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* Since the issuance of health insurance cards has ended, we will issue an Eligibility Verification Certificate or Notice of Eligibility Information
instead of a health insurance card.
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Those wishing to maintain health insurance coverage with the Takeda Health Insurance Society after leaving employment should submit this Application Form to

the Health Insurance Society.
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* Fill out the Health Insurance Dependents Notice only if you are applying to name one or more family members as dependents.
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No documentation is required if you chose “Y.” However, you may be asked to submit additional documents if you

have yet to provide a dependent’s Individual Number or if any information needs to be verified.
If you chose “N,” go to the Health Insurance Society website and submit the required documents.
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* Fill out the following section for all dependents certified while you were employed and who will continue to be dependents after

ou become a Voluntarily and Continuously Insured Person.
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(DThose planning to join the system for Voluntarily and Continuously Insured Persons
Society website and submit this form to the Takeda Health Insurance Society within

statement.
O  You will lose eligibility if you fail to remit the insurance premium by the
* | understand Note @ above. * Read the note and check the box.
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(@Remit the insurance premium for Voluntarily and Continuously Insured Persons by the due date indicated on the payment
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should go to the Takeda Health Insurance
20 days after leaving employment.

due date.
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