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This form cannot be used in the following cases:
+ For births using the Direct Payment System or Representative Receipt System
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*If the Symbol/Number is unknown, please fill in your employee
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*Insured Person — Currently enrolled in
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In general, benefits will be paid to the salary transfer account.
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If you do not want benefits to be paid to the salary transfer account, check one of the following. (Only accounts in the name of the insured)
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| want benefits to be paid to an account other than the salary transfer account/public fund-receiving account pre-registered on Mynaportal,
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|:| [Required attached document] A copy of a document that can confirm financial institution name, branch name, account number, and
account holder name.

LiEd] FEDBINERIETEEH A Note 1: Overseas remittance is not possible.

E2)BFIR—TOERIETEEH A, Note 2: Remittances using electronic money are not possible.
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Location/Name of the medical care facility
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* Please obtain certification from either one of the following

Name of Municipality Head
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If you wish to apply using your My Number instead of your insurance card symbol/number, please consult with the
FR Health Insurance Organization.

FRIZFERIZHEES (R74)
FR Health Insurance Organization (Apri, 2025)



(R{TEIEIZDIVT]  Attached Document

EEXILGFIEZFALEWNMES

When not using the system of direct payment of Childbirth and Childcare Lump-sum Grant to medical care facilities
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Copies of agreements from the medical care facility

(Documents demonstrating that you have not concluded a proxy agreement with the medical care facility on use of the system of
direct payment of Childbirth and Childcare Lump-sum Grant to medical care facilities and indicating the name of the Health
Insurance Organization as application recipient)
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Copies of receipts for and details of childbirth expenses

(Documents demonstrating that you have concluded a proxy agreement with the medical facility to use the system of direct
payment of Childbirth and Childcare Lump-sum Grant to medical care facilities and, if giving birth at a facility that is a member of
the maternity medical care compensation scheme, showing printed or stamped text certifying that the childbirth took place at a
member facility)

ﬁﬂﬂjfio)iﬁ‘é’ When you give a childbirth overseas

» 0O HEZLEADREE
Letter of Consent from the person who gave birth
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Copy of passport or airline ticket, etc. (documents confirming name and overseas travel)
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If certification cannot be obtained in the section below, birth certificate and its translation
(The translation must include the translator's address, name, and seal)




	出産育児一時金請求書
	添付書類について
	出産育児一時金請求書（英語記入例）
	添付書類について（英語記入例）

