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To be filled out by insured person (claimant)

Route and method of transportation

Application Form for Transportation Expenses (Insured Person,Qependen) |4f1 & A RigH
Date submitted (Y/M/D) : OO/ O /O
BERE woBs EEFOEH . -
Insured person code and no. Employer name Pharmaceutical Company Limited
123 — 4567 i /Section |  Div., Dept. TEL 999-9999
Name of = T 000 - 0000
*&1%"%%0)&% insured person 1IFE Address 1-1-1__cho, _ku,
# | Taro Kempo BEEE S TEL[999-9999-9999
1 O #miss- O HEEs (R4 )
Bz BIEER 1177 Person transported [J Insured person / M Dependent (Name: Hanako Kempo )
% [GremirrozERaRUtoRn  |af0 & A = S )
;:'é\a Date of birth and relationship of the person transported Date Y/M/D: OOOO /O / OO Relationship: Mother
51%?_ 594 Sickness/injury name Osteoporosis, pelvic fracture
- |BFEEITEEDOREA D .
@ | Cause of sickness or injury ue to aging
E)\E FfRET[F RGOS A B Date of sickness or injury| 4[] &F A =] Date Y/M/D: OOOO / OO [/ OO
i BERBLVICBERE

From XX Clinic to XX Hospital by scheduled ferry and taxi

If caused by an act of a third party,
their name and address

#XHE A A Dateof transportation | H] & A B Date Y/M/D: OO0/ OO/ OO
ﬁ%)&@’ﬁﬂ&u%d)ﬁﬁﬁ O%F (K4 -0 £ M Yes (Name:Taro kempg / [[] No
N ms

) T o000 - 0000
Attendant (Yes/No) and their address 111 cho, _ku,
BREICEL-EROE [ 23,000 yen
E=BDTAICKDZEDTT H _

as this caused by an act of a third party? O Oz []Yes/M No
B=EOTACEE EARULO kg ame
S

RFRICEDHEMARIGUTOOEICRYAAET . (FERZROICFoIIv IEFHTTZS, )

=
?’1_2 O | Benefits based on this application will be transferred to the following account. (Please check [v'] the box after confirming.) B ENTEELC I F o7
AR EWE BEEICHBL. FEIHLBENECEELTRAH i iy
5'& B Employees: Paid to the employer and transferred to your payroll account together with your salary. __|Please be sure to confirm the payment
8 2 g gk e /BRI -0t = destination and check [ v ] the box.
= EEMGE  ERIGHRESICRBSINIRADE
E& S Voluntarily and Continuously Insured Persons: The bank account listed on the application for enrollment.
HEE | KERRAKTIG TAPR-FLETHERMBRL-LAEZNAEEHATEHE = OFouyslv/ILTHZEY)
E%’,\ & | *If using a public funds receipt account pre-registered on Mynaportal, etc., instead of the above account = [ (Please check [v'])

kS =

i

BEEDELRDT-ER

Reason transportation was deemed necessary

Because there is no hospital capable of providing treatment near the patient's residence.

fTREDELRO-ER

Reason an attendant was deemed necessary

Because the hospital capable of providing treatment is located far away,
and the patient requires assistance with transportation.

b 85 % S F B0 A4 B B

BERRBURICHESE
E = ‘ . From XX Clinic to XX Hospital by scheduled ferry and taxi
## JRoute and method of transportation
. |BB%E&E R A Dateof transportation T 3 A =] Date Y/M/D: OO0O0 [/ OO /
Qo - —
S |LEEBDEBYMEEHYEE Ao I hereby certify that the above information is correct. 5[ & A H
o = =
) A BEELELROTEMDIEREZIITIEEL, B S
S Address / Postal code 1I Fﬁ Please obtain certification from tf;: doctor who Date Y/M/D: ©OO0 / OO /OO
g Name of medical institution E?ﬁ%ﬁﬁ i |deemed the transportation necessary.
° Name of doctor or dentist %Efﬁitli @[ﬁ%wi’%ﬁliﬂ]ﬁﬂ:%]
ETg D RETMAEZ HADBEIE TRICTERELEL, e
B EED K4 Ifyouxare using a public funds receipt ac?ount, Seal[No seal required if signed by hand]
<HBEZIE> please note the following.

ONERMAEEFATHIHE. X1 FTR—2LETOREFHENTT L‘Cl,\67_&’&%\?’:‘%1’&%’:1(1’5&\/\:&@75\*7—?T LTUWEWNSE. BT EDIRANENET

OHKBAERNH L, SATOHRRIRF B LEANBEA 74 RGERLE FRBERBRAR—LR—D(IBH

CERBERUNOFEEEHORBRIREBELFICRHEL TSN,

© If you are using a public funds receipt account, please be sure to confirm that the registration process on Mynaportal, etc., has been completed. If the
registration is not complete, the transfer of benefits will be delayed.

© If you are a Takeda Pharmaceutical Company Limited employee, send this form to the Fukuoka Office of SATO Social Insurance and Labor Attorney Corporation
(refer to the Takeda Health Insurance Society website for the address and other details).

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.
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