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Application Form for Transportation Expenses (Insured Person,)

i A A
Date submitted (Y/M/D):< /< /©
BepRIRAC 7 - ST OX TR Pharmaceutical Company Limited
Insured person code and no. Employer name —
123 — 4567 At I /Section __Div, __Dept. | TEL 999—9999
et EFT | 7000-0000
DRA, Address [1-1-1_ -cho,  -ku,
Name of Taro Kempo o
o | insured 2| 999—9999—9999
% person Tel.
E| s 58 D ing sati - :
o= . . . . T R g satisfactorily follow
& |Sicknessfinjury Stomach ulcer, abdominal varicose veins Prognosis of ecovering gaslljrzgron y tollowing
}Fﬁ N name sickness/injury
@}
% @ B D) £ ADD
# o ) From (YM/D): OO/ O [ O
DAl R BRI S AR OB A ]
=k 2 | Period of admittance if admitted to hospital or clinic 7 days
% 5 E) £ H HET
& 2 To (YM/D): OO/ O [ O
et ’5\ ___ Hospital
Dg T E T IR O 4TS £ OFTE M
?E g Name and address of hospital or clinic T 999-9999
ﬁ'ﬁ E 1-1__ _-cho, __-ku,
= Bko )ik
2| RO Bikio B L3
° Transportation From to : Cost of M
— |method and dlstgnce by taxi; once transportation 4,500 vyen
and number of times
transported
BBk I EEA R £ A H
THLDOTHS L Date of birth 0010 10
XD K4 (Y/M/D) - ~ ]
Name of dependent Hanako Kempo FERE L OFHA
if person transported Relatignship to Wife
is a dependent claimant
AFRITIES AT HT HZEE TERICBEL, BB EADETERTH 2 LB LET,
(TEARGR R RE D H 1T, B~ DFLAITRETT)
= § I hereby authorize my employer to receive the benefits covered by this claim as my proxy and
8| consent to receive them together with my salary.
?ﬁ £ | (This section does not need to be filled out if you are a Voluntarily and Continuously Insured Person.)
> F A H
b
DS Date (Y/M/D): OO/ O / O
-
PARBRAE K4
Name of insured person Taro Kempo

*EREAGR P E ARG, FE URA) 28T L, FRkLTlEany,
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




