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Health insurance card lost or damaged
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1. If you are a Takeda Pharmaceutical Company Limited employee or Voluntarily and Continuously

Insured Person, send this form to the Health Insurance Society with a self-addressed return

envelope enclosed

2. If you are an employee of an employer other than Takeda Pharmaceutical Company Limited,

submit this form to the section of your company in charge of health insurance administration

3. If applying due to damage, attach the damaged health insurance card(s) or Eligibility Verification Certificate (s
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