Please fill in all the blanks in the bold frame.

*All the years should be written in the Japanese Calendar system.
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Please submit the second page as well.

Number of times |

Eim for Injury and lliness Allowance is 2 pages.
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| Employee Number Ji{%ﬂﬁ aA | Furigana (in Katakana) |
Health Insurance Card [ F 0) q:l&';: ALT(TiéL\O | mee of Insured Person | (1 /2)
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| T Date of Birth: [Showa] / [Heisei]
Date of Enrollment: EE\‘%N‘ (@) (@) O OllYear][Month][Date] \ %ﬁ XER
[Showa] / [Heisei] / [Reiwa] Date of withdrawal from membership: A R
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Name of Injury or lliness Date of Onset or Injury:
(e.g. bone fracture) K 4 (Heise] / [Reiwa] 3R 4% O £ O B O H
| I [Year][Month][Date] -
Condition of lliness or Cause of Injury £ ] Was it caused by any
(e.g. Fell down while skiing, and had a bone fracture) %ﬁﬁlﬂ“ BirLE==6® third-party action? ﬁ'\ ® L\WNE
I B J [Yes] / [No]

From [Heisei] / [Reiwa] [Year][Month][Date]

To [Heisei] / [Reiwa]

[Year][Month][Date] For

The period you were absent due to the above-mentioned injury or illness (claim period).

[ ]day(s)
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*Please provide specific details of symptoms, daily living conditions and how to recuperate during the period of absence. |
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Situation of medical treatment

(e.g. Hospitalised for surgery on xx Nov. Discharged from hospital on
xx Nov. After discharge, recuperating at home and go to the hospital x

times a month.
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Do you receive Old-age Employees’ Pension? k% C B "Yes" or "Pending application':
[Yes] / [No] / [Pending application] _ . Basic Pension Number [ Y
If "Yes", attach a copy of the "Pension Certificate". FrEREIOFLERM IE-REIS | |
—— —— —— 1 14T FRsEch |
Do you receive Disability Employees’ Pension or - "Yes" or "Pending application"
isabili ? l‘ ‘% B !
Disability AIIowancg. o ? Name of the injury or disease that caused the payment [ ]
[Yes] / [No] / [Pending application] FITFEAEIOELERM IS LES ~
If "Yes", attach a copy of the "Pension Certificate".
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Page 2.
Certification from employer is required for claims during applicant's tenure of office.

KT [please complete the section for Insured Person (to be filled in by Insured Person) and the section 2/2)
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3| [for doctor's opinion and certification (to be filled in by a doctor) on page 1 and submit it together
— |with this page 2 to your employer's office.
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|PIease fill in this section if you are currently employed. (Delegate receipt of benefits to the employer) |

Il"l delegate the receipt of benefits to the above-mentioned employer."| |Reiwa [Year][Month][Date]|
|Address of Insured Person| '%*l] -’EE H H
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|Name of Insured Person| _ - e R
BRBRERS ERBPDOAFIELETERALLES
(.

30O B B s

|Please fill in this section if you have retired. |

"In the current claim period, | have not received any employment income or basic benefits of employment insurance
(unemployment benefits).
| affirm that the above statements are true and correct."
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|Address of Insured Personl
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|Name of InsuEd Person (applicant)|
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Detail of Bank Account for transfer|
[Name of Banking institution] [Bank] / [Shinkin Bank] / [Agricultural Cooperative Society] [[Name of Branch] [Branch] / [Sub-Branch]
[Saving account] / [Current account] [Account Number]

[Furigana of Name of Account Holder](in Katakana)
[Name of Account Holder]
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