WIFIMEET H5HDOXFE0

sCAH CEATC S,

Example of completed form @%1%@ %&T%Kﬁ%ﬁ m%ﬁb%gﬁ?ﬂ‘:(ﬁ%%;k% Circle the description that applies.
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Claim for Childbirth and Childcare Lump-sum Grant (Insured Person(Dependen

required if not certified by a doctor or midwife.
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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 (YYM/D):OO/ 5 /10
BRRE RS - F FEFT O TR BT
Insured person code and no. Employer name Section _Div., _ Dept.
10 — 104567 ____ Pharmaceutical Company Limited TEL ‘ 999—9999
WARBRE D K4 fEFT [T 000-0000
Name of insured Taro Kempo Address 1-1, __ -cho, __ -ku,
person EZE/Tel. 999 (999 ) 9999
3 A OO0 4 4H 25H HEPE - SEFEDRI] A - St E
Date of birth (Y/M/D) / / Live birth or stillbirth? ive birtb¥Stillbirth
= ABEL TS ﬁl}jﬁy‘i%%@?@ ___ Obstetrical and Gynecological Hospital
gl mirex %, PEN
g | If hospitalized for | Name and address of | F000-0000
E‘ childbirth hospital or clinic 1-1, _ -cho, _ -ku,
C) ™ N
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fx £ Name of the dependent if the Fumiko Kempo Name of newborn child Saburo Kempo
)
E3 Q| mother giving birth is a dependent
2 3 ) - Wbk E Tk 1A
T3 bt # <90 BepiEE T B 5 - Al Z omh
N g Is the newborn child a dependent of N If not a dependent,
- the insured person? reason why
3 | HE: BHRBREBEAR 6 » AUNOHETHIRBEHET R —REOHRFED L &, i, BRITERE 6 » A UNOHE THRKREHESTR—
A 8 Fr& & HIFE T 5B ATE, SRBEH HILRTIA U T RBRB A - HRREEFE I AORMLERTI I LR TEEYA,
1# "8 Notes : 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
Eﬂ eligibility, you may not also apply to the health insurance society, social insurance office, or mutual aid association to which the
Ne] 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
(ZEETM) AFERICESBHBIHTIZEEFERICEMLL, MEEADETZMTLILICAELET,
(AL R RE D J7 1, U A~D AT ARETT)
(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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Date (YM/D): OO/ 5 / 10
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Name of insured person Taro Kempo
° Sk LT=4E A B N A e IR 10 # A
s ‘§ Date of birth (Y/M/D) oo/ 4 | 25 m born after months’ term
Fii = AR IR D % . 1) SE (i) E Xix, # bl |
. g Number of babies m babies) Stillbirth/miscarriage, or, week no.
= g
W & brRorsvimiinc ez LET, PP
,ﬁ > T certify that the above information is correct. OOk ) \Hj}” b ) )
Hfﬁ < H A A __ Obstetrical and Gynecological Hospital
o 8 Date (YM/D): OO/ O 1 O T000-000 OOMAAK X XIT 1-1
3 = o 1-1,__ -cho, __-ku, __, 000-0000
(T PN DA B - FTIEH S ®
H é gagrﬂ?e g)jl%gaﬂ;i;ress of medical care institution Eui OO0 OO0 . mwﬁi/7\(553;1;])/T "
Name of doctor/midwife Dr. (No sealﬁ;‘equ?r:d with signature)
A e A 4,
E Permanent %KP ]:ELf tﬁ % Name of head of
> domicile retecture household
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ﬂl]:y g 2| Date birth 7': );j H Name of Date of birth L/.: );j H
i 5% notified newborn child (Y/M/D)
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3 £ E I certify that the above information is correct. 3 SERTOER A 220 b X . KRR O IR A
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1:% h% Date (Y/M/D): / / Certification by the mayor of your municipality is
=
-
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Name of mayor

O ERBE» O ENFBEOFEN - BME (B) - E#E#h © Attach copies of receipt and detailed statement of medical care costs from the medical care
FIEZER LBVWETREN-EBXE (B) 2K, institution and a written agreement stating that you will not use the system of direct

GBS TOHERIZ S L OERIRHAETT, )

ayment of Childbirth and Childcare Lump-sum Grant to medical institutions (copy).

BAEILFEICII, PREERREL BRI I TS D, EE These documents do not need to be submitted in cases of childbirth overseas.)
BIERMBEECHA LT 3ERBE CHE LE-E/ITE Before attaching the written agreement, check to make sure it clearly indicates the name of
NETEETBHNH B E 5 s ZHEAD EFA LTF S0, the ingurer applied to and bears a seal certifying that the institution is a member of the

s h

1 care pensation , if applicable.
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© HADERITOWTIL, EAIERE, HRAAFROEHRO & © The childbirth must be certified by a doctor/midwife or the mayor of your municipality.

LoPRLETY, (R4)

(Submit an original.)

AFGRICFEA N R NE G 1T, e SRR o 7o 3 Attach a proof of birth registration or official copy of family register (submit an original) if

REAZIA < 728, (5A) N no certification is provided on this form.
BRECAMR D2 HATL. BXBNRTEEEADT, LR Make sure all documents are complete before applying. The grant cannot be paid if
BOERFELTTE, documents are incomplete.
© RHZRS - ALEME O H 1L, BERBRHEEG~ REELLL  © If you are a Takeda Pharmaceutical Company Limited employee or Voluntarily and
DS IFE B OB EBHYFIIRE LT ZE N, 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

DESHERBIRER

Takeda Health Insurance Society



