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Claim for Funeral Expenses/Funeral Costs (Insured Person, Dependent)
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Relationship between
insured person and
claimant
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If the death was due to the actions of a third party,
describe the facts of the matter and the name and
address of the third party. (Notification of Injury or
Sickness due to a Third-party Act must be
submitted separately.)
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check [ v] the box.
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Please be sure to confirm the payment destination and
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To be filled out by the insured person (claimant)
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Be nefits based on this application will be transferred to the following account. (Please check [/] the box
after confirming.)
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*If using a public funds receipt account pre—registered on Myna—portal, etc., instead of the above account = [J (Please check [v])
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2. If this claim is submitted by a family member of a deceased insured
person who was a Voluntarily and Continuously Insured Person,
and the family member is not certified as a dependent of the insured
person, an official copy or extract of the family register (copies

RSB EIEE R

Takeda Health Insurance Society
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Notes: If you are using a public funds receipt account, please note the following.

© 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.

© When claiming expenses for a therapeutic orthosis (medical appliance), payment
(reimbursement) may be made three months after the month in which the orthosis
was fitted.

© Ifyou 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.




