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OUT OF THE WORKMEN'S ACCIDENT COMPENSATION INSURANCE
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When a worker has been injured or contracted a disease due to an employment-related
cause or on commuting and needs medical treatment, the medical compensation benefit (in

the case of industrial accident) or the medical benefit ( in the case of commuting accident) is

granted. (These two benefits are referred to as medical (compensation) benefits.)

\ 7

Medical (compensation) benefits consist of the "medical treatment benefit” and the "payment of medical

treatment expenses”.

C // Content of Benefits // )

@ The "medical treatment benefit" is a scheme to grant the medical treatment in kind at the Workmen's

Insurance hospitals, designated hospitals, clinics and pharmacy (to be referred to as the "designated
hospital, etc. ").

@ The "payment of medical treatment expenses” is a scheme to grant the payment of expenses spent
for the medical treatment which a worker received at a hospital, clinic or pharmacy other than the
designated hospital, etc. for the reason that there is no designated hospital, etc. in his/her
neighburhood.

@ The range and period of medical treatment as the benefit is the same for the two schemes.

The medical (compensation) benefit includes expenses which are usually required for medical treat-
ment, such as medical care, nursing, transportation, etc. and is granted until the injury or disease

has healed or cured.

What is "Has Healed or Cured"?

The medical (compensation) benefit is granted until the injury has healed or the disease has cured.
However, the "has healed or cured” means the fact that the symptoms of the injury or disease have
settled and no further effects can be expected from continuation of the generally accepted medical
treatment. This is referred to as the "fixation of symptoms". Therefore, the "heal or cure” does not

necessarily mean the recovery to the original physical conditions.
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@ To make the application for medical treatment benefit Please submit the Application for Benefit of
Medical Treatment as a Medical Compensation Benefit (Form No.5) or the Application for Benefit
of Medical Treatment as a Medical Benefit (Form NQ.16-3) to the Director of Labour Standards
Inspection Office having jurisdiction over the area through the designated hospital, etc. at which
the worker is receiving the medical treatment.

@ To make the application for payment of medical treatment expenses
Please submit the Application for Payment of Medical Treatment Expenses as a Medical Compen-
sation Benefit (Form No.7) or the Application for Payment of Medical Treatment expenses as a
Medical Benefit (Form No,16-5) to the Director of Labour standards Inspection Office having
jurisdiction over the area.

@ To change the designated hospital, etc.

When the worker who has been receiving medical treatment benefit at the designated hospital, etc.
wishes to change the designated hospital, etc. to other designated hospital, etc. for the reason of
returning to his/her home town, or other reasons, please submit the "Notice of (Change of) Desig-
nated Hospital, etc. at which the Benefit of Medical Treatment as a Medical Compensation Benefit
is to be Received”

(Form No.6) or the "Notice of (Change of) Designated Hospital, etc. at Which the Benefit of Medi-
cal Treatment as a Medical Benefit is to be Received” (Form NO.16-4) to the Director of Labour
Standards Inspection Office having jurisdiction over the area through the designated hospital, etc.
to which he/she has changed for the medical treatment.
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OUT OF THE WORKMEN'S ACCIDENT COMPENSATION INSURANCE

Time Limitation concerning the Claim

There is no problem of the time limitation for the medical treatment benefit as it is granted in kind.
However, as the right of claim for payment of medical treatment expenses disappears by limit of
action when two years have passed from the date on which the payment of expenses has been con-

firmed, you are advised to pay special attention to this.
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Example of How to Fill in the Application
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OUT OF THE WORKMEN'S ACCIDENT COMPENSATION INSURANCE

----- » 1. This form is the " Application for Benefit of Medical Treatment as a Medical compensation Benefit".

----- » 2. For the commuting accident, please claim with [#k385 16 5 ¢ 3 |(Form No.16-3)

----- » 3. Please enter the labar insurance number. Please confirm the number with the employer.

----- » 4. This 1s the column for the sex of the worker suffered from the accident. Please enter [1] for
men and [3] for women. ,

----- » 5. Please enter the date of birth of the worker suffered from the accident. (The year in accordance
with the japanese calendar.)

----- » 6. Please enter the date when the worker was injured or started showing the symptoms of the
disease. (The year in accordance with the Japanese calendar.)

----- » 7. Please enter the name of the worker suffered from the accident.

----- » 8. Please enter how to read the worker's name in Japanese Katakana. (Please pronounce clearly
the name to someone who can understand it and ask him/her to enter it.)

----- » 9. Please enter the age of the worker suffered from the accident.

----- » 10. Please enter the address of the worker suffered from the accident.

----- » 1 1. Please enter the kind of job as specifically as possible in order to give a good explanation of the
content of the work.

----- » |2. Please enter precisely the time when the worker was injured or started showing the symp-
toms of the disease.

----- » 13. Please enter the name of job of the person (other than the worker suffered from the accident
who confirmed the fact of the occurrence of the accident.

----- » 14. Please enter the name of the person (other than the worker suffered from the accident) who
confirmed the fact of the occurrence of the accident.

