Example (Prosthetic Equipment)
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(1) Payment date and payment method
« If the form is received by the health insurance association by the 20th of the month,
payment will be made on the 15th of the following month.
(The payment date is moved forward if the 15th falls on a weekend or holiday.)
However, depending on the contents of the application, the health insurance association
might need more time to review it, delaying payment by one or more months.
(Some offices might set their own deadlines.)
« The available payment options are (1) Direct payment from the health insurance association
and (2) Payment via office with salary payment.
You can find out more by contacting the person in charge of health insurance in your ]
office (company).
(2) Notice of final amount
« You can verify the payment amount in the Notice of Medical Costs/Notice of Cash Benefit Decision.
This notice is available from MY HEALTH WEB on the Hitachi Health website.

Use this application form in the following circumstances:

When a person is fitted with a prosthetic device or other medical equipment by doctor’s order and the
full amount of the cost is paid in advance. (The doctor's written opinion must be provided.)

@ How to fill in the form (match the number to the example entry)
@ Tick (v') whether the application is for the insured person or a dependent.

@ Enter the submission date.

@ If the prosthetic device is required due to an injury, describe in detail the circumstances under
which the injury occurred.

@ Tick (v) [AEREEREZ D EE]Wearing of prosthetic device.

® Enter the address and name of the medical institution and the name of physician.

® Enter the period during which the person received medical care. As the number of days, enter the number
of days medical care was received.

@ If the medical care required hospitalization, enter the time period during which the person was hospitalized.

Enter the amount on the receipt.

© Enter the date on the receipt.

Tick (v') the item that applies (if none apply, tick [Z®#th]Other and write the specifics in the space provided)

@ Tick (v) (AR LEVELEEZDEREEINERBE THRIZRMNZITEN AL Vz8H]Because the

maker of the prosthetic device or other item required for treatment is not a medical institution and
does not accept insurance.

®

Circle [A]Yes if the injury is due to the act of a third party, such as a traffic accident.
In this case, let the health insurance association know as soon as possible.

@

If your office (company) passes on benefits when paying salary, enter your information here.
Check with the health insurance representative at your office (company) in regard to whether a letter of
power of attorney is needed.

Note: When correcting the information you entered, draw a double line through the information to be corrected
and enter the correct information and the name of the insured person.

@®Required Attachments

@ A receipt (original) explaining the nature of the device in detail.

@ A written opinion by a doctor explaining why the prosthetic device is needed to treat the injury or illness
(using form K-007 designated by the insurance provider) (Original).
Alternatively, attach a doctor’s certificate (original) issued by the medical institution clarifying the
need for the device.

@ If the device is orthotic footwear, submit a photograph of the footwear itself (it must be a photograph

of the device the patient actually wears).

@Address for Submission
To minimize the chance of documents being lost, we recommend that you use registered mail or similar means.
@ For the general insured (employee): Submit to the person in charge of health insurance in your office (company).

@ For voluntarily and continuously insured persons and special-case retired insured persons:
Submit to the health insurance association.
(The address for submission is listed under “Address of Insurer” on the insurance card.)

@ Submission Deadline
The request must be submitted (and received by the health insurance association) within two years of the bill being paid.



