AR 7 50 4
N

ational Health Insurance

Application for Certificate of Eligibility for

High-Cost Medical Care Copayment Limit
Reduced Inpatient Meal Expenses

3
o

PR JEE A5 1] ) )
[ R R R A AR W
REJ8 0 ) - R v B R AR
Insured person code / number
HIRBRER S - &5
Add
Head of ﬁzﬁﬁ_ress
household -
e Name Date of birth
K4 AEA R
Person Name My Number
requiring the |K4 A AE S
Certificate RELP to the h hold Date of birth
I 0 FH AR 0 the householder
P HEAE 3 & el At A R
hgzgi-ttaeiirzn;tion Applicable %% - Injury caused by a third party (e.g., traffic accident) Yes 7 - No it
Eﬁ}%\ﬁf‘ﬁ Not applicable 3£3%:4 RIBFEHEDH =FHAT 5

Complete the section below only if long-term

hospitalization applies.

Total number of hospitalization days

ZImb FiE, RMABGRYE OHLTAL T EE, ABE HEEEE ( days H [#])
Hospitalization period during the 12 months prior |From e H H (v/M/D)D> 5
to the application date __ days HIH
D Hi5h A ORi LAER O ARSI (A% to i A H (yM/D)E T
Medical institution where the person requiring Name & #r
the Certificate was hospitalized
ABie% U7 (R BRI SR b R % Address FIT{EH
2 | H 25
5 H ORI LR O AR (H#) H [
©) i H H £T
RBEA U RIRE R I
FITAE H1
i H H b
H&E H O/RT 1 EMOABE (B0 H fH]
3 i H H ET
ABiE LT RIR R 4T
FITAE H
i H H b
H&E H O/T 1 EMOABE (B0 H fH]
@ £ J] H ET
B LT (R P S 5 “ Tk
FITAE H

The undersigned hereby applies for the issuance of the certificate and submits the required documents as stated above.
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