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Claim for Funeral Expenses/Funeral Costs (Insured Person
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Date submitted (Y/M/D): 0O/ O / O
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_____ Insured personcode andno. _ _ _ | _ _ _ _ _Employername _ _ _ _ | __Section | _________
123 — 4567 Industry Co., Ltd. TEL 999—9999
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Name of insured | Taro KCmpO T T TS TTTTTTTTTTTTTTTTTTTTT
person i 999 ( 999 ) 9999
(claimant) Tel
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Date of death 00/ O/ O Cause of death (name of Pneumonia
(Y/M/D) sickness)
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Name of the dependent Hanako Kempo Relationship to insured Mother
if the deceased is a person
dependent
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Name of the insured N/A Relationship between
person if the deceased is insured person and
an insured person claimant
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Was the death due to the actions of
a third party?
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If the death was due to the actions of a third party,
describe the facts of the matter and the name and
address of the third party. (Notification of Injury or
Sickness due to a Third-party Act must be
submitted separately.)
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Takeda Health Insurance Society

= B I hereby authorize my employer to receive the benefits covered by this claim as my proxy and
B '3 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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Documents to attach:

1. Death certificate or burial permit (copies accepted for either document)

2. If this claim is submitted by a family member of a deceased insured person who was a Voluntarily and
Continuously Insured Person, and the family member is not certified as a dependent of the insured person,
an official copy or extract of the family register (copies accepted)



