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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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If you wish to apply using your My Number instead of your insurance card symbol/number, please consult with the FR Health Insurance Organization.
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In general, benefits will be paid to the salary transfer account.

If you would like to transfer benefits to an account other than your salary account, please attach a copy of a document that can be used to confirm the
financial institution name, branch name, account number, and account holder name. (Note that benefits can only be transferred to accounts in the

name of the insured person.)
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1. Please circle the correct options in fields @, @), and (0.
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2. If you circled “Stillbirth” in field @9, please also indicate the month of pregnancy when the stillbirth occurred in the
appropriate field.
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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.
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Submission recipient * After receiving proof from your doctor or midwife, please submit the form to the recipient below.
T754-0894 ILARILAMELL10717-1 (TEL:083-988-0306)

10717-1 Sayama, Yamaguchi, Yamaguchi Prefecture 754-0894 (Tel.: 083-988-0306)
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Payroll and Benefits Team, FAST RETAILING CO., LTD.
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