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Claim for Childbirth and Childcare Lump-sum Grant (Insured Person, Dependent)
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(Claim form for use when unable to use the system of direct payment of Childbirth and Childcare Lump-sum Grant to medical institutions) Date submitted (YM/D): [/ /
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Is the newborn child a dependent of Y/N If not a dependent,

the insured person? reason why
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When applying for Dependents’ Childbirth and Childcare Lump-Sum Grant within six months after the date of certification as a
dependent or when applying for the Childbirth and Childcare Lump-Sum Grant for an insured person within six months after loss of
eligibility, you may not also apply to the health insurance society, social insurance office, or mutual aid association to which the
dependent previously belonged.
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Have you submitted a claim for a Childbirth and Childcare Lump-Sum Grant to a party other than the Takeda Health Insurance Society? Y/N

To be filled out by insured person (claimant)
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(Proxy receipt) I hereby authorize my employer to receive the benefits covered by this claim as my proxy,
and agree to receive the benefits 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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Obtain certification in either of the following sections (for certification by a doctor/midwife or the mayor of your municipality).
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© Attach copies of receipt and detailed statement of medical care costs from the medical care
institution and a written agreement stating that you will not use the system of direct
payment of Childbirth and Childcare Lump-sum Grant to medical institutions (copy).
(These documents do not need to be submitted in cases of childbirth overseas.)
Before attaching the written agreement, check to make sure it clearly indicates the name of
the insurer applied to and bears a seal certifying that the institution is a member of the
maternity ical care pensation , if applicable.

© The childbirth must be certified by a doctor/midwife or the mayor of your municipality.
Attach a proof of birth registration or official copy of family register (copies not accepted) if
no certification is provided on this form.
Make sure all documents are complete before applying. The grant cannot be paid if
documents are incomplete.

© If you are a Takeda Pharmaceutical Company Limited employee or Voluntarily and
Continuously Insured Person, submit this form to the Health Insurance Society. If you are
an employee of an employer other than Takeda Pharmaceutical Company Limited, submit
this form to the section at your company responsible for health insurance administration.
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For review by the Society




