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*If you wish to delegate receipt, please complete the authorization letter.
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Claim for Payment of Medical Care Costs for Insured Person or Dependent
(for therapeutic devices, therapeutic eye glasses, etc.)

M Documents for Attachment

[For Therapeutic Devices] [For Therapeutic Eye Glasses, etc.]

1. Physician's certificate, instructions, or written diagnosis (original copy) 1. Physician’s written instructions for creation of therapeutic eye glasses, etc.
2. Receipt (original copy) 2. Patient examination/test results

3. Written document confirming wearing of the device (photograph of the created device) 3. Receipt (original copy)

Date request received

Individual number (not required when entering the code and number from the insured person's card)
(stamp)

*If you entered your Individual number, please attach the following documents to confirm your Individual number and identity.

One of the following: (1) Copy of Individual number notification card, (2) Copy of certificate of residence listing Individual number, (3) Copy of Individual number card
(both sides)

+ When attaching (1) or (2) above, also attach one of the following: copy of driver’s license or copy of passport

Remarks

Mercari Health Insurance Association



