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© 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.

© If you are a Voluntarily and Continuously Insured Person or a person receiving continuous benefits, please submit a “Statement of Daily Life and Medical Care Status” and, upon your first
application, a “Consent Form.”

© 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. 1
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Code/No. Name of insured person
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Period not worked due to sickness or injury From (Y/M/D): / / To (Y/M/D): / / days
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Enter details below for the employee’s attendance during the period not worked.

Enter an x mark for a day absent or on leave, a circle for a day worked, a triangle for a day of paid leave (annual vacation, special leave, etc.), and “off” for days off (days

the company was closed).
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I certify that the above information is correct.
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I certify that the above information is correct.
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Opinion to be provided by doctor in charge of treatment
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To the employer:
1. You may be asked to submit pay slips or other documents that verify the amount of compensation (including cases where no compensation was paid) for the “Period not worked due to sickness or injury.”
2. No certification is required for periods for which the insured person was not eligible for insurance coverage.
3. Affix the employer’s seal to any corrections made in spaces to be filled out by the employer.
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To the medical care institution:
1. Please describe the symptoms of and prognoses for the sickness or injury due to which the patient was deemed unable to work, in easily understandable terms.
2. Describe any complications in detail.
3. In place of providing the above information, you may attach a Claim for Injury and Sickness Allowance prepared using your diagnosis system as long as it has the same format as spaces above for the doctor’s opinion
(the doctor’s seal is required).
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Date[ Y ] /LM] /[D] / / /
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To: Chairman of the Board, Takeda Health Insurance Society
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In making decisions regarding the payment of Injury and Sickness Allowance
based on the Health Insurance Act, | hereby consent to the Takeda Health
Insurance Society 1inquiring with relevant institutions about my health
insurance enrollment records, benefit records, medical care benefit records,
medical history, and information regarding the receipt of insurance benefits
under other laws and regulations such as pensions. 1 also consent to the

relevant institutions responding to the above inquiries.
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*”Relevant institutions” refers to previous health insurers, medical
institutions, pension offices, etc.
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*[f there are multiple inquiries, a copy of this Consent Form shall also be
treated as valid.
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