Use this application form in the following circumstances:
When applying for issuance of a Maximum Copayment Certificate

# About the high-cost medical expenses benefit

K-601 ﬂ (P ) If the copayment amount paid at the reception desk of the hospital becomes high due to hospitalization, etc.,
there is a system that can reduce the copayment to the maximum amount of the copayment for high-
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Higashi-Ochanomizu Building, 2-29, Kanda Awaji-cho, Chiyoda-ku, Tokyo, 101-0063

To minimize the chance of documents being lost, we recommend that you use registered mail or
similar means.
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