----- » 15. Please enter a distinct explanation of where the accident occurred; in what work the worker
was engaged when it occurred;by what thing, or in what circumstance or condition and how
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the accident occurred.

A-Q&@ ----- » 16&17. Column 16 is one to enter the name, location, etc. of the hospital and Column 17 is one
to enter the part of body and the condition of injury or disease. But these Columns 16 and 17
are filled in by the hospital.

A-GD -.... » 18-20. These columns are ones for the employer to certify when and how the worker suffered from the

accident. The certification is made for the employer to enter the name of the workplace in Column
18, the location of the workplace in Column 19 and the name of the employer in Column 20,

----- » 21. Please enter in the case where the workplace to which the worker directly belongs is the

branch office, plant or construction site which adopts the blanket coverage.

----- » 22. Please enter the Labour Standards Inspection Office having jurisdiction over the workplace

to which the worker directly belongs.

----- » 23. Please enter the date of submission of the application.

----- » 24. Please enter the postal code for the address of the claimant.

----- » 25. Please enter the telephone number for the claimant.

----- » 26. Please enter the name of the hospital.

----- » 27. Please enter the address of the claimant.

----- » 28. Please enter the name of the claimant.

----- » 29. This is the column for sealing but signature wil also suffice.

----- » @ Please do not fill in the column with an asterisk (*).

----- » @ Please consult with the Labour Standards Inspection Office or the employer for any matters

which you cannnot understand for filling in this form.
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OUT OF THE WORKMEN'S ACCIDENT COMPENSATION INSURANCE

B-@ - » 1. This form is the "Matters concerning Commuting Accident” which is the reverse page of the
"Application for Benefit of Medical Treatment as a Medical Benefit". There is not the same
columnin [#3% 5% |(Form No.5) "Application for Benefit of Medical Treatment as
Medical Compensation Benefit" on the previous page.

0o - » 2. Please enter the time when the worker was injured or started showing the symptoms of the dis-
ease.

B-©® - » 3. Please enter the place of occurrence of the accident.

B- @O  ---- » 4. Please enter the place of engagement in work on the date of occurrence of the accident.

B-@  ---- » 5. In the case when the accident occurred at the time of commuting to the workplace, please enter
the scheduled time of commencement of work. In case when the accident occurred at the time
of way back from the workplace, please enter the closing time for the workplace.

B-@ - » 6. Please enter the time at which the worker left his/her residence. However, it is not required

to enter if the accident occurred on the way back from the workplace.

B-@  ----- » 7. Please enter the time at which the worker left the workplace. However, it is not required to

enter if the accident occurred on the way from the residence to the workplace.

B-@ - » 8. Please illustrate the ordinary commuting route. Please enter clearly the place of occurrence
of the accident and the route and means the worker took on the date of occurrence of the
accident from the residence or the workplace to the place of occurrence of the accident.

----- » 9. Please enter the time normally required for commuting.

----- » 10. Please enter a distinct explanation of where the accident occurred; in what work the worker
was engaged when it occurred; by what thing, or in what circumstance or condition and how
the accident occurred.

B-®® ----- » 11-13. This is the column to enter the person, if any, who confirmed the occurrence of the

accident (other than the worker suffered from the accident). Please enter his/her address in
Column 11, name in Column 12 and telephone number in Column 13.
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Example of How to Fill in the Application
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OUT OF THIS WORKNMEN'S ACCIDENT COMPENSATION INSURANCE

----- » |. This form is the "Application for Payment of Medical Treatment Expenses as a medical Compensation Benefit™.
----- » 2. In the case of commuting accident, the claim should be made with [ ££X.55 16 5 5(1) J(Form No.16-5(1)).
----- » 3. The column to enter the labour insurance number. Please confirm the number with the employer.

----- » 4. Please enter the annuity certificate number when receiving the annuity by the Workmen's Accident Com-

oNoNoNe!

pensation Insurance.
----- » 5. This is the column to enter the sex of the worker suffered from the accident. Enter [1] for men and [3] for women.
----- » 6. Please enter the date of birth of the worker suffered from the accident. (The year in accordance with the
Japanese calendar.)

----- » 7. Please enter the date when the worker was injured or started showing the symptoms of the disease. (The

year in accordance with the Japanese calendar.)

----- » 3. Please enter the name of the worker suffered from the accident.

----- » 9. Please enter how to read the worker's name in Japanese katakana. (Please pronounce clearly the name to

someone who can understand it and ask him/her to enter it.)

----- » 0. Please enter the name of the worker suffered from the accident.

----- » | 1. Please enter the address of the worker suffered from the accident.

----- » 12-18. These are columns for reporting the new account at financial institution for payment or chaging the

account reported to other account. In Column 12, please circle [ # Bl ] for reporting the new account or
[4£ W | for changing the account. Please enter the name of the financial institution in Column 13:the
name of its branch in Column 14; and the name of holder of the account in Column 17 in Japanese
katakana. In Column is 18, type of account, please enter [ 1] for the ordinary deposit and [3] for current
account.

