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Unemployment Benefits Waiver Confirmation Form
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| hereby confirm the following in connection with the application for the applicant’s dependent
status under health insurance.

The applicant waives the right to claim unemployment benefits under employment insurance.

Reason for waiver of right to
claim unemployment benefits
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If the applicant applies for employment through a public employment security center (Hello Work) and for
unemployment benefits under employment insurance, | will take the steps necessary to cancel the applicant’s
dependent eligibility with the Health Insurance Society as of the start date for receipt of unemployment benefits.
If the applicant’s situation is the situation described above and | fail to take the steps to cancel the applicant’s
dependent eligibility (or delay in doing so), the Society will take the steps necessary retroactive to the date of
certification as a dependent or retroactive to the start date for receipt of unemployment benefits. In addition,
during that period, | agree to refund to the Health Insurance Society the amount it has paid for medical care
benefits or health activities.

If the Health Insurance Society asks to review the original of the applicant’s separation slip or other
documentation, | agree to submit such documentation promptly.

| understand that if | fail to submit the documentation, the Health Insurance Society will not pay the applicant’s
insurance benefits after the deadline for submitting the documentation.
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To: Chairman of the Board, Takeda Health Insurance Society
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The personal information you provide on this Confirmation Form will be used solely for purposes of administrative processing
related to this Confirmation Form. It will not be used for any other purpose.




