LR

EFRFLE - BRFANMEFRE (B

Claim for Injury and Sickness Allowance/Additional Sum (No.

[])

)

{EF“

A HEEH

Date submitted (YYM/D): / /

N HEES (D)) DRSS

To be filled out by insured person (claimant)

PRBRE L - o

Insured person code and no.

HEF O

Employer name

PRI D R4

B - WG

Name of insured person Section/tel. ( )
{EFT/Address T
a7/ Tel. ( )
XL ABOFEA R .
i EOTER 4# A A
Sick Jin Date of sickness/injury / /
ickness/injury name
my (Y/M/D)
B FL e EAHFOITAIC L DB T
2 (VOB BRSNS TT)
Was the sickness or injury caused by the AAY-4 [EYA
actions of another party (e.g., traffic N/Y
IR IN B RS accident for which you were not at fault)?
AEDFEKEZZEL< (If “Y,” a separate notice is required.)
St i Lo
Jury Is the sickness or injury occupational? N/Y
NN s s
L EEE EOGE T . PAVAY- SRR I
Did the sickness or injury occur while N/Y
commuting?
£ A A7 6
FHRETNXT RO From (Y/M/D): / /
R A TE I A 72720 ( ) PO HER<
Period taken off from work Days Not including ( ) days worked during this period
due to sickness or injury o H HET
To (Y/M/D): / /
BRI AR L IR 2 % ZiF e 720 HMOEBETIE (%] L ‘/F )/EJ AME
L, XiE, ZHbonEdTn, Received/Not received Tons) Lxidzol) rom '
Did you, or are you eligible to, fi]l Period for which you EOR RS
receive pay during the above ZFend ZF by received (or are eligible | (Y/M/D): / /
period? Eligible/Ineligible to receive) pay
EEREAFE IEE FYe4%
MLTOWETH, FaE s
(EZRBELTWD5EL, FokE Pension no.
ERTD b DERIO = 2) oz ERE -
Are you receiving benefits from N/N lving / Y
Disability Employees’ Pension or OW applying
Disability Allowance? R
(If “Y,” attach documentation of Pension amount
the amount of pension benefits.)
LIRS L T D A
EEZHELTOETH ’FF/J’E%';'?
(ZHLTOBBAL, FaliE Pension no.
EE%T@&U)’E%‘:H) N i o
Are you receiving benefits from an N/N lving /Y
old age pension or public pension OW applying )
because you are retired? e
(If “Y,” attach documentation of Pension amount
the amount of pension benefits.)
] FTE??{J'%%FE@’%
- FIEHE
~ Name and addressoff ~ -~~~ -~~~ -~~~ - -~~~ =TT~ =-=°=7=°7°7°7°°"°-~"~°7°7/7T7T7T77~7~=77"7
i IS hospital or clinic
i
= A £ A A7 6
s 2 From (YM/D): [/
T oo NBEHIH S|
Period hospitalized ) days
£ A RET
To (Y/M/D): / /

EAS b=

Proxy receipt

AFERICES I BOZHEFEEICEEL, MBI LAY TR/ T DI LICRELET,
(EEREBERARERE D13, M~ DFEATIRETT)

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.)

Date (Y/M/D):

A B
/

Wb GERE) K4

Name of insured person (claimant)

AEEEERE

Takeda Health Insurance Society



EVReE:
Code/No.

et K4

Name of insured person

BRI X0 FBITHR S 7o T 1 4 H AN Ei= H AET A
Period not worked due to sickness or injury From (Y/M/D): / To (Y/M/D): / / days
LRI R A SR L b &
T REBLOTHDH L) A A P H AET A
Period for which compensation paid during the above period | From (Y/M/D): / To (Y/M/D): / / days

(Compensation must refer to payable compensation.)

