[Form 3]
This form is to be used by the applicant or his/her spouse or other family member(s) living in Japan with whom the applicant shares the same livelihood
that, at the time of application, is in the midst of a convalescence period of six months or longer or requires a convalescence period of six months or

longer. HERIZHEWLT 6 AU EIChEZRBBHRDOENIRFLLELBOOWLIENHRTY,
Please read instructions on reverse side before completing this form. BEZEBLTEARBLET,
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Certificate of Medical Long-Term Care Expenses
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Affiliation FFfJ& l Kyoto University FHREE
Faculty/Graduate school 3 - WF Student No. &S Name K% (Applicant HiFH#)

This is to certify that the expenses below were incurred by the following care recipient for the stated period below. I will use this
form relating to my request for (*Exemption of Admissions * Deferment of Admissions + Exemption of Tuition Fees).
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[TO BE COMPLETED BY PHYSICIAN] Z##HBE5C A
NOTE: If the applicant is unable to have this form completed by medical institutions, etc.. please refer to the column [For those unable to have
this form completed by medical institutions, etc.] on reverse side. ZHEBETIHA RN IVMES L. EEO[EEREATIHRANZTohENGS
[SOLWTIEBBLTESL,
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Yr The monetary unit of this form is the Japanese yen. H{7 : [1] )
¥ DO NOT include hospital meal expenses, medical certificate fees and/or private room charges in hospitals, if any. fe34 - f52E] - SWFREHIBRW CEABEWET,
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<Notes ;EZZEIE > 1. Please circle applicable items in the section marked with an asterisk (*) * [ZDWTIE, HATHEBICOEDIFTEEL.
2. Make as many photocopies of this sheet as needed. FRMAEBRBEDIFE L, HFBHIE—L TS,




Instructions for Completing Certificate of Medical Long-Term Care Expenses [Form 3]
REIBEBESXHIKRGIAE (R 3) ORAER

If an applicant or his/her spouse or other family member(s) living in Japan with whom the applicant shares the same livelihood is in the midst of
a convalescence period of six months or longer or requires a convalescence period of six months or longer at the time of application, please have
this form completed by medical institutions, etc. and submit it to Kyoto University. Such form is regarded as a doctor’s certificate, and it is
unnecessary to submit a medical certificate from a doctor. If there are any items such as the amount of reimbursement which medical institutions
do not certify, attach applicable certificates or receipts listed in the below section of “For those unable to have this form completed by medical
institutions, etc.”

WHEMSRETE A BLUEICh/A2MRBRPOEXIHEELELAHOSNIEN NS EE. AR - BRFOZREMICEVHETRRERISEALTE
BL, SEBEZH TSV, 728, SRAEZ 58T, BREOREEFETYT. f-£L, #RShISEE. BREMACIHATELVEMA — 85515
&lE. FTREO[ZHEREETHEANZTOMANESIC ’DL"C]CD‘J'B& LY HBBERBISHERLTIEEL,

[ For those unable to have this form completed by medical institutions, etc. ]

The applicant must complete this form and submit it with all the following certificates and receipts.

(O Medical certificate from a doctor (of recent date, stating that a convalescence period of 6 months or longer is required )

(O Receipts issued within the last 12 months (Please attach them onto Form 10 “Pasting Sheet for Receipts, Etc.” on a monthly

basis. Include only receipts for the stated illness on the reverse side.) (or copies of the same)
(O Certificate of reimbursement (stating the amount of reimbursement), if the care recipient has received insurance money or
|| reimbursement of high-cost medical care expenses, etc. (or copies of the same)
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© The following expenses/costs , which should be entered in Column (Dthrough @), shall be covered: &.000
a. Medical care / treatment costs paid to physicians or dentists 2.000
b. Expenses incurred for hospitalization at hospitals and clinics 3,000
¢. Expenses for treatment by massage professionals, acupuncturists, moxa-cauterizers, judo therapists, etc. 2,000
d. Payments to nursing care workers (including charge for board) 1,800
e. Costs of pharmaceutical products used for treatment or convalesce under the instruction of physicians, etc. 1
f. Transportation costs for travel to hospitals and clinics (only those that are deemed absolutely necessary) p
g. Out-of-pocket nursing care service costs incurred by those who have been recognized as requiring 284000
nursing care / assistance under the Public Nursing Care Insurance Law
¥ Board charges, medical certificate fees, and private room charges in hospitals are nondeductible.
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