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Claim for Injury and Sickness Allowance/Additional Sum (No.  ) 

 
Date submitted (Y/M/D):     /     /
To

 b
e 

fil
le

d 
ou

t b
y 

in
su

re
d 

pe
rs

o

nsure   code no.   
Employer name

 
Name of insured person Section/tel.  

/Address 
/Tel. 

 

 

 
Sickness/injury name 

 

(Y/M/D) 

   
/ /  

 
 

Condition of sickness or  
cause of injury (detailed) 

による傷病ですか

? 
(If “Y,” a separate notice is required.) 

 
N / Y 

Is the sickness or injury occupational? N / Y 

Did the sickness or injury occur while 
commuting? 

 
N / Y

 
 

Period taken off from work 
due to sickness or injury 

From (Y/M/D):    /   /  
  

Days Not including ( ) days worked during this period
   

To (Y/M/D):  /   /  

Did you, or are you eligible to, 
receive pay during the above 

period? 

 
Received/Not received 

 
/

Period for which you 
received (or are eligible 

to receive) pay 

From (Y/M/D): / /  

   
To (Y/M/D): / /  

 

 
Are you receiving benefits from 

Disability Employees’ Pension or 
Disability Allowance? 

(If “Y,” attach documentation of 
the amount of pension benefits.)

 
N / Now applying / Y 

 
Pension no. 

 
Pension amount 

 

 
Are you receiving benefits from an 
old age pension or public pension 

because you are retired? 
(If “Y,” attach documentation of 
the amount of pension benefits.)

 
N / Now applying / Y 

 
Pension no. 

 
Pension amount 

If 
ho

sp
ita

liz
ed

 

 

hospital or clinic 

 
Period hospitalized

From (Y/M/D):    /   /  
 

days 
   

To (Y/M/D):  /   /  

 
 enefits based on this application will be transferred to the following account. (Please check  the box after confirming.)
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12 345678

1

____ Pharmaceutical Company Limited

Taro Kempo __ Div., __Dept.
999 999 9999

000-000
1-1 __-cho, __-ku, __

999 9999 9999

Fell down stairs at home
after a misstep

XX XXXXXX

XXXX XX XX

XXXX XX XX

XX

___ Surgical Hospital

1-1 ___-cho, ___-ku, ___

XXXX XX XX

XXXX XX XX

XX

記入例 
Example of 
completed form

医師の診断による病名を記入ください。 
Enter the name of the sickness from the 
doctor’s diagnosis.

傷病欠勤で休んだ日から記入ください。待機の 3 日間が
有給休暇等の場合は、その日にちから記入してください。
Enter the first date absent due to sickness or injury as the 
start date. If you take paid leave, etc. for the three days 
before your absence due to sickness or injury, start with 
the first of those three days.

暦日を記入してください。 
Enter calendar days.

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.

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.

同一の傷病について障害厚生年金、障害手当金を受けることとなったときは、
傷病手当金を支給しません。ただし、障害厚生年金・障害手当金の合計額の
360 分の 1 が傷病手当金の日額より低い場合は、その差額を支給します。 
Injury and Sickness Allowance will not be paid if you receive Disability 
Employees’ Pension or Disability Allowance for the same sickness or injury. 
However, if 1/360 of the total annual amount of Disability Employees’ 
Pension and Disability Allowance is less than the daily amount of the Injury 
and Sickness Allowance, the difference in amounts will be paid.

退職後に傷病手当金の継続給付を受けている人が老齢厚生年金の受給者にな 
ったときは、傷病手当金は支給しません。 
ただし、年金額の 360 分の 1 が傷病手当金の日額より低い場合は、その差額 
を支給します。 
Injury and Sickness Allowance will not be paid once a person continuing to 
receive the allowance after retirement becomes a beneficiary under the 
Old-Age Employees’ Pension. However, if 1/360 of the pension annual 
amount is less than the daily amount of the Injury and Sickness 
Allowance, the difference in amounts will be paid.
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Code/No.   

Name of insured person

 

To
 b

e 
fil

le
d 

ou
t b

y 
em

pl
oy

er
 

 
Period not worked due to sickness or injury 

      
From (Y/M/D):  / / To (Y/M/D): /  / days 

.)
      

From (Y/M/D):  / / To (Y/M/D): /  / days 

 
 

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).

 
(Y)/ (M) 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 

 
(Y)/ (M) 

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 

 
I certify that the above information is correct. 

  
Date (Y/M/D):   /   /  

/Employer address 
/Organization name 
/Personal name 

/Tel.  

 

O
pi

ni
on

 to
 b

e 
pr

ov
id

ed
 b

y 
do

ct
or

 in
 c

ha
rg

e 
of

 tr
ea

tm
en
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Sickness/injury name 

 
Date of sickness or injury 

(Y/M/D) 

   
/ /  

 
Date medical care benefits 

began (Y/M/D) 

   
/ /  

 
Cause of sickness or injury 

 
Period recognized as 

unable to work 

     

From (Y/M/D):    /   / To (Y/M/D):    /   /  
 

 
Period hospitalized during 
the above period (if any) 

     

From (Y/M/D):    /   / To (Y/M/D):    /   /  

/Circle examination dates below 
 

(Y)/ (M) 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 

 
(Y)/ (M) 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 

 
 

Summary of sickness or 
injury and prognosis 

 
I certify that the above information is correct. 

   
Date (Y/M/D):   /   /  

/Address  
/Doctor /Name of medical care institution (seal) 

/Doctor’s name  
/Tel.  (No seal required with signature) 

 
days 

 
days 

 
  

 
  

  

12 345678 Taro Kempo

XXXX XX XX XXXX XX XX XX

XXXX XX XX XXXX XX XX XX

△ △ △ ×
休
Off Off Off Off Off Off× × × × × × × × × × × ×休 休 休 休休

XXXX XX XX

Laceration of the head, hip fracture

XXXX XX XX XXXX XX XX

Fell down stairs at home after a misstep

XXXX XX XX XXXX XX XX XX

XXXX XX XX XXXX XX XX XX

XX XX

こちらに記号番号と氏名を記入してください。 
Enter your code, no., and name here.

傷病欠勤で休んだ日から記入ください。 
待期の3日間が有給休暇等の場合は、その日にちから記入して
ください。 
Enter the first date absent due to sickness or injury as the 
start date. Start with the first date, even if the first three days 
for the waiting period are treated as paid leave, etc.

勤怠状況および報酬の支払いに関し、事業主の証明が必要です。 
Employer certification of work attendance and pay is required.

療養に関し、医師の意見と証明が必要です。 
A doctor’s opinion and certification are required for treatment.

報酬を支給した場合は傷病手当金と調整しますので、実際の支給額及び賃金の種類をご記入ください。 
If compensation is paid, it will be adjusted against the Injury and Sickness Allowance, so please enter 
the actual amount paid and the wage type.


