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Example of completed form

MABAIZTEAL &L, /Complete the sections in bold.

R ORBRR EREFTH A B

Notice of Change to Registered Health Insurance Information

RHEBZEA

Enter the date the form was submitted.

gz ik HHE MR- - HYE
Managing Office Leader In charge
Director Manager
SEATE/Leave blank

EERBDAFRATETT
Not required for Voluntarily and Continuously Insured Persons

W H/Date submitted (Y/M/D): XXXX/ 5/ 20

g it5/Code %5 /No. K4 /Name 244 /Company it J&/Section
}ié’é 5 ANTE BEEROO 7 NV —T1
[ "qg 10 102345 @{% T[Z%/Hanako Kempo OO;%E'I:IIZI I%T}Eiﬁ:éﬁ»/ Group, Manufacturing Division,
# E & = = __ Pharmaceutical Company | L1ant
= EETDEAOHAEA Limited (Tel.: 06-6223-1234 )
Enter item(s) that have changed only. A4 H/D
N ate of
K44 /Name 7 U #FIKatakana . FH/Reason
w \ # birth (Y/M/D)
2 - - o KRR X 5 S
fr = 45 ¥ §fi/Before itk fE7/Hanako Kempo U Nt a . ﬁﬁ.a ol ‘
% %) Change in family name due to marriage
El -
a %/ After M fE7/Hanako Tanaka Vi ay BN =
K4 /Name 7 Y #F/Katakana A4 H H/Date of #eii/Relationship HH/Reason
jgo birth (Y/M/D)
< N
% g 75 ¥ Hij/Before
%
% B @ 5T A5/ After
2‘% i3 *g
% i 75 W Hij/Before
# &
A I H 1%/ After
75 W Hij/Before
I 1%/ After
W 1. EEREICRESE ORA S OB EEFRORIEAD b, A, HERBRETEE 2 SRS CE IR0 b 0) 2R THRI LT 230, RS R RIS /Takeda Health Insurance Society
BB, BRERELEFES>TVWAE T, vA HRBEEOFIHBEE LTWARVWGE, EREREE RMARESE] bbb TRELTIEEY,
2. RHEMB I OMEEKEO S35 E A L RE AR E 2 FE L, @FERBHE ~MREH L T E S0,
3. RHAEMLSOEBHF O 1L, SEORRERHYE~RH L TS0, o I
B>y i
Notes: 1. Under “Nature of change,” enter only the name(s) of the subject person(s) and item(s) that have changed. i E) || - -
In principle, attach the (valid) health insurance card(s) or Eligibility Verification Certificate(s) when submitting this form. (&i 3 9= RATE
Submit an Application Form for Issue/Reissue of Eligibility Verification Certificate as well for those who currently have a health insurance beii! U: AL Leave blank ]
card and have not registered to use a Myna health insurance card. Ji é |
2. If you are a Takeda Pharmaceutical Company Limited employee or Voluntarily and Continuously Insured Person, send this form to the H T

Health Insurance Society with a self-addressed return envelope enclosed.

3. If you are an employee of an employer other than Takeda Pharmaceutical Company Limited, submit this form to the section of your
company in charge of health insurance administration.






