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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.
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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.
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