
Managing Director Office Manager Leader In charge 

Application Form for Certificate Issued for Specific Disease Treatment 

:  
Health insurance card code/no.  

A
pp

lic
an

t 

 
Name of insured 

person 

 
Date of birth 

(Y/M/D) 

 
/ / 

Name of person 
subject to 

certification 

 
Date of birth 

(Y/M/D) 

 
/ / 

/Relationship

 
Address of subject 

person 

 
Name of 

sickness/injury 
applied for 

1.
Chronic kidney failure requiring dialysis

Hemophilia
HIV

3. HIV

 

Ce
rt

ifi
ca

tio
n 

by
 d

oc
to

r  
This is to certify that the patient named above has been undergoing treatment for the condition named above 
since        /        /         (Y/M/D). 

Address of medical care institution 

  
(seal) 

 
Name of medical care institution

 Name of doctor (No seal required with signature)

 
I hereby apply for the above certificate. 

   
Date (Y/M/D):  /  / 

 

To: Chairman of the Board, Takeda Health Insurance Society 

 
 

 

12 345678

Taro Kempo XXXX XXXX

Hanako Kempo XXXX XX XX

Wife

XXXX XX XX

____ Industry Co., Ltd.

Taro Kempo

記入不要 
Leave blank

記入不要 
Leave blank

記入例 
Example of completed form

医師の証明が必要です。 
Certification by a doctor is required.


