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Date submitted (YYM/D):OQ O/ O

PIRBRHE LS - =

Insured person code and no.
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Employer name

Pharmaceutical Company Limited
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Taro Kempo
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___Div.,, ___ Dept.

Name of insured person Section/tel. 999 (9999 9999
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{gﬁ% Enter the name of the sickness from the Date of sickness/injury . # . A . A
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doctor’s diagnosis.
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Fell down stairs at home
after a misstep

» (XA,
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Was the sickness or injury caused by the
actions of another party (e.g., traffic
accident for which you were not at fault)?
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To be filled out by insured person (claimant)

(If “Y,” a separate notice is required.)
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FERT D b0 ERMEDOZ L) YAy Fhakp A Injury and Sickness Allowance will not be paid if you receive Disability

Are you receiving benefits from
Disability Employees’ Pension or
Disability Allowance?

(If “Y,” attach documentation of
the amount of pension benefits.)

Now applying / Y

| Employees’ Pension or Disability Allowance for the same sickness or injury.
However. if 1/360 of the total annual amount of Disability Employees’
Pension and Disability Allowance is less than the daily amount of the Injury
and Sickness Allowance, the difference in amounts will be paid.
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Are you receiving benefits from an
old age pension or public pension
because you are retired?

(If “Y,” attach documentation of
the amount of pension benefits.)
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Now applying /Y
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Name and address of

__ Surgical Hospital
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Tnjury and Sickness Allowance will not be paid once a person continuing to
receive the allowance after retirement becomes a beneficiary under the
Old-Age Employees’ Pension. However, if 1/360 of the pension annual
amount is less than the daily amount of the Injury and Sickness

Allowance, the difference in amounts will be paid.
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Proxy receipt
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T 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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Date (Y/M/D): OO/ O /O

BelRbF GERHE) K4

Name of insured person (claimant)

Taro Kempo

Takeda Health Insurance Society
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Name of insured person

4567

Taro Kempo
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start date. Start with the first date, even if the first three days . .
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(Compensation must refer to payable compensation.)
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3 3| 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
%@ § leave, etc.), and “off’ for days off (days the company was closed).
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To the employer:

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).

Takeda Health Insurance Society




