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Example of completed form
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Circle the description that applies.

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

(BB STHATRI E D3 F C & Tp o T 55 DR ) o 4 A A4
(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):XXXX/ 5 / 10
ARIRE T - B RO K T i Div. Dept
Insured person code and no. Employer name Section | — "7 ’
10 — 104567 __ Pharmaceutical Company Limited | TEL 999-9999
W O K4 [ESGE T 000-0000
Name of insured Taro Kem po Address 1-1,__cho,_cku, _
person Eani/Tel. 999 ( 999 ) 9999
i A St &® A H HEPE - SEFEDR] - BB GE
Date of birth (Y/M/D) / / Live birth or stillbirth? ive birth/Stillbirth
ABEL Ty E S LR HR AT D . . .
2 m Cre g gﬁ\ A EH: __ Obstetrical and Gynecological Hospital
g If hospitalized for | Name and address of | 5 000-0000
B childbirth hospital or clinic 1-1,__ -cho, _ -ku,
0 Fé R B e LT
LXITTOHEORA .
Eé % Name of the dependent if the Fumiko Kempo
* & | mother giving birth is a dependent
= 3 RISHEAR IR D ek TR L X
% 5 D SR BB T B D - A I
R E'::) Is the newborn child a dependent of N If not a dependent,
% ; the insured person? reason why
= f b2 BHRREBEAR 6 » AUNOHETHIRBEEHET R —REORHEDO L &, i, BRIERE 6 » A UNOHE THRKREHESTR—
3\ g Rr@& & HFET 55 A . BERBHBLREIIMA LTV BRI A - HRREENE LR OREL BET S LRTE YA,
m | Notes: When applying for Dependents’ Childbirth and Childcare Lump-Sum Grant within six months after the date of certification as a
é’ 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
_8 dependent previously belonged.
g RERBRFERGAAS DIMHER R —EORE LE L2 ? ZUANEAAY &
Have you submitted a claim for a Childbirth and Childcare Lump-Sum Grant to a party other than the Takeda Health Insurance Society? YO
£ AFERICES IS TO ORI VAL E T, (FERBEOICT = v 7 [VIEfF TS
?}E ~E Beief;ts b;)sedfon this application will beﬁransferred f(t) t}Ie folhlowmg/accountf(Please check [/ ] the box after confirming.) ooooooooood
A g TERRE - FEFICTH L, FEENLBG OEICEHE L TURIAL oooooo[oooo
5‘6 43 l:‘ Employees: Paid to the employer and transferred to your payroll account together with your salary. ooooon
9]
A Ak - B BUS R E IR S s iRiA D Please be sure to confirm
D k= Voluntanly and Continuously Insured Persons: The bank account listed on the application for enrollment. the payment destination
Q
{iﬁ i X ERRIAL TR, v A T AR—ZVETEIRE LIZAGZRBNELZFIAT 2546 =2 O (Fzyz[VILTLESY) and check [ ] the box.
5}3\ & | *If using a public funds receipt account pre-registered on Mynaportal, etc., instead of the above account = o (Please check [v])
* [EAT - BhEERT & 72X KETH R DGERT 2T & B b —H TIEHZR T TSV,
Obtain certification in either of the following sections (for certification by a doctor/midwife or the mayor of your municipality).
Sy L7-4EA A Sexis #= A F IR 10 A
- ~§ Date of birth (Y/M/D) XXXX 1 4 1 25 m born after months term
i HZE R oo e s - 2 ( 1) 9]::. it PE i ) i, & i
. E Number of babies Singlg/Multiple ( babies) Stillbirth/miscarriage, or, week no.
B gl LRosmomERnC L ey LET,
P >| I certify that the above information is correct. ORI NEHERE
~
Fifi = AFn A A _ Obstetrlcal and Cynecologﬁlml Hospital
D8 Date (Y/M/D): XXXX / X / X F000-000 OO
g I~ 1-11-1, cho, __-ku, __,000-0000
B EFEHER DA TR - FIEH
wWoE Name and address of medical care institution Bkl OO OO (seal)
S EAT - Bl pe (HBOY O AR %
Name of doctor/midwife ) (No seal required w1th 51gnature)
K e R .,
E Permanent s Pr)eﬁfec?ire% Name of head of E}
> domicile household 8
g N
% © | HAEEHA | . = HAE R R4 HWAFAR | ,q = g
B%‘ g 2| Date birth | Fn 7: )j H Name of Date of birth | " fn 7: )/4 H é
& 5% notified newborn child (Y/M/D) #* £
k=g P o2
1) Eg RO LBV FHIER N LA L £, 5=
H £ E I certify that the above information is correct. oo0ooooOoooooooOoOoboooOoooa 5 é
Eﬂ;g Xl A A ogooooooa @g
g Date (Y/M/D):  / Certification by the mayor of your municipality is E% o
Bs ; B i [ ©
g TR B4 required if not certified by a doctor or midwife. B S
Name of mayor HHS
&
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SABXEF (F) FRMALTSZEN M COMERI TS L OTHIRNA
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Before

the written

© Attach copies of receipt and detailed statement of medical care costs from the medwal care mshtuhon and a
wrm:en agreement stating that you will not use the system of direct of Ck and Child

sum Grant to medical institutions (copy)
(These documents do not need to be

d in cases of childk

Lump-

A N

_ member of the maternity medical care

scheme, if

check to make sure it bears a sea] certifying that the institutionis a

© The childbirth must be certified by a doctor/midwife or the mayor of your mumclpallty Attach a proof of birth
"~ registration or official copy of famlly register (copies not accepted) if no certification is provided on this form.
before

Make sure all d

are

lying. The grant cannot be paid if documents are incomplete.

© 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.

FEPRIR TS5

R



tanimoto
テキストボックス
記入例
Example of completed form 

tanimoto
楕円

tanimoto
楕円

tanimoto
楕円

tanimoto
楕円

tanimoto
楕円

tanimoto
楕円

tanimoto
テキストボックス
医師・助産師の証明がないときは、市区町村長の証明が必要です。
Certification by the mayor of your municipality is required if not certified by a doctor or midwife. 

tanimoto
線

tanimoto
テキストボックス
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.

tanimoto
線

tanimoto
テキストボックス
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. 
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線




