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National Health Insurance

Application for Certification of Specified Diseases

EREBEARRFEERPNIDCHFS

F )= H (year/month/day)

To the Mayor of Toyota City 2@Am & #

Applicant ®B#E &

Address {XFF

Name K%

My Number B AEE

Phone number EBEF&ES&
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3. Acquired Immunodeficiency Syndrome (AIDS) receiving
antiretroviral therapy
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