1HE (BERELAR

Page 1 (For Insured Persons to fill out)

EKESE EBR tEE 3
ManagingDirector | OfficeManager, PIC Clerk

[[ O MEEEIXZ3IHM—MTT . Thisapplication form is a set containing three pages. ] ]

f R ERBR

Health insurance

BRFURFARE - AESE

Claim for Injury and Sickness Allowance

=B

2

0245 1:2AR0

1iR

Date of submission ___ / _/ _ (YYYY / MM / DD)

@ WRBES |5 Symbol  |&= Number @ BRBRE
Symbo:iaarjl\l.uﬁjof 1234 12345678 5me of% JOhn smi+h

Insured person, etc.

KRS - BELNTHDEE . BERITHABSEIRALZI,

*If the symbol/number is unknown, please enter your employee number in the number field|

Insured Person

Q put-o0itE
AN (BRI
Your Occupation

(be specific)

Product marketing

XGRE A LBEOHMERERT 554 RBAIOXBRTESRALLEN,
* In the case of a claim for a period starting on or after the date

when you left your employer, please enter the description of your
work from before you left your employer.

@

&

06,7018

4% AH

Birth Date

__/_/_(YYYY/MM/DD)

® HEBRED
(ERE) BT

Address with Zip Code of
Insured Person (Applicant)

(T

)

~

Please fill in your current address

® A—ILTRLR

Email Address @
@ 15’-%% ° ﬁif:li B Y R B Y Y
Name o Clavicle fracture agosan | (2.0 24« T10:A115A
liiness or Injury Date of lliness Onset or Injury _/_/_(YYYY/ MM/ DD)

QOEFDE OFE# OXBEEH OF=FTAHICKDILO ‘é%d)ﬁi‘l, (1 slipped and fell down the stairs of my house one night,)
F’_’_ VED L‘\ < Unknown  Traffic accident An act by a third party Other ( resulting in a bone fracture. )
XKiAEP, BYEE. RBEH. MEBFICLSAGEOSET. BT ERAKMAE LB EICTERI:EN,
Cause of * In the case of an injury that occurs while you are at work, while you are commuting to work, or as the result of a traffic accident or act by a perpetrator,

Iliness or Injury

Details of Condition of Iliness or
Injury during Medical Care Leave

fiE K
Symptoms

EBHLOETE

Instructions from

be sure to contact FR Health Insurance Organization and place of employment.

XHEFEROEYZ EOFRITEZATHERIEFERTEFEEA,

* In the case of an injury due to an industrial accident that occurs while vou are at work or while you are commuting to work, no claim can be made.

’—_Y—E—ﬁ—
4Please describe in detail the symptoms of the illness or injury as well
Las your medical care status and the doctor’s instructions.

J

a doctor, etc.

Dg ooz
koA 5 M
(% % 81 /)

Leave Period for
Medical Care (claim period)

| IZTY

oih <K& /3 d

ATOTETE AT
From __/ _/ _(YYyY /My
IO LA

__/_/ _(YYYY /MM / DD

A

side from an injury or sickness for which you have claimed Injury
and Sickness Allowance, please select “Yes” if you have performed
&he worker’s accident procedure.

Orsse Fr
EEFHE 1%
ZHRLTWWETH

Are you receiving a

Disability Pension or
Disability Allowance?

[ELY Yes

LA No

53K P Claim pending

ZHLTLVD
3DIZFvy
Tick all benefits
you are receiving.

J

—
O BEREFE

Disability Employees’ Pension

O EEERTE

Disability Basic Pension

X BEBRPOSHEIENENVE

ERYES,

* If your claim is pending, you will need to

submit an additional written pledge.

X FRBICEENECLEICE
TERBLZELY,

1 E&Ei\:%

(BYSNEIRYEARYES
ERBIOBE

& =

Ll.hmuuensm.amun:.&ana&nlgaie

If you are receiving Disability Employees’ Pension or Old-Age Retirement
Name of the iiness o) PENSION, pleaseattach the Pension Certificate (copy) and Notice of
Pension Transfer (copy), etc.If your claim is pending, you will need to

1f yog ary:s)lvered “Yes"'or'“C\aim E ﬁ E . > '
ey i (6 Gl (e (e e i submit an additional written pledge. 5]
of e; ness or injury and pension Pensmn am
amount. _JoD)
@@ p— N —
© emEons) L0 Yes DTMEL LK RGBS

%ﬁifh ‘iﬂm‘h [E£3 B A Basic pension number

FAAESE . ERBPIDIEE
L - LWLAE N If you answered “Yes” or
&*ﬁ L'CL‘QET?&‘ A ° “Claim pending” in @, please

<For Retired Persons>
Are you receiving public pension due to
old age or retirement?

