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Application Form for Transportation Expenses (Insured Person, Dependent)
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To be filled out by insured person (claimant)
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Proxy receipt
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I hereby authorize my employer to receive the benefits covered by this claim as my proxy and

consent to receive them together with my salary.

(This section does not need to be filled out if you are a Voluntarily and Continuously Insured Person.)
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Name of insured person
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Submit this claim with the receipt (original) attached after first submitting the Application Form for Approval of
Transportation.
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Takeda Health Insurance Society
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