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Pl R PR R B B 4

W HHRE E-L 4
Managing Office Leader In charge
Director Manager
RLAREL
Leave blank
=3 S i =%
R EREAAT H nH %

Request for Issuance of Certificate of Application of Maximum Copayment Amount
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Planned dates of hospitalization (Y/M/D)
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Ex.: Valid through end of May if issued in December

[ AR E R A 58 ([RBNERIS SR HR)
AAANRFTRBTENTELEVADHS

HIZEFERFR (BE - BFEF) ZEA.

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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Notes:

*

the same in both cases.

*

filling it out.

Use this request for both outpatient and inpatient care. The limit amount authorization is

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

* 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.
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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.




