
Application Form for Transportation Expenses (Insured Person, Dependent)

Insured person code and no. Employer name

/Section 

Name of
 insured person Address

Sickness/injury name 

To
 b
e 
fil
le
d 
ou
t b
y i
ns
ur
ed
 p
er
so
n 
(c
la
im
an
t) 

◎ 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. 

Person transported □ Insured person / □ Dependent (Name: )

Date of birth and relationship of the person transported Date Y/M/D: / /

Cause of sickness or injury
Date of sickness or injury

Date Y/M/D: / /

Route and method of transportation

Date of transportation

Date Y/M/D: / /

□ Yes (Name: 　　　) / □ No

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

yen

Was this caused by an act of a third party? □ Yes / □ No

Attendant (Yes/No) and their address

Name

Pa
ym
en
t D
es
tin
at
io
n

Reason transportation was deemed necessary

Reason an attendant was deemed necessary

Route and method of transportation

Date of transportation

I hereby certify that the above information is correct.

Address / Postal code
Name of medical institution

Name of doctor or dentist
Seal[No seal required if signed by hand]

Do
ct
or
's 
Op
in
io
n

Date submitted（Y/M/D）: //○○ ○ ○

123 4567
＿＿ Pharmaceutical Company Limited

__ Div., __Dept. 999-9999
000 0000
1-1-1__ cho, __ku, __

Taro Kempo 999-9999-9999

Hanako Kempo

○○○○○○ ○

Osteoporosis, pelvic fracture

Due to aging

○○○○ ○○○○

From XX Clinic to XX Hospital by scheduled ferry and taxi

○○○○ ○○ ○○

Taro Kempo

000 0000

1-1-1__ cho, __ku, __

23,000

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

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

From XX Clinic to XX Hospital by scheduled ferry and taxi

○○○○ ○○ ○○

○○○○ ○○ ○○

Mother

Date Y/M/D: / /

Date Y/M/D: / /

Relationship: 

記入例 
Example of comleted form

いずれか該当する方の文字を○で囲んでください。 
Circle the description that applies.

振込み先を必ず確認して□にチェック
[ ]をご記入ください。 
Please be sure to confirm the payment 
destination and check [ ] the box.

移送を必要と認めた医師の証明を受けてください。 
Please obtain certification from the doctor who 
deemed the transportation necessary.

公金受取口座をご利用の場合は下記にご留意ください。 
If you are using a public funds receipt account,  
please note the following.


