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To: Takeda Health Insurance Society
Mail: Dl.kenpo_qga@takeda.com
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Request for Issuance of Certificate of Application of Maximum Copayment Amount
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(Fill out this section if to be hospitalized.)

Planned dates of hospitalization (Y/M/D)
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Address to send the limit amount authorization (in principle to
be received at your office)

Only if unable to receive this at your office (e.g., if the
recipient is hospitalized), enter an address (such as your
home or family home) at the right to which you want the
limit amount authorization sent.
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Use this request for both outpatient and inpatient care. The limit amount authorization is
the same in both cases.

Send this request to the Health Insurance Society by in-house mail or postal mail after
filling it out.

The limit amount authorization will be valid from the first date of the month in which the
request was received. In principle, it will be issued the day after receipt of the request.

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.

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.

Promptly return the limit amount authorization if you no longer need it because you
were released from the hospital or for other reasons, regardless of expiration date.

If you are eligible to receive publicly funded medical care costs, complete the
necessary procedures and be sure to notify the Health Insurance Society.

4 % B /Period of validity Y - /A

7 (83 MLAL) « A (53 J7[MLAL 83 JTFIAI M) - 7 (28 J5MILAL 53 J7 A « = (28 T3 A
A (¥830,000 or more). B (¥530,000-¥829,999). C (¥280,000-¥529.999). D (less than ¥280.000) / \

A (ERBIERBAE) % [HERBEENTE ] 242 LT 6 VAT BRI 2422

1 \
[X. 43 /Category F (exempt from resident tax) *Requires prior registration by submitting tax exemption certificate. : . 1
1

70 5L E/ | 28 77 M LL L 50 75 AR /¥280,000-¥499,999 Hi% I 7~ 1 /Same income level as active workers I “ Date recelved 1

Aged 70 and \ /

above 53 LA 79 75 [ A /¥530,000-¥789,999 Hi 4% A 7 T /Same income level as active workers IT N (Y/M/D) ,
7z
N
A %E/Monthly amount TH thousand yen RS 7

RefH4E A H /Date (YM/D) sent

IREBEABELDERMHFRIFTEL R ETOT, <A TR LV AL EEN,

procedures.
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When you use a Myna health insurance card, you will be exempt from payment in excess of the maximum copayment amount under the High-Cost Medical Care Benefits system without any prior

We recommend using a Myna health insurance card. Using this card will eliminate the need to apply in advance for a Certificate of Application of Maximum Copayment Amount.




