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1. For claims related to general treatment by a doctor, attending physician’s statement (copies not accepted) providing a breakdown of the treatment provided (names of drugs

administered, quantities, unit prices, and other details) and receipts (copies not accepted)

2. For claims related to medical prosthetic equipment, etc., a doctor’s written opinion (copies not accepted) indicating that the prosthetic equipment is necessary to treat the

sickness or injury and receipts (copies not accepted) for the prosthetic equipment

Takeda Health Insurance Society
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Because I became sick while traveling and did not have my health insurance card with me.
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* Describe in detail. In certain cases, benefits may not be available.

could not be received
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If the sickness/injury is due to the actions of a third party, describe
the facts of the matter and the name and address of the third party.
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attach:
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1. For claims related to general treatment by a doctor, attending physician’s statement (copies not accepted) providing a breakdown of the treatment provided (names of drugs
administered, quantities, unit prices, and other details) and receipts (copies not accepted)

2. For claims related to medical prosthetic equipment, etc., a doctor’s written opinion (copies not accepted) indicating that the prosthetic equipment is necessary to treat the

sickness or injury and receipts (copies not accepted) for the prosthetic equipment

Takeda Health Insurance Society



