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Application Form for Payment of Childbirth and Childcare Lump-sum Grant (for Receipt on Your Behalf)
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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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Note: It takes several days for account information to be reflected after registration.
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Note 1: Overseas remittance is not possible.
Note 2: Remittances using electronic money are not possible.

HIEHA ( ) (BUFTH &), ) i3, RIS TH ( ) (BAUFRTZ &, )
ZRBEANEED  IROMEIREZZARLE S, Fo, IR, HPEEF VT — RS OB B S5 ~ 0D LB SCHA i B2 131 A
LEFA,

RSTER T DI R &S00, ZHFISHLCHBEICBIL R 58 OB O fIc BT 528,
X HPER W — RS OSBRSS HEE T L — I & IR DI T 2ATH AL, (APIA HdE &) % BIRET 2,

8 The applicant ( ) (hereinafter referred to as "Party A") hereby appoints the medical institution ( ) (hereinafter referred to as "Party B") as agent and delegates the following authority. Additionally,
33 Party A will not utilize the direct payment system for the Lump-Sum Childbirth and Childcare Allowance to medical institution:
@ | The authority to receive the amount of fees* that Party B charges Party A related to childbirth from the Lump-Sum Childbirth and Childcare Allowance claimed by Party A.
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Application Form for Payment of Childbirth and Childcare Lump-sum Grant (for Receipt on Your Behalf)
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number in the number field.
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*If the Symbol/Number is unknown, please fill in your employee
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If the applicant or the person expecting to give birth has already lost eligibility for Health Insurance or Seamen's Insurance within 6

months of the expected delivery date, please complete one of the following.
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*According to Article 106 of the Health Insurance Act or Article 73 of the Seamen's Insurance Act, individuals who have been
insured for at least 1 year under Health Insurance or Seamen's Insurance and give birth within 6 months after losing eligibility may

receive a Lump-Sum Childbirth and Childcare Allowance from their most recent insurer.
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Insurer's Name

If this application is due to giving birth within 6 months after

losing Health Insurance or Seamen's Insurance eligibility

because of the applicant's resignation, etc., please provide k=2 H5
the name, identification number, and symbol of the insurer Symbol Number
joined after losing eligibility.
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If this application is for a family member of the applicant who

will give birth within 6 months after being recognized as a

dependent, please provide the name, identification number, EaR=A %‘é%
and symbol of the insurer to which the family member Symbol Number
belonged before being recognized as a dependent.
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