TREOMIZHBIR S e o e oBE%s ZRRALS ZE 0,

RE) - R X . HENZIO, ARRIR (K - BHRSE) 13A KA (SEMRZOR) 3R TRRL T ZS 0,

~
= qoﬁ Enter details below for the employee’s attendance during the period not worked.
2 2| Enter an x mark for a day absent or on leave, a circle for a day worked, a triangle for a day of paid leave (annual vacation, special
;: g leave, etc.), and “off” for days off (days the company was closed).
%ﬂg A 1(2|13[4[5|6|7[8(9]10(11(12|13|14(15(16|17|18(19|20(21(22|23|24|25|26|27|28(29|30|31
é 3 W
53
L 3 R 1(2|13(4(5|6|7]8(9]10(11(12(13|14(15(16|17|18(19|20|21(22|23|24|25|26|27|28(29|30|31
N
0/
g
RO BYHERN AL ET,
I certify that the above information is correct.
E | A
Date (Y/M/D): / /
FH¥TOFTEH/Employer address
4 Fr/Organization name
K44 /Personal name
G/ Tel. ( )
&5 9 4
Sickness/injury name
T AGOFHA B i H H DR 2B LA A i H H
Date of sickness or injury / / Date medical care benefits / /
(Y/M/D) began (Y/M/D)
FEF T RGOSR
€| Cause of sickness or injury
15)
gl BsARE L B IR F£OH ARD A AET
o Period ized &5
WS eriod recognized as davs
¥* B unable to work From (Y/M/D): / / To (Y/M/D): / / Y
o = i
;ﬁ g J:EEI%HF’H‘T?JK/\MLT: ® A RS A AT -
W o R b 256 "
L 8| Period hospitalized during From (YMD): [ [  To(YM/D): /[ |/ days
7~ : the above period (if any)
IE% g %22 HICO% LTL 7280, [Circle examination dates below
Z;i _§ (Y)/FF H(M) 1(2|13[4[5|6|7[8(9]10(11(12|13|14(15(16|17|18(19|20(21(22|23|24|25|26|27|28(29|30|31
WA A
& 2 (Y;F H(M) 1(2|13(4[5|6|7[8(9]10{11(12|13|14(15(16|17|18(19|20(21(22|23|24|25|26|27|28(29|30|31
Lo
X
T smorrers
e 2 A
- 9 Summary of sickness or
% g injury and prognosis
=
5‘ RO B HERNZ EETEH L ET,
I certify that the above information is correct.
E | A
Date (Y/M/D): / /
fEFT (FT/Ei) /Address @
[ZFifi/Doctor [E A% 4 /Name of medical care institution (seal)
K44 /Doctor’s name (HZEOLE ITMEIAE)
G/ Tel. ( ) (No seal required with signature)

<HFEEOH~>

1. PRBRE OBRKREREZOGIMIC OV I EEEOEHIILED Y 8 A,
2. FEARMN TR FITITIPA 2 R DT, FTEREO LG EM O Z R TWET,

<ERRKEB D F7~>
1. HHAE

2. APHEOHEITT X TOHRIFIC

To the employer:

LT EEN,
3. LFCEERE LM & M- T h AU, BRI Y AT AR TN @ERREORM (EMEESLE) THATT,

ROTAGROIER, #ilZ D2 2T RAL TS,

DT

NHEEMOZTIER

FHCIFFEEOMZREIL T EE N,

1. No certification is required for periods for which the insured person was not eligible for insurance coverage.
2. In principle, the employer’s seal is not required except for corrections. Additionally, affix the employer’s seal to any corrections made in spaces to be filled out by the
employer.
To the medical care institution:
1. Please describe the symptoms of and prognoses for the sickness or injury due to which the patient was deemed unable to work, in easily understandable terms.
2. Describe any complications in detail.
3. In place of providing the above information, you may attach a Claim for Injury and Sickness Allowance prepared using your diagnosis system as long as it has the

same format as spaces above for the doctor’s opinion (the doctor’s seal is required).
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