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Application Form for Certificate Issued for Specific Disease Treatment
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Name of medical care institution
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person (Y/M/D)
WA EH DT A B £ A H
Date of birth / /
Name of person
. subject to (Y/M/D)
?:{:l 2 certification fci/Relationship
E= <
Noa kR DIERT
% <%‘ Address of subject
*H person
1. ATENTIBRETT 5 B D & 5 1B A4,
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This is to certify that the patient named above has been undergoing treatment for the condition named above
since / / (Y/M/D).
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Name of doctor
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(No seal required with signature)
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I hereby apply for the above certificate.
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Name of insured person
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To: Chairman of the Board, Takeda Health Insurance Society




