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Check before submitting the application.
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As the period subject to calculations, enter a period from August 1 to the day before the date on which
the person in question lost his or her eligibility (no later than July 31).
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If you are using multiple
application sheets, enter
the total number of pages
and the number of the
current page here.

Reference number of payment
annlication
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The fiscal year of the application is the
year that includes the starting date
shown under “Start and end dates of
period subject to calculations.”

Check to make sure this is the same as
the fiscal year subject to certification on
the attached Copayment Certificate.
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If there is not enough space in the field for
entry of the applicant's membership records
or the fields for dependents to make all
necessary entries (e.g., when there are three
or more subject dependents or records of
membership with four or more insurers),
attach one or more additional sheets of this

Qﬂ to enter such information.
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Under “Remarks,” enter records of any
examinations (examination dates
[Y/M]) administered to the applicant or
dependents during the membership
period (the period entered under
“Period of membership” beneath the
“Name” field). (There is no need to
enter records of examinations for
periods enrolled with other insurers.)
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Fill out these fields if the person was
enrolled with other insurers during the
period subject to calculations.

You must attach a Copayment Certificate
if a copayment was made for medical
care during the period of membership to
other insurers. Enter the reference

L, number of the certificate under
“Reference number of attached
Copayment Certificate” on this form. You
do not need to attach certificates for the
period during which you were a member
of the Takeda Health Insurance Society;

enter “Attachment omitted.”
You do not need to attach a certificate if

period; enter “None attached.”

you made no copayments during the
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To: The Chairman of the Board, Takeda Health Insurance Society
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@ | hereby apply for payment of outpatient
annual aggregate benefits.
@ | hereby apply for issuance of a

Copayment Certificate.
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* If applying only for payment of outpatient annual aggregate

benefits, circle @ only.

| entrust my employer to receive any amounts paid based on this application.
(For Voluntarily and Continuously Insured Persons, payments will be made directly by bank transfer.)

If applying for issuance of a Copayment Certificate, circle ®
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