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Application Form for Certificate Issued for Specific Disease Treatment
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Health insurance card code/no.
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Name of insured Date of birth / /
person (Y/M/D)
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Name of person Date of birth / /
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SIS 4 1. Chronic kidney failure requiring dialysis
Name of 2. MAHH
sickness/injury 2. Hemophilia
applied for 3. HIV
3. HIV
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S This is to certify that the patient named above has been undergoing treatment for the condition named above
S | since 1/ (Y/M/D).
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g 4 # Name of medical care institution (seal)
[fili4: Name of doctor (No seal required with signature)
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I hereby apply for the above certificate.
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Date (Y/M/D): / /

F2EFT4 Employer :

WAL E 4 Name of insured person :

HH IS EFEARAS HER B
To: Chairman of the Board, Takeda Health Insurance Society
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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.



