E2 A fl/ Example of completed form
HEEECREECAIIS, CRECRES

lI\O

Check each of the check boxes before

submitting the application form.

[ ]

HERREERE RHRELD
ETEHM) WomMRER AN
BYSFERBTH LR
YEY,

As the fiscal year of the
application, enter the year that
includes the start date for the
period shown under “Period on
which calculations for the
application are based.”
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If you do not have enough space to
enter dependent information (i.e., if
the number of subject dependents
is three or more), continue on page
2 or subsequent pages.
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following year.

~ Application Faorm for Issuance of Copayment Certific
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Enter a calculation period from August 1 through the day before the date of loss of
eligibility of the person subject to calculation. This date can be no later than July 31 of the
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Leave this space blank. It is
for use by the Society.
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Enter the total number of pages
and the number of the current
page if the application requires
more than one page.
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Fiscal year of agpiication Fy_ 0000 Period on which calculations for the application are based From2016 /8 /1 (¥/MID)1g2017 / 7 131 (Y/M/D) Total number of pages This page
HERES
Applicant name Taro Kempo
=5 A8 i A a8 £ TR M
Date of birth (Y/M/D) Oir O 1+ O Gender
BRRTESD - §5 123-4567
Insured person code and no.
P Bid # R BFT HEMMOES BV THAT SERBREOEHE ™ Food Prodets Federation Health Insurance Saciety
Membership period From1990 /4 1 (YD) to2009/ 4 F1  (¥/IMID) Name of your health insurance society as of the last day of the calculation period *2 | N D
HELAMORBICMAT HREEDIIERE
DHEEFRATETT,
r Dgﬁﬁﬁfﬁﬂe Matsuko Kempo ;1’ EE)\I:%?:;TI;%ET%EKURF%%%
BALTLIEZEL,
Date Uﬁfm ?mwo) 0 F 0 ;ﬁ o) B G'Eﬂide, | F You do not need to fill this out when applying for
0 | E R Gho ® A BItT payment to your cgrrent insurer as of the last
Membership period Fromiooo f4 1 (¥/M/D)102009f 4 {1 (YIMD) day of the calculation period.
When filling this out, enter the official name of
the insurer as it currently exists.
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Date of birth (Y/M/D) O/ O I O Gender M
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Membership period Fromigso f4 1 (YD) tooooef 4 i1 (YIMID)
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Notes
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To: Chairman of the Board, Takeda Health Insurance Society

HCAHEIAEOXTERMLET.
| request issuance of a copayment certificate.

REEAR F A
Application date (Y/M/D): 2017 / 11 /

H{#F#E/Postal code
fEFr/Address

EIFE K A/Applicant name 1410 Kempo

EHEES/Tel

567—0000
1-1 __-cho, ___ -ku,

999 (9999) -9999




