[Form 6]

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. HIFEKFIZHVT 6 3 AN EICh 2 REBFOE UIRBELELRBOONIENPHNETT,
Please read instructions on reverse side before completing this form. ERiZ2R L CRABEWET,

(Year) /(Month) /(Day)

Certificate of Medical Long-Term Care Expenses
REBEEE NGRS
[TO BE COMPLETED BY STUDENT] 458 A4
Affiliation iT/E | Kyoto University U2
Faculty/Graduate school %3 - ffF70Ft Student No. “#/E%& = Name K4 (Applicant HIFE#)

This is to certify that the expenses below were incurred by the following care recipient for the stated period below. | will use this
form relating to my request for (*Admission fee Exemption + Admission fee Deferment - Tuition Exemption).
(* AFRHSRBER - ARSI T - RIERRER) OHFEICRLIER L LT, UTOFEHIIOWTGEHEZBBE VW LET,

[TO BE COMPLETED BY PHYSICIAN] 2%k B 50 AHH
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. 2R TIEHARN WSS, EHO [ CIEANZ T bR
BZHONT] 2L TLEIN,

Name of Care Recipient Name of illness, etc
) K4 I 40 55
+ Date of the first medical care/treatment #12 H
(Year 4F) /(Month J) /(Day H) * National Health Insurance [Ef{&
Con\é&élr?g((:jence + Expected date of the last medical care/treatment # 3 # 7 ¥ H Ty?gsﬂfral;l]gglth Social Insurance &R
377 2 19 [ * (. (Year 4) /(Month 1) /(Day H) (R D FR Elderly Healthcare Programs # Af{Rfd
LSS -Unsure  (but sure that a convalescence period of 6 months : 7 | Others Zofth ( )
or longer will be needed) R7E(65 J1 L o2 BEL T %)
Statement of Medical Care Expenses 4% 20 58 A4
®
@) Nursing Care @
Hospital Outpatient Service Others Amount of Reimbursement
Expenses Treatment (Self-paid) Z O (High-cost Medical Care Benefit, etc.)
A B oy | Sk | Y —E R MHES N &8 (RERERS)
Category (B a#H) D;Lfelrsi\%:es
i ill i H
E Space for Applicant to fill in =5 | AR
Y If the applicant himself/herself fills in these sections(D~ Soen ot Elvilefen :icltfig:ié%mg?:trzltlg OlE ®+®_+@®+@
@), be sure to submit relevant receipts (or copies of the tpf_” : Y bmit rele. ure
same). oj/\l\ in . submit re e\_/ant notice(s),
KANTBAT BHE . D~@T I E D A 78 28 2 AR BIRC A | etc. (or copies of the same).
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Total #f

Y The monetary unit of this form is the Japanese yen. H{7 : [
sc DO NOT include hospital meal expenses, private room charges in hospitals and/or medical certificate fees, if any. &45/% - ([H==EL - B EEHIBRW CRRAFWE S,

|

(VERIFICATION BY PHYSICIAN)
FEERICAR DIEBEICOWTHFAWEZ L X7,
gk, e A H ZREEBEA
* T
=R 4 % FfJ

<Notes {EE FIH> 1. Please circle applicable items in the section marked with an asterisk (*) 22\ TIE, ST HHEHBICOZ DT T EEW,
2. Make as many photocopies of this sheet as needed. A MMAEEA M E 2 LHAIL, FHIE— LTI,