£&3RH Claim pending

indicate the basic pension
number and payment start
date.

X #a F iR B

£ 1 ig | i\

Payment start date

Y MM Y DD)

2 /\0_:)5 ':l‘)ﬁbgi?—o

Continued on page 2.

>

/ ZFBERE O\

Reception date stamp

FRIZFERIZMEE (R7.7)
FR Health Insurance Organization (July, 2025)
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Page 2 (For Insured Persons to fill out) Exam ple

[[ OZDHFEZEXIH—M T, Thisapplication form is a set containing three pages. ] ]

pErr BRFUEERE - AEE

Health insurance Claim for Injury and Sickness Allowance
Nji%ﬁﬁﬁeﬁon JOhn smi*h

Bl & & Letter of consent

FREZFERIEHEE EEREX To the FR Health Insurance Organization Chairman of the Board:

BEAREICEI(GRFLASOXMBRELTIICH-Y . FREFRRIGHESHBEFREEICHL T, BERRMARE - RIR
et EREk - REDIGMEC R DRELHK - FEFMOEFICLHRRGHIZIGICEAT HIEMFOMIEITOL, T, Bk
BAFREBEREMESDBRICHLAEIZET 5L, RUFREFERIEMEENZORIZEZBHILICRAELNLET,

In line with the decision to pay an Injury and Sickness Allowance based on the Health Insurance Act, I hereby agree to allow the FR Health Insurance
Organization to inquire with related organizations regarding my health insurance enrollment record, insurance benefit record, medical care benefit record,
medical treatment record, pension, and other information related to the receipt of insurance benefits in line with relevant laws and regulations, and I also
agree to allow these related institutions to respond to inquiries from the FR Health Insurance Organization and to allow the FR Health Insurance Organization
to obtain these responses.

X PRSI, IMARRE. ERLE. FEEBREEHELET 12:0:2:4:%:1:2:A:0:1:8
* Related institutions include past insurers, medical care institutions, pension offices, etc. —/_/ _(YYYY/ MM/ DD)
HURIEE KB  Name of insured person John Smith

ERMGERRIE 3 R—TBICHKEEFT,

Continued with the doctor’s proof on page 3.

ey KB LEMLY, B HFEOERORAER I %, LTFOEATREES,
Submission recipient * After receiving your doctor’ s opinion that you are unable to work, please submit the form to the appropriate recipient below.
T754-0894 O LO/M{ELL10717-1 (TEL:083-988-0306)
E%g:pwgﬁ Fﬁﬁ(:g[l\—ca)gﬁ. 10717-1 Sayama, Yamaguchi, Yamaguchi Prefecture 754-0894 (Tel.: 083-988-0306)
Claims filed while enrolled WI7—RARTFA)T 85 -1 EREF—L

Payroll and Benefits Team, FAST RETAILING CO., LTD.
T135-0063 FRImHBIREAHBA1-6-7 (TEL:03-6865-0005)

BRELEZEOHBBICDOLNTHE? 1-6—7 Ariake, Koto—ku, Tokyo 135-0063 (Tel.: 03—6865-0005)

Claims filed after the loss of eligibility FRIZERIEHE #A{TiEY
Person in charge of benefits, FR Health Insurance Organization

CEEZEIE]  Important Notes
1. HRREIDOREESESITRATIAFTUN—ICKYBEEZF LT 58 FREREETTITRHLLESL,

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

o WBARIUEE. FE. B5EADELLYET,
BEOELUA~DRASR ZSNEH (S, SRMELTH. TEL. OBEES . DEEBOBRTESEONOIE—EFHLTIEEL,
(R FBRREAANEEOOEICRYET )

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.)

