Application Form for Medical Care Expenses [Example]
Health Insurance BEEBEIKEHFEER S X £ 1 A4 (v - xw ] Narr:i I(;fjtzlrlgess
Card Symbol Health Insurance { Date of lliness or Injury } f
BB RES O 7E 5% 5] Card Number O%EJ“X AL OB (EMiORE %% 7‘/7‘:1’%‘%?%)
|4
w1001 —213|4|5|6|cH X 12720 B
g IR (% Wi | OREXTRBORELVOZ Db
il S (@ DN HETEHMBRFELZESEZLTLV] Reasons for Non-eligibility
“ bf ﬁf’ ‘:;i hvia @R - | 2 EBE iﬁﬁﬁﬁﬁ‘;?{?' HLMADGE (in detal)
| > - ; in katak e 3.+ N z; —
» K4 | Insured name(virltten in katakana) | . L 7ol O¥a\?’%f .« B %i%ﬁémﬁm
w4 e 118 2084 | v [1 ¥BE 2 BEETATHECD) 2ol
- z Relationship | z
% | Birth Date | | Gender:; Male/FemaIei w3 3‘% H % % R X 5
£ H H H - G2 A A~%E . 4 H H H ;o - Mk e
54 L. iy 2.VU~F 3. SHIpEWERE 4 AU i I
5. JERE 6. SHHELSPEIREAE 7. T Ol ( ) et + V% - ThE - BEpE
1 g
s | ® B B I
1Y 2%wH 3020 &9 5 I | GRS
) A
fit | | 1Y LR = H
EETe 3 % = SN R |
3 = e 5 e % = m
(P | IR _ SRR TN
“ | RS 2 WARAE 3 BB h . -
" £ % B 4km £T % = m| A - 0
‘ BB 4k LS = | gz g e Li-si
SEfT RS EHA AR (RlE 3G i H4y) X = M
# H il s M
JHaft F
kO H 1234567891011121314151617 1819 2021222324 252627 28293031
HHO
o | RO LBV AT, ZORBEFNLE L, | ey L HETFTATAERS 2. A P e
kﬁ wf A £ FTE
ik o o P
| o R4,
il | o S [P, o
M| REROBRRICELZEMICEL T, FREOXMEFHLET, Applicant's Address
I 4Fn X 4 1 A 31 B Date of Application | T355—-0028 —1__(including zip code)
[i# wirbE = Fr BERERLTR S HET 2-5-5
Ny v RS IEERE & (GERHE)
il [ Typeof Account | [ Applicants Name [~~% 4 Hwia BE E3E 0493-22-0890
| KRS FHA O SeHE R4 @@ AIE
i IO & 2 2 sirxe (D wE 2. M EYF4 N NITN )
i | 3. EERES 4 M M B | 3. wE 4 BIE = ).% o/ A— R .
i) [ Name of Financial Institution | 2t HisRAT
e | EEEE NN EENEEN B
m | I E Ao K 4 & il R PR EETT LD
;% OO0 OO0 \|HBEEBHMPEAAI-2-3| 4f1 X 12 A 2B\g ﬂEa'?iEa:‘E\ REA

Name of Account Holder(written in katakana) = Name of Financial Institution

<EAI iz o TOEFHI>

© BB £ AL E LTI LTS &0,

- CEAN (CHATERD 3550 TIN5, MR mE ~RA R LT a0,
TN (3, BRREA RO DA RA LT S0,
TR 1k, FEEOFALRMT 554, RAOBERD D EA, =7 Lo HiI L0 RS MEEORAZ IR L, %R S < e
WIRNOBA, MERAEEIAR AL (MERER) ICRALTI RS,

RO >AN — FHI — HRERRAE  CRERMFOSI AL, TBE IHFRRIAHLA R L T < S 1)
SOYB A LRI OBICIT, TS L7 R OB (RA) EXFIEH LT S0,

<ZOMBTEE 4T 258) >
OERiOFEZE (FA) It 0 5 7

The personal information you provide is gathered to help Y e e

Law and relevant notifications. Underno circumstances will thls personal information be provided to a third party or used for any purpose other than those stated above.

In certain cases, we may contact you to seek clarification of details you have provided, or, if necessary, ask you to provide additional supporting documentation. Please address
all inquiries concerning the handling of personal information, requests for disclosure of personal information, and so forth to the Bosch Health Insurance Society General Affairs
Section (telephone: 0493-22-0890).

*To find out more about how we handle personal information, please refer to the “Privacy Policy” on our website.
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