HRIVEE12S (8520%R9R)  Form 12 (Article 20)

Application Form for Medical Support for Self-reliance
(Child with disability/ Person with disability) (New/ Reapproval/ Change) =1

Katakana AFYD NILD Date of birth
Name Kanazawa Haruko OO(Year) OO (Month) OO (Day)
1<
Q
g Address 1-1-1 Hirosaka, Kanazawa Tel 076—123—4567
Individual Number| 123456789012
Katakana
f,f Relation to
= | Guardian's name the patient
@
g5
= Guardian’s Tel
= address *2 ( w Write the insurer's name
&C) Write the medical insurance J and number of the health
= Guardian's Lcertificate code/No. J insurance certificate.
Individual Number
ient — | ’ - | :
. Patient’s health 123 4567 nsurers Kanazawa City nsurer's 170027
insurance code/No. name No.
‘2 | d , Relation
3 nsuriagqeerson s to the Address 1-1-1 Hirosaka, Kanazawa
% patient
E Name Individual Number Name Individual Number
7 Kanazawa Ichiro 741852963074 ~__
2 | Persons covered Write the names and Individual W
E by the same Numbers of all persons covered by
= insurance Taro 963852741096 the same insurance as the patient.
@
e
g

OOO Hospital

Medical institutions

Kcertificate grade, etc.

Income category Welfare « Low 1 - Low 2 - Middle 1 - Middle 2 - Higher than the standard Se"efe and Yes + No
*3 ongoing *3
PhyS|c.a.I disability n Prefecture » Kanazawa City Grade:
certificate *4 N
Medical institution’s name Write the physical disability Address/ Tel

J/

O—0O—O0 sainen, Kanazawa

specified for medical
support for the disabled | AAA Pharmacy

A—A—A Sainen, Kanazawa

(including pharmacies
and home-visit nursing
services)

institutions you use.

-

Write the names of the medical institutions you visit and
the pharmacies you go to for prescriptions. Write all the

J

| hereby apply for medical support for self-reliance.

Applicants name  Kanazawa Haruko

OO (Year) < (Month) < (Day)

(Addressee)

Manager, Kanazawa City Social Welfare Office

*1: Circle the appropriate category (Child with disability or Person with disability) and application type (New, Reapproval or Change (change of self-pay maximum

or medical institutions)).
*2: Write the address if it is different from the patient’s address.

*3: Refer to the check sheet and circle the appropriate category.
*4: If you have a physical disability certificate, write the details.

------------------------------------------------ Do not fill in the items below.
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