FRIZFERIZMEE (R7.7)
FR Health Insurance Organization (July, 2025)



3B (BEEELERAR BERFAREKRE Cla
Page 3 (For the medical care provider to fill out) (B —4ATHBEEIZAHEYET) (Pig Exam ple )
=]

T2 52 O DEr DE =
FEADEELANRE T, POFTRALIIEE
In cases where it is difficult to hand over the original certificate due to the medical
consultation being online or patient relocation, and it was issued as a PDF
@ g g i i i q i i g
(1) R (1) L L PR
%ﬁg?g __/_/_(YYYY /MM /DD)
| & 5 & [, WBR) [ |1 LAl A
Name = ™ .. Medical Care Benefit 7 RN~/ DD)
) =
Ask your doctor to fill out Ni7DD)
E
BB - T N—
IDate of lliness Onset or Injury _/ _/ _(YYYY /MM / DD) | Cause of liness or Injury
@ N e
. » Pof f f iy 1 TR PR B
u BT R From __ /"7 (YYY / MM / DD) to =15
Egmfzgﬂﬁﬂ g e g q ﬂ': ﬁ E FT e—
Recognized Period for : H H H Days
Inability to Work __/_/ _(YYYY/ MM/ DD)
@ pEEAHR A B
P ool 1234/\6 7891011121314 1516 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 et
Medical Treatment -

b zrzocEA TS A =l
Please circle the number of days of (MM) 1234 678910111213 141516 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 days
Inedical treatment. -

@ @0 R ARz \ BE0 | BR-BE-AE()-T0Of |
L = j;% ﬁ 2 1% .’E|5 A B A Medical care type Health Insurance / Out of pocket /
) 5 .
z 0o #H M From |77 (ry¥¥7 MM / DD) to D = Public expenditure {___) / Other
FA R T g T < as &5 % B - B - ik - BRE
Period of Hospitalization if H H H H H E H H H H H H E if """""" Out
Hospitalized During the Period in @) 7Y (QYYY 7 MM / DD) i Recovered / Ongoing / Stopped / Doctor changed
@ QoO#MTIETS
BREOIRERV
FBOFEMIZDOLNT
Main symptoms and progress
details of Injury or Sickness
During the Period in @)
1. AbEs 1. B&HEITER 3. @EIc___ [Eh#EkR 4. BIc___ [EI#EkR
@ Eﬁ*ﬁﬁ(:’)b\f 1. Hospitalized 2. Oukpatient visit every ___ days 3. Outpatient visit ____ times a week 4. Outpatient visit ____ times a month
5. 4 B2 EAkE 6. #ERLTLVELY (FERZELTLDVENEBZ HFEERICSRALS. )
R.egardin.g 5. Outpatient visit oncefevery months 6. Not instructed  (Please state the reason for not giving instructions in the Remarks column.)
outpatient guidance (% jRomarke

The allowance will be provided for the period lasting until the date upon which the doctor stated that "I hereby
certify that the above is correct".
Even if the doctor has certified a date later than this, the allowance will not be provided.

Example:
"Recognized Period for Inability to Work": The 16 days from October 16 to October 31, 2024
"I hereby certify that the above is correct": October 30, 2024 Unacceptable (This date must be after the end

of the period.) /

con

LEDOEBYHEHYEE AL I hereby certify that the above is correct | i § | i ﬂi 1 iR | HE
__/_/ _(YYYY /MM /DD

= & #% B T & i

Location of the medical care institution

E & % B &

e of the medical care institution

S = ( )
E B O K % KERMEIL ZT LNEREESL,

Name of the doctor * Please stamp the name of the medical care institution, etc.

[EERA~DFHFELY] [Requests for the doctor]

FHETRELED-HMEIE. KERDFAAEEZITTEEE A,

Note that it is not possible to receive future proof of the Recognized Period for Inability to Work.
RAEIZKY. RIEFBIVBEEZIETOIEKIERHYFETDOTFHIT TEILESL,

Please note that, depending on the details, the insurer might inquire with you.

STERBAE —ERTHER . ELLVABEIIAED Y A& iR ALIZELY,

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

FRER&ZRRMES (R7.7]
FR Health Insurance Organization (July, 2025)



;4 ey R o 2 S =B s2AH Date

I Medical Treatment Status Report for Injury and Sickness Allowance (YYYY/MM/DD)

XEERBEERREOHFL. EERDRES - BSEIHLALESLY,

*Voluntarily and Continuously Insured Persons should also fill in the symbol and number from when they were employed.

