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Application Form for Approval of Transportation Expenses (Insured Person,@
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___ Pharmaceutical Company Limited
Insured person code and no. Employer name
123 — 4567 1 B/Section Div.  Dept. | TEL 999—9999

BEHDITEHIZEL D DT
XV DEE ., BEE =ZFHITHIC X

FEE i =Ry A Qi
R IAGOFA A 5 " g |pERESLETT) Bz
Date of sickness/injury o ) Is the sickness/injury due to the
(Y/M/D) oo/l oo ! O actions of a third party? @ Y

(If “Y,” a Notification of Injury or
Sickness due to a Third-party Act must
be submitted separately.)
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Cause of sickness/injury Unknown
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DI Because urgent surgery is necessary.
If unable to apply for
approval in advance for
unavoidable reasons,
explain why.
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To be filled out by insured person (claimant)

BRENHHEE BT 5 R H 4 A H
LDOThDEXITITED Date of birth (Y/M/D) 00/ o ! o
Eiwd
Name of dependent if Hanako Kempo =R L O
person transported is a Relationship to claimant Mother
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Sickness/injury name | Stomach ulcer, abdominal varicose veins | Date of transport (Y/M/D) oo /! o [/ o)
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Reason transportation While the patient was recovering from surgery for a stomach uleer, she developed abdominal varicose veins that
p
g is necessary required urgent surgery. Since we lacked the necessary facilities, it was necessary to transport her to Hospital.
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K443 L UHI/Name and s Obtain the certification of the doctor who authorized
the need for transportation.
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To: Chairman of the Board, Takeda Health Ir] submitted.
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I hereby request approval for transportaMe.
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Date (YYM/D): 00O/ O/ O
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Insured person’s address  1-1 -cho,  -ku,
K4
Name Taro Kempo

Takeda Health Insurance Society
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If the transportation took place before this form was submitted for pressing medical reasons, submit this application form
immediately thereafter.





