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< Notes on filling out this application >
1. Fields conceming the applicant
(1) You do not need to complete *1 if you are applying for a Copayment Certificate. Instead, complete *2.
(2) You do not need to complete *2 if you are applying only for outpatient annual aggregate benefits (if applying for payment by the insurer of which you were a member as of the last day of the period subject to calculations). Instead, complete *1 as described below.
« Enter records of enroliment with other insurers, if any, during the period subject to calculations.
* You do not need to attach the Copayment Certificate if you made no copayments during the period in question. Enter “None attached” under “Reference number of attached Copayment Certificate.”
2. Fields conceming dependents
(1) If you are applying for a Copayment Certificate, fill out this form for persons who were dependents during the period covered by the Certificate. You do not need to complete *3.
(2) Fill out this form if you are applying only for outpatient annual aggregate benefits (if applying for payment by the insurer of which you were a member as of the last day of the period subject to calculations) a person who was a dependent as of the last day of the period subject to calculations. In this
case, you must complete *3 as described below.
« Enter records of enrollment with other insurers, if any, during the period subject to calculations.
* You do not need to attach the Copayment Certificate if you made no copayments during the period in question. Enter “None attached” under “Reference number of attached Copayment Certificate.”
3. Remarks
In the “Remarks” field, enter records of examinations (dates [Y/M] of examination) during the membership period of the applicant and of relevant persons who were dependents (period entered under “Period of membership” beneath the “Name” field). (You do not need to enter records of examinations
for periods enrolled with other insurers.)
4. Confirmation of Bank Account for Payment (complete if applying for outpatient annual aggregate benefits)
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.
5. Submission destination
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. If you are a Voluntarily and Continuously Insured Person, submit this form to the Health Insurance Society.
6. Other
If you need more space than provided for entering the applicant's membership records or the fields for dependents, attach one or more additional sheets of this form to enter such information. If you do this, enter the total number of pages and the number of the current page in the space for page
numbers at the upper right of each sheet.
* Attaching Copayment Certificates (when applying to the insurer as of the last day of the period subject to calculations)
You must attach the corresponding Copayment Certificate if either the applicant or the person who was a dependent as of the last day of the period subject to calculations made a copayment during the period entered under the corresponding membership record. However, note the following points:
- Copayments for medical care received by a dependent covered by health insurance are regarded to have been paid by the insured person (member) under whom he or she is a dependent. For as long as the person is a dependent, he or she will have no copayment amounts. Enter “None
attached” under “Reference number of attached Copayment Certificate.”
* You do not need to attach Copayment Certificates for a period during the period subject to calculations for which you were an insured person under the Takeda Health Insurance Society. Enter “Attachment omitted” under “Reference number of attached Copayment Certificate.”



