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Claim for Childbirth and Childcare Lump-sum Grant (Insured Person, Dependent)

dependent previously belonged.
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Notes : When applying for Dependents’ Childbirth and Childecare Lump-Sum Grant within six months after the date of certification as a
dependent or when applying for the Childbirth and Childcare Lump-Sum Grant for an insured person within six months after loss of
eligibility, you may not also apply to the health insurance society, social insurance office, or mutual aid association to which the
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(Claim form for use when unable to use the system of direct payment of Childbirth and Childeare Lump-sum Grant to medical institutions) Date submitted (Y/M/D): /
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Have you submitted a claim for a Childbirth and Childcare Lump-Sum Grant to a party other than the Takeda Health Insurance Society? Y/N
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Payment Destination

Employees: Paid to the employer and transferred to your payroll account together with your salary.
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Benefits based on this application will be transferred to the following account. (Please check [/] the box after confirming.)

Voluntanly and Continuously Insured Persons: The bank account listed on the application for enrollment.
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*If using a public funds receipt account pre-registered on Mynaportal, etc., instead of the above account = o (Please check [v])
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Obtain certification in either of the following sections (for certification by a doctor/midwife or the mayor of your municipality).
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W, official copy of family register (copm not awepted) if no certification is provided on this form.
Make sure all d are before The grant cannot be paid if documents are incomplete.
TLTWDZ L&Y © If you are a Takeda Pharmaceutical Company Limited employee or Voluntarily and Continuously Insured Person, submit this

form to the Health Insurance Society. If you are an employee of an employer other than Takeda Pharmaceutical Company
Limited, submit this form to the section at your company responsible for health insurance administration.

%
Takeda Health Insurance Society

FEIEE