C- @ ----- » 19-21. These are columns for the employer to certify how and when the worker suffered from the accident.
The certification is made by the employer to enter the name of the establishment in Column 19; the address
of the employer in Column 20; and the name of the employer in column 21.

C-@D ----- » 22-28. These are columns to be filled in by medical doctor or dentist. The period of medical treatment is entered
in Column 22; part(s) of body injured or contracted disease and name of injury or disease in Column 23;
outline of progress of injury or disease in Column 24; and amount for medical treatment in Column 25.
Column 26 is filled in with the location of the hospital or clinic; Column 27 the name of the hospital or clinic;
and Column 28 the name of the person is charge of the trust expenses for medical treatment, etc.

C-®&P ----- » 29-31. These columns are entered when the expenses for nursing care was paid. Please enter the period of
nursing care in Column 29. In Column 30, if the person engaged in nursing care has the qualification of
nurse, please circle [ 4] .and if he/she has no qualification, please circle [ f | . Please enter the
amount which was paid as the nursing expense in Column 31.

C- @& .- » 32-35. There are columns to enter when the transportation expense was paid. Please enter the sectien for the
transportation in Column 32; the distance of one way or both ways in Column 33; number of transporta-
tion in Column 34; and the amount paid as the transportation expense in Column 35.

C- P& ----- » 36-37. These columns are used when any expenses other than those mentioned above were paid. Please enter

the number of bills or receipts which indicate the breakdown of the payment in Column 36 and the amount
in Column 37.

----- » 38. Please mention the reason why you have not received the medical treatment allowance.

----- » 39. Please enter the total amount of expenses required for medical treatment (total of Columns 25, 32, 35 and 37).

----- » 40). Please enter the Labour Standards Inspection Office which has jurisdiction over the workplace to which

the worker belongs directly.

----- » 41. Please enter the date of submission of the application.

----- » 42. Please enter the postal code for the address of the claimant.

----- » 43. Please enter the telephone number of the claimant.

----- » 44. Please enter the address of the claimant.

----- » 45. Please enter the name of the claimant.

----- » 46. This is the column for sealing but signature will also suffice.
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OUT OF THE WORKMEN'S ACCIDENT COMPENSATION INSURANCE
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When the Designated Hospital, Etc. 1s Changed
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OUT OF THE WORKMEN'S ACCIDENT COMPENSATION INSURANCE

w)

© ©® 6000 660 © 60000000 OO ©

o o

|

wllwiivlvlvEvilvwvi

w)

1

o o

wllwllwllw)

w)

w)

» 1. This is the form of "Notice of the (Change of) Designated Hospital, etc. at Which the Benefit
of Medical Treatment as a Medical Benefit is to be Received".

» 2. Please use [#%R.4 16 5 ? 4 J(Form NO.16 - 4) in the case of commuting accident.

» 3. Please enter the Labour Standards [nspection Office which has jurisdiction over the work-
place to which the worker directly belongs.

» 4. Please enter the date of submission of the Notice.

» 5. Please enter the hospital after change.

» 6. Please enter the postal code for the address of the claimant.

» 7. Please enter the address of the claimant.

» 8. Please enter the telephone number for the claimant.

» 9. Please enter the name of the claimant.

» 10. This if for sealing but signature will also suffice.

» | 1. The is the column for entering the labour insurance number. Please confirm the number with
the employer.

» 12. Please enter the annuity certificate number when the worker is receiving the annuity by the
Workmen's Accident Compensation [nsurance.

» 13. Please enter the name of the worker suffered from the accident.

» 14. Please circle the sex of the worker suffered from the accident.Circle [5 ] for men and
[ %z ] for women.

» 15. Please enter the date of birth of the worker suffered from the accident.

» 16. Please enter the age of the worker suffered from the accident.

» 17. Please enter the address of the worker suffered from the accident.

» 18. Please enter the kind of job as specifically as possible in order to give a good explanation of
the content of the work.

----- » 19. Please enter the date and time when the worker was injured or started showing the symp-

toms of the disease.

» 20. Please enter a distinct explanation of where the accident occurred; in what work the worker
was engaged when it occurred; by what thing, or in what circumstance or condition and how
the accident occurred.

» 21-23. These are columns for the employer to certify how and when the worker suffered from the
accident. The certification is made by the employer to enter the name of the establishment in
Column 21; the address of the employer in Column 22; and the name of the employer in Column 21.

» 24. Please enter the name of the designated hospital,etc. before change.

» 25. Please enter the location of the designated hospital, etc. before change.

» 26. Please enter the name of designated hospital, etc. after change.

» 27. Please enter the location of designated hospital, etc. after change.

» 28. Please enter the reason for change of the designated hospital etc.

» 29-30. Please enter the name of the designated hospital, etc. to receive the medical treatment
benefit after the start of receiving the injury of disease compensation annuity in Column 29
and the location of the hospital in Column 30.

» 31. Please enter the name of injury or disease.
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