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National Health Insurance
Application for High-Cost Medical Care Benefit
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Injury caused by a third party (e.g., traffic accident)
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Date of birth Name of medical institution Type of care Total medical expenses
Date of claim | Name of the insured person EAEA R BE SRR B 4 (Inpatient / N&a;’; TR
(year/month) | who received medical care My Number Address of medical institution | Outpatient) A% | Amount paid by the insured
FERAEA PEFR T T TR IR R4 HAEH [ A B 2 T T A A BRI A AR
Medical condition/Disease {554
=K IAavTER WetRBRE A [REE%E B3t
= M = =
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I hereby submit this application in accordance with the information provided above. Lo : kv H

Address fEFT

FELET,

Applicant (head of household) Mas# (it E)

Name K4

My Number MHAES

ERL

Phone number

Account for

deposit
2 O

[0 Use the Registered Public Fund Receiving Account
(If selected, bank account details do not need to be provided.)
Note: This option is available only to applicants who have registered a Public Fund Receiving Account through the Myna
Portal (My Number system).
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[0 Use the bank account specified below for direct deposit. Please complete the required bank account information.
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Bank account

details for

direct deposit
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Bank Branch Account type Account holder's name
code code fEH A TN
BB = — = — B 1. Futsu (savings) 2.Toza (checking) Furigana
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Name of . 1.5 (ffh) 2. 408 7V HF
financial fnem | Branch Account number [ % 5
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institution I e K4
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If a person other than the head of household will receive the payment, please complete the Power of Attorney section below.
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Power of Attorney Z/(it

F

H (year/month/day)

I hereby authorize the person named below to receive, on my behalf, payments related to National Health Insurance benefits.
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Head of the household (applicant) K4 (HE5H)

Representative's address {VE AT

Representative's name VB AK4

My Number {8 A% 5




