Information on insured person

Application details

Health Insurance Claim for Maternity Allowance

*Please fill in the form in Japanese.

Code Number
Insurance code and Name of affiliated
; BREett BN RT73—X
number 2000 00000 office =
Furigana 72727 (BEPAN = | (Year) / (Month) / (Day)
N Date of birth Heisei
ame %1% ?E% ate of bir 6/8/24

Address, telephone | Postal code 123-4567

number, etc. of applicant
(daytime phone number)

HIEHOOROOHT1—2—3 AAT I g /4568%

Phone number 090 ( X X X X ) AAAA

Employee ID O000 E-mail address AAAA@QOQOQ.nejp
Due date Reiwa 5/9/10 Delivery date Reiwa 5/9/10
Period taken off . .
for childbirth Reiwa 5/7/31 to Reiwa5/11/5 98 days
Did you receive payment while you were on maternity leave? And will you IR d /Have not received

receive payment in the future?

In the future Will be able to receive / Will not be able to receive

B If you answered “Have received” or “Will be able to receive” above, please enter the remuneration payment period and remuneration amount below.

Remuneration

. Reiwa 5/7/1 to Reiwa 5/7/31 31 days
payment period
Amount of Amount of
remuneration 5,000 yen remuneration that yen
received will be received

% Only fill out the following if you wish to transfer funds to another account other than your payroll account

Information on
transfer destination

Bank

Shinkin bank
(credit treasury)

Central branch Branch
Branch number

Name of financial
institution
Savings
account
Type of account | ing

account

Account
number

Name of account
holder
(Katakana)
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EROLBIHE N Please ask the physician or midwife 2 A H
P i for a certificate for this section
A - By ERT 0D IR 44

Remarks

Individual number (not required when entering insured code and number)

" Date request received (stamp)

*If you entered your individual number, please attach the following documents to confirm your individual number and identity.

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

salesforce Health Insurance Association




M Please obtain a certificate from your employer.
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