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Health Insurance
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Use this application form in the following circumstances:

When you received medical treatment at an overseas medical institution while posted abroad and paid the
full bill in the local currency with expectation of reimbursement

PLEASE NOTE:
The health insurance association will not make a direct overseas payment, and will instead pay you through
your employer (office). Submit this form to your employer (office). (Note that this does not apply to voluntarily
and continuously insured persons and special-case retired insured persons.)
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About benefit remittance
[Employees]
Benefits will be remitted to the company based on the power of attorney — Sign the power of attorney field
[Voluntarily and continuously insured persons and special-case retired insured persons]
Benefits will be remitted to the account notified to Hitachi Health Insurance Society.
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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.
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4 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.
@ Prepare a new form for each month treatment was received, each treatment subject, and each
instance of outpatient and inpatient treatment.
) Enter the submission date.
@ If the prosthetic device is required due to an injury, describe in detail the circumstances under
which the injury occurred.
®) Enter the address and name of the medical institution.
® Circle [H]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.
@ Tick (v') the item that applies.
Enter the period during which the person received medical care. As the number of days, enter the number
of days medical care was received.
© Enter the amount on the receipt.
Tick (v') the item that applies (if none apply, tick [Z M {th]Other and write the specifics in the space provided)
@ Because benefits will be paid via the employer, you must fill in this section.
For voluntarily and continuously insured persons and special-case retired insured persons, you can
leave this space blank because payment will be made to the bank account on record with the
health insurance association.

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

(@ The receipt issued by the medical institution or other treatment provider (Original)

(@ Medical Consultation Details (Statement) (For dental) (Medical Insurance Form K-012) (Original)
Or Medical Consultation Details (Statement) (Medical Insurance Form K-013) (Original)

(@ Overseas Medical Care Expenses (Japanese translation) (Medical Insurance Form K-014)

@ A passport copy that clearly shows the period of travel (including the name page and the pages on
which the arrival and departure stamps can be verified)
Alternatively, a copy of documentation such as an airline ticket that proves the fact that the
subject traveled abroad

Note: This evidence is not needed when travelling for business (this applies to overseas assignees,
accompanying family members, and overseas business travelers).

®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.