XS - BSHATHDBZERE. BESRMITHAEBSEIRLALESLY,

*If the Symbol/Number is unknown, please fill in your employee number in the number field.

o 5E BRiRR(IZDLNT @ 525 Symbol =5 Number K4
#ClaimAPeriod and Outpatient Visits ¢ Name
x5 H
/ AR F A B (YYYY/MM/DD) ~ 3 A A (YWY/MM/D%
Claim Period
1. ABgs 2. BEEICER 3. 5BIC___ [E#kR 4. BI=___ [E@Rz
/ﬁﬁw##Uﬁtouf e —— " & A _ =
S s =t~ . Hospitalized 2. Outpatient visit every days 3. Outpatient visit times a week
EEMANDE D &7 4. Outpatient visit times a month
ERERITOES S [ — o \ ‘ |
5. TRIZ____EL&ER 6. HERIEZIFT TGN UATT - -0 A BEIRL TZELY)
5. Outpatient visit times every months 6. No instructions received (please select from a, b, or ¢ below)
With regard to hospital visits, what | 7 B4a0EESDKAIZITL A . BEAGLIEBETL
instructions have you
received from your doctor? a. Go on days convenient for me b. Go when medication runs out
. ZDh( ) C.Other ()
' T T%AK
SEDGES isit
EEDZE
O%l

When claiming the Injury and Sickness Allowance after &F
] losing eligibility, you must submit this Daily Life and
B Medical Treatment Status Report along with the A

day:

] documents listed below each time, in addition to the —
smos  Claim for Injury and Sickness Allowance and Letter of

TEIA

ZOEEE Consent.

If you were unab

doctor as instructe

claim period, please .

reason. |

OEERR-BERRIZONTE® #Medical Treatment Instructions and Conditions

ERiMSEREIC
DWTEDLSITEE.
BREZHTOET S,

What precautions or instructions
have you received from your doctor
regarding your treatment?

BEEICHLIEN
TERLVRRZE
CREALZEL
(BRERZE)

Please describe the situation that is
preventing you from working
(subjective symptoms, etc.).

ERAMPEED KSR

BELTO>TLELRD,

BEDBILAIZDNT
TRALEEND

What kind of medical treatment
were you receiving during the claim
period? Please describe your daily
activities.

WDEAS .. & ACA [ A _B&Y #@% - BFEFE ] |
HEIZDLZEA 2. FEREBRLTOBM, £3LIESGEFEHRD
TEZS5TTH 3. ML TABRINLET, RPITEETHS
(FILRABED) 4. ZDith( )

1. Around [year] [month] [Started working/Plan to start working on [month] [day] ]
ou think you will be able | 2. Symptoms have improved, but need to monitor condition a while longer

ing part-time work)? | 3. Continued treatment is necessary, and working is not possible

4. Other ( )

When
to work (in

FREERREES

(R7.7)

FR Health Insurance Organization (July, 2025)



PREGR-EAGRRICOLTS

#Health Insurance and Employment Insurance ¢

WEMALTLS
BRERIRICDOLNT

Current health insurance

iE5-BS ( ) RIRHEER ( ) ‘
Symbol/Number ( ) Name of Insurer ( )

I RERIBES (KA - i) 2 EREERR

3. 2ERBRERRKHGSE ( AN - Kk ) 4 ZTOf ( )

Have you applied as a job seeker
&H("O Work?

enrollment 1. Health Insurance Organization ( Insured person - Dependent ) 2. National Health Insurance
3. Japan Health Insurance Association ( Insured person - Dependent ) 4. Other ( )
AMom s | 1 BLBaELTLS 2 B DERBERHLTLS
AR CNES 2 3. ALIAAZLTLVELN(ZDER )

1. | have applied
3. | have not applied (Reason:

2. | have submitted an extension notice for benefits

S EFEEICONTS

4 Attached Documents ¢

( )

DEEFAINAEGRMT
ENTLDAMRHATIC
CREFRCIZEN ()

Please check that all required
documents are attached before
submission. ()

O PEAWEOSL

Copy of Medical Treatment Statement

O FAFAEENEL

Copy of Prescription Statement

O ZHEERELDSLE

Copy of Qualification Certificate, etc. = Those who have registered as job seekers at Hello Work must attach documentation.

O ERAHENEL

Copy of Extension Certificate — Those who have submitted an extension notice for benefits at Hello Work must attach documentation.

L Attached Documents must be submitted each time. I

5

= NO—T—JTRBORAHAEZSNTVSAZRANLETT

— NO—J—JTHRITOERBZREL TS A IXBFANBETYT

ORFEHIN. BALN. EABREDEE . BRFAREIIRTEEEA.

o Injury and Sickness Allowance cannot be paid if documents are missing, information is incomplete, or false declarations are made.
OREZEDRARNBITONT, HLUEMICHERESE T IEKEELHYET.

e \We may verify the contents of this report with your doctor.

FRIEEBRRIRIES (R7.7)
FR Health Insurance Organization (July, 2025)



