Date of birth OO%(Y) OOAM) OOH(D)
Name of injury or o Date injury or
liness ) VN E finess frs OO%(Y) OOAM) OOH(D)
) _ R Was it caused by Yes -( No
Cause ofillness or $L7§‘A/ G)ﬂﬁ& the actions of a
Injury third party’> XIf yes, please contact AIG Health Insurance Association in
’ advance.
Name of therapeutic . Cost of
devices, etc ﬁﬁx U - j ;23::55“2; 15,000 mM(yen)
Name of
etution OO#kz o0 —E
Medical institution and doctor —
Address and T999—0000 TEL 03_9999_9999
Telephone
number HRER#AOORXOOOH2—2—-2
Name (When the . Date of birth(When
target person is a fEfR ¥ the target person is OO%(Y) OOA(MM) OOH(D)
dependent.) Relationship with the insured ( 2 ) a dependent.)
| claim the benefits in this case as described above. Date OO#%(Y) OOAM) OOHR(D)

In the case of an insured person in employment, the recipient of the Benefit shall be entrusted to the employer. (3%)

T 999-0000
Address of the insured ﬁﬁ%ﬂoo IZOOO ETZ —2—2

Full name of the insured 1@1% j&Er‘

(*)The deadline for this application is the 15th of every month. It will be paid together with the next month's salary.
(In the case of voluntary and continuously insured persons, transfer to the registered account on the 20th of the following month)

*Please fill out this claim form and submit it with the following documents.
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[For therapeutic devices]
@ Physician's certificate, instructions
@ Receipt(original)
X|If the breakdown and details are not stated in the receipts, please attach the statement (breakdown).
@ For shoe-type therapeutic devices, please attach a photograph.

X The following four shots must be taken
Front, back (opposite side of front), side (right or left), and logo, size, part number(if any), etc.

[For therapeutic eye glasses]

(@ Copy of written instructions, issued by an insurance physician
(2 Patient's test result

@ Receipt(original)

If @ contains test results, @ does not need to be submitted.

Notice

Cash register receipts will not be accepted. Acceptance stampg
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Please submit to the Human Resource Partners (Labor & Social Security Attorneys Office)
Address: 19th floor, IMP Building, 1-3-7 Shiromi, Chuo-ku, Osaka-shi, 540-6319 Japan
Team for AIG , Human Resource Partners (Labor & Social Security Attorneys Office)

*If you are a voluntary and continuously insured persons, please send the claim form directly to AIG Health Insurance Association.
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