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Since there is a person who needs Long-term medical treatment in the same household, the amount of
money spent specially is as follows.
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Name of Long-term medical treatment Relationship
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Name of illness/injury
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Treatment start date / / (Year/Month/Day)
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If there are multiple Long-term medical treatment, please submit this form for each of them.
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Applicants for the first semester should fill in the data from Sep. of the previous year to Feb. of this
year, and applicants for the second semester should fill in the data from Mar. to Aug. of this year.
@6 MnHpOXMAR (HCAHE) 2 AL, BCABEOEWA X T0) LRRALTIZEN
Please fill in the self-pay amount for 6 months. Enter "0" for months with no out-of-pocket expenses.
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Please submit the following documents along with this form.
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A copy of the medical certificate with the name of the illness/injury entered in.
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If you cannot submit a copy of the medical certificate, please submit one of the following documents.
- [ RECRIRB ORBRERE] D= B —
Copy of Long-term Care Insurance certificate
- TR EWRSAGFRE] OT X TOmOa e —
Copy of all sides of Certification for outpatient psychiatric rehabilitation
- TRREBRIRER B OT X TOmOa e —
Copy of all sides of A grant-in-aid program for chronic diseases
- TReEERE (FREEH) ZMAEE] OFT X TORED A E—
Copy of all sides of Specific medical expense (designated intractable disease) recipient certificate
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Copy of Physically Disabled Person's Handbook
However, this is limited to cases where the name of the disability is listed, and long-term medical

treatment can be confirmed.
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A copy of the receipt showing the patient's name, date of payment, and breakdown of payment for

medical expenses paid by the patient.
Submit a copy of receipts, sorted by month of payment, and pasted onto Form 12.
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