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Health Insurance

*Please fill in the form in Japanese.
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Lump-sum Childbirth Allowance

(To be used to submit a proxy)
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Individual number (not required when entering insured code and number) Date request received
g *If you entered your individual number, please attach the following documents to confirm your individual number and identity. (stamp)
@
E One of the following: (1) Copy of individual number notification card, (2) Copy of certificate of residence listing individual number, (3) Copy of individual number card (both sides)
+ When attaching (1) or (2) above, also attach one of the following: copy of driver’s license or copy of passport
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