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| claim the benefits in this case as described above.

In the case of an insured person in employment, the recipient of the Benefit shall be entrusted to the employer. ()
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(*)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)
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*Please fill out this claim form and submit it with the following documents.

(1)Receipt with details of treatment (original) 3Cash register receipts will not be accepted.

(2)At the time of the initial application and every 6 months if treatment is continued Doctor's consent form (original) * Re-consent cannot be obtained verbally.

However, in the case of a doctor's consent form stating that correction of structural deformities surgery is required, it must be submitted every month.

(3)A copy of the treatment report if it was issued by the practitioner

(4)If more than one year has passed since the date of first medical care and the number of treatments is 16 or more in a month, please fill out the "Reason for continuing treatment/condition entry form"

[Submission destination] 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 A

ociation
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