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Page 1 (For Insured Persons to fill out)
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© This application form is a set containing two pages.
The next page includes fields for your doctor or midwife to provide proof.
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T EXILAEE, RA S5 RAOELEGYFET,

In general, benefits will be paid to the salary transfer account.

6, SRS HRAOEARYAAZFEZSNENARX UTOITANFIvIEAN TSN, (BIRRELEZDAEZRS)

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)

O

TAFTR—FILNETEMBFRL-AEIMOEZFALES,

I will use the public fund-receiving account pre-registered on Mynaportal, etc. (Please mark with a v if you wish to use this option)

F) AEFERORBRIZE, BEAILHBEZELEYS,

Note: It takes several days for account information to be reflected after registration.

HBERAQE, R4 T R— 2L ETEMERL-L2EIMOELUNEFLELET,
I want benefits to be paid to an account other than the salary transfer account/public fund-receiving account
pre—registered on Mynaportal, etc.

(WERMNELE) SRBELTT. XEA. OEES. OELAEDOERTE30NIE—
[Required attached document] A copy of a document that can confirm financial institution name, branch name,
account number, and account holder name.

ENEBENEREITEEEA,
Note 1: Overseas remittance is not possible.

A2 BEFIARA—TOERIETEEFE A,

Note 2: Remittances using electronic money are not possible.

MBRRELADEETBETITRATIAFTUN—ICLYBFEEZRETHHE LR FEEEGETIHERIIZEL, yd AT B {FED N
* If you wish to apply using your My Number instead of your insurance card symbol/number, please consult with Reception date stamp
the FR Health Insurance Organization.
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Claim for Maternity Allowance
(Please submit both pages as a set to apply.)

EEM X (LB EEREEAME Fields to be entered by your doctor or midwife

HE F K &
Name of the Mother
™ % E & A A 3 A B HE
Date of Delivery __/_/ _(YYYY /MM / DD) (delivery)
HEFEFEAHA F A A HEFE
Scheduled Delivery Date __/_/ _(YYYY /MM / DD) (scheduled delivery)
® p ® EEROIEQ,
%%%0)@&3 g HEXILIEED H AE - E (iR 7 A)
B mED FE - B Live Birth or Stillbirth Live birth / Stillbirth (months of pregnancy: _)
< W Normal / Abmormmal (if Applying After Childbirth)
Loyl RIEL 2SO g - Bl
After Childbirth) Single or Multiple Birth Single birth / Multiple birth

B LB Y HEEBIFEEA
I hereby certify that the above is correct.

F A =]
E & M & O Fr & # _/_/_(YYY/ MM/ DD)
Location of the medical care facility
E & & & O & W
Name of the medical care facility
E BN - B E B O K £ B ( )
Name of the doctor or midwife Phone number

KEEMER ST LENZMECIEESLY, * Please stamp the name of the medical care institution, etc.

[ngﬁifi !iﬂﬂfiﬂﬁA@E%‘%IE] (Notes for the doctor or midwife)

1. @. ORUVDFIEENENEZLE T HIXFERLTHIATZEL,

1. Please circle the correct options in fields 12, @3, and (9.

2 BWOIEEIZNTHIALEEE. FIRFA7 A DRETH =D E LML TIEZEL,

2. If you circled “Stillbirth” in field @3, please also indicate the month of pregnancy when the stillbirth occurred in the
appropriate field.

3. STEBEFXZEHRTHEEZ. ELWARETERABDH AU E TR ALLESY,

3. To make a revision, please cross out the incorrect information with two lines, and then enter the correct details and provide a

certifier signature.

RHi% XERN-BIERN KLY, SIBAZ Z(H1-1&. LT DIEANTIRELIZSLY,
Submission recipient * After receiving proof from your doctor or midwife, please submit the form to the recipient below.
T754-0894 LWWARILATMEIL10717-1 (TEL:083-988-0306)

10717-1 Sayama, Yamaguchi, Yamaguchi Prefecture 754-0894 (Tel.: 083-988-0306)

WI7—RR)TAIUT 5 - HERETF—LA
Payroll and Benefits Team, FAST RETAILING CO., LTD.

FREFERIZMEE (R7.4)
FR Health Insurance Organization (April, 2025)




(Z$(EZ(+B%H]) (Payment receiving conditions)
AN (GHEHRRE)DPROEHETRTELESEICE HEFHELATHRINTET,

The enrollee (an insured woman) will be paid a Maternity Allowance only if all the conditions below are satisfied.

O FiRANA (8SA) UL DHETH DL (RE-TEGRE) - ALEIRFHEEENET)
@ Pregnant for at least four months (85 days) before childbirth (including premature births, stillbirths, and abortions)

O HEDE-HHEEEKRATNEIE

@ On leave from work for childbirth reasons

© HBEDZIIHENIE
© No salary being paid
(RAEZERIC OV TOREDZIWDAH>TH. TOHREDHENHEFLUEOBAEIVLHBNVESIE. HEF LS LB SEOEENTHR/INET)
(Even if the enrollee is paid a salary during their time off, if the daily salary amount is less than the daily Maternity Allowance amount, the difference
between them will be paid.)

[(Z#REEEZFAEAR)  (Payment amount and payment period)

O #a%s
@ Payment amount
1BE-YOEEE: [XHEEE A OLET 20 AR O&ZERM A 8L FHL-ZE ()] +-30% (273)

Amount per day: [average standard monthly remuneration for the 12 months before the payment start datex] = 30 X (2/3)

X XZIAEREOURIOHEA1 20 RISHELBVEEIEIUTOEOF LR TOLRNADELFERALTHELET,
* If the period before the payment start date is less than 12 months, the amounts in A and B below will be calculated, and the lower amount will be
used.
@XM B DET 5 A LEIOM#EELI-& A OIZERMAREDTFES
A. The average standard monthly remuneration for the months in a row when remuneration was received before the payment start date, including
the month that includes that date
DEZFEEDHFEIAS0BIZHTELBFRIRE DR A DIZLEREM A5 FHLI-%E

B. The average standard monthly remuneration for all insured persons as of September 30 of the year before the corresponding fiscal year

O ZHEER

@ Payment period
HEFUSFHER(HEEBAFERLYEN-BESIIHETER) LFI428 (ZHRITRIZOSH) MO HERKS6 HETOHBICDLNTXHREINE
The Maternity Allowance will be paid for the period from 42 days (or 98 days in the case of a multiple pregnancy) before the date of delivery (or the
scheduled delivery date if the actual date of delivery is later than the scheduled date) to 56 days after the date of delivery.

- XEBREOHENFEASIYRFESIES - XEROHENFEBLYEN-ZE
* If the actual delivery date is sooner than the scheduled date * If the actual delivery date is later than the scheduled date

| HEFEBR | | HEAR |
Scheduled delivery date Date of delivery

| HER | | HEFER |
Date of delivery Scheduled delivery date

HEFLE(42H+56R) HEFL44(428+ a+56H)
Maternity Allowance (42 days + 56 days) Maternity Allowance (42 days + & + 56 days)
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FR Health Insurance Organization (December, 2024)
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