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Notification of Injury or Sickness due to a Third-party Act
KRR A R B A A F 421
To: Chairman of the Board, Takeda Health Insurance Society Date submitted (Y/M/D): / /
H¥FT - Frm4 /Employer/section: TEL ( ) HFHEAEO A A A A
Date and time of accident: )/ o/ (D)
- : DR ™
g |BefRpH i 5% 5 /Health insurance card code/no. [ Il ] (H): (M) AM/PM
w
%I}ii i K4 /Name : il 38 4 O Y5 [Location of accident :
I{Yg o Fll (seal)
3] -
F 5 |AEFHA i A A Hi35 RUUX/Detailed descriptions of circumstances of the accident
& |Date of birth (Y/M/D): / /
=
fEpT/Address : T
TEL ( )
ZHHRXS | BHRBEE (RA) BebkaEHE  (GER)
Category of  |Insured person/Dependent (family member)
injured party
ke BeEE - NEE [EEiEE 51 Zoft ( )
Accident category | Victim/Party responsible/Injury due to own negligence /Other ( )
S K4 /Name: fitt#i/Relationship
wrsops |EFAR: e ke A A
f the injured Date of birth (Y/M/D): / /
party is a fEf/Address : T
dependent TEL ( )
FIEE DA -
R
mEHR - HEFO
1TAEFELIEA
LTLEEN
Cause/status of
accident
Describe in detail
the actions of the
party responsible
and the actions of
the victim
el EPERT: % ErEEKey
espone Ly for B E g MM w & % HEsE =
(Sharelof faul) FH=F/Other party %, Your vehicle No Crossing sign . B EOET) Crosswalk
oo BE®E A A M g Trfosgnal Y U,
) J‘Zkﬁ* Other's vehicle Human (indicate whether red, Location where
@lxm . yellow, or green) the collision
Injury status occurred
~ Names of ETAHR f B #& #= —KEiE Y
Injury/sickness, Direction of F—kna &  Stopsign
whether receiving movement Bicycle,
inpatient or
outpatient treatment,| motorcycle
fatalities, etc.
TRITBRAE i A A B JEE TRPRIE T RLIA - i A A
Treatment began: )/ D/ (D) (inpatient/outpatient) Treatment expected to end: approx.: )/ o/ (D)
TRIEIRIL BWIE . HDHRIA TRUNRLA bbb
(F5AZ) Residual effects: Expected/Not expected/Unsure
Treatment status| [ZHiFER : 4 F/Medical care institution: Name: FifEi/Address: T TEL ( )
(prognosis)
SCHNTTE f LR IR £k nEFEAE Zofth ( )
Payment method: Health insurance/Self/Paid by party responsible/Other ( )
Kk 4/Name: HERC B e ) - 4 Fr(£24t4) /Name (company name):
s — . Gender: (M /F) BoH EFE) 0
HEF (T — M
12T EEAR ES A AZE Mk (#ropitr#) |4/ Employer name:
Third party Date of birth (Y/M/D) : / / Occupation Employer of third
(other party) |fE Fi/Address : T party (other party) {£ Hi/Address : T
(Owner of vehicle)
TEL ( ) TEL ( )
FES SRR GEEE 5% S) /Auto liability insurance (insurance certificate code/no.) FEBRB GEELZS%ES) Voluntary insurance (insurance certificate code/no.)
. F=E R o
# E!;Jzﬁiml;)f D\ 344 Mnsurer name: (AR (4244 [Tnsurer name:
[EEEEE yy T = Voluntary ) A
THEARBR PifEill/Addresst T insurance of third PifEi/Address: T
Auto liability  |15-1 # F41/Name of person in charge: party (other party)| 1 *1# [k4:/Name of person in charge:
insurance of third TEL ( ) TEL ( )
party (other party) | (G4 R : BeEE nEE TR
Insurance claim: Victim/Party responsible Police station with
jurisdiction
ASBERKRREZERSNSIBAL. BFEAL S, /Be sure to fill out this section if using personal injury protection insurance.
NG ERIR B t/Personal injury protection insurer
Z DA, FEE 50 5% 5/Insurance certificate code/no.
Other Pi{EHI/Address T
Hah 5/ Tel
11444 /Name of person in charge:
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Notes @D Be sure to attach a “written pledge (Injury or Sickness due to a Third-party Act)” to this notice.
@ After submitting this notice, immediately submit the traffic accident certificate (for accident causing injury or death) issued by the Japan Safe Driving Center in the case of a traffic
accident. In other cases, notify the Health Insurance Society of the receipt no. for the notice of damage submitted to the police.
@ Be sure to enter the name, address, and telephone number of the other party’s insurer. If you use health insurance for examination or treatment following the accident, the Society
will pay the medical care costs (not including your copayment) up front and submit an invoice for reimbursement to the insurer of the party responsible after treatment is complete.
@ If using personal injury protection insurance, be sure to provide the insurer name and other information under “Other” above.
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