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Page 1 (For Insured Persons to fill out) Director Manager

[[ OZNHFEEIL3M—MTT, Thisapplication form is a set containing three pages. ] ]

pEgr BRFURXHERE - ARE e P T

Health insurance . ' .
Claim for Injury and Sickness Allowance Date of submission ./ /- (YYYY / MM 7 DD)
O HBRIEEZF [;LS Symbol ZS Number @ wWREE
s B K £
Symbol and Number of 1. . o crmnman. ssm-naBsscEACS, Bamelc]
Insured person, etc. If the symbol/number is unknown, please enter your employee number in the number field| Insured Person

@
® -
HE=-DLE F A B

I =
RE (BABID) | scamausommensss5a. Ao RBRSECRACEL, £%£AH
Your Occupation |« In the case of a claim for a period starting on or after the date Birth Date
(be specific) when you left your employer, please enter the description of your _/_/_ (YYYY / MM / DD)
work from before you left your employer.
® mErEo | (T - )
(GERE) BIERT

Address with Zip Code of
Insured Person (Applicant)

®

A—JLTRLR @
Email Address

[Fl B 2 Letter of consent

FRIEZFRREHE EEERE To the FR Health Insurance Organization Chairman of the Board:

RERRACESUSRF UROXBRELITIICHY, FREERIRMESABHRMEICHL T, REARMATRR- RIR
TRk - REDIB R DRER- FEFMOETICLOARIRIGH ZIGICET IBEMFORIETOICL, T, BIRHE
BEAFRERREREESDBRICHLAEZET L. RUFRBRRAKRBES TOREZEFLIEICRABNLET,

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 BRMELE. ATMARIGE . EAE. S ERFEEELET. Prr il TR T A
* Related institutions include past insurers, medical care institutions, pension offices, etc. S/ (YYYY / MM / DD)

*&1%@%&% Name of insured person

Bk, REL G5RAQEELZYFET,
In general, benefits will be paid to the salary transfer account.
. S RIAOEANRYAHEFLINGEVAE LTOTAMNTFIvIE AN TEZSWD, RERBRELEZOOEIZRS)

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)

RAFTR—FINETERERL-AEZMOEZFALET,
I:I I will use the public fund-receiving account pre—registered on Mynaportal, etc.
) OEERO RBRIZIE, BHENMBBEELETS,

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

BERAOE, MR-V ETEMERL-AEZMOBELUNEFLELET,
[ want benefits to be paid to an account other than the salary transfer account/public fund-receiving account
pre—registered on Mynaportal, etc.

WWERTELE) SRKELM. 5L, OBEBES OBELEOERETESL00IE—
I:I [Required attached document] A copy of a document that can confirm financial institution name, branch name,
account number, and account holder name.

D BNEERIETEEEA,
Note 1: Overseas remittance is not possible.

E2)BEFIR—TOERIETEEEA,

Note 2: Remittances using electronic money are not possible.

XBERBREILIDEBEBBITRATIAFTUN—ICKYBEERLT HEEE S [ 4
B RAE & F T BRCISELY, 2R—UBIGEET, >
Continued on page 2.

* If you wish to apply using your My Number instead of your insurance card symbol/number,

lease consult with the FR Health Insurance Organization. =
° ¢ VRN

Reception date stamp

FRIZEERIZHEES (R7.4)
FR Health Insurance Organization (April, 2025)
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Page 2 (For Insured Persons to fill out)

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

R

Health insurance

Claim for Injury and

BRTIRFARE - AES

Sickness Allowance

HRIZEKA

Name of Insured Person

D Gmk

Name of
Iliness or Injury

LI FAFS

BEOERHE

LA

Date of lliness Onset or Injury

ig
/ _/ _(YYYY /MM / DD)

OBROERA
I DLy T

Unknown

OF OXEEH OF=HTAICEDEED OF0OM(

Traffic accident An act by a third party

Other (

)
)

Cause of
Iliness or Injury

XiEd, EEEE XBEY. MEEICLPEGOEEF. BT RERRES EHBEICTERIZSN,

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

KEEFOEHE EDFRITHZYTHERIIHERTEEEA,

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

BEOHBKATL
%ﬁﬁa‘idﬂ%fﬁd)
KEZEHFLS

Details of Condition of llness or
Injury during Medical Care Leave

fE K

Symptoms

EMALDIETE
Instructions from  ©
a doctor, etc.

Disability Pension or
Disability Allowance?

&K Claim pending

you are receiving.

O EEFLE

CEERRSIZELY,

®5§§0)T:&)(: ﬂ': E E S @E*;ﬁﬁﬁl:#&m% [EqAY
AR 20 F L =M Yes
(%% % #5 5 )| Fom_/_/_(YYYY/MM/DD)to - FEEZTET H )
D ST L DAL LB F T D e eeter e e cin | (MR
Medical Care (claim period) | __/ _/ _(YYYY /MM / DD) remuneration in the future? No
Bresee 0 BEFEES X FREOBALENEILE
r %g_ e ' LY Y Disability Employees’ Pension AN °
.E.IE;?A L i Lé\f-; E & . e %%ﬁbfb‘%} * If your claim is pending, you will need to
> LWLE No {FDIZTFTVY O EEEWEFS submit an additional written pledge.
Are you receiving a i Tick all benefits Disability Basic Pension X ELBICEENECERIZIE

* If your pension amount changes, please

Disability Allowance contact us.
@TrFEMsLE B B 4 EREEES
rg%;k EF‘ 1 a)i-%a% Name of the illness or injury Basic pension number
[if you answered “Yes” or “Claim
pending” in @, please indicate the name £ & F & M % Bk H - TR ‘A
f the il inj d i H H H H H H H
:mouené_”e“ OF (R el R Pension amount yen Payment start date TRy T DD)
@ (EmEOSHL)
%#if’(iﬂ;gﬂ— [ELY Yes @TrHEL B LI BREEES
il /\— = . rg%;kqgja)t%é Basic pension number
Cké A E”J¢$§ LY = N If you answered “Yes” or
S LTULVETH A No “Claim pending” in @, please . .
. indicate the basic pension L : :
<For Retired Persons> EE;R EP . . number and payment start i %ﬁ F’ﬁ yn E ﬂ-: E E
Are you receiving public pension due to | AR Claim pending it Payment start date H H
old age or retirement? — / _ / _ (YYYY / MM / DD)

=%

Submission recipient

EEMEERRIF 3 R—TBICHREF T,

Continued with the doctor’s proof on page 3.

MIBLEMEY., FBETFROBRDILAZRITIE., LT OEENTRHIZS,

* After receiving your doctor’ s opinion that you are unable to work, please submit the form to the appropriate recipient below.

TEEDDOHAMIC

Claims filed while enrolled

DNTDEES

T754-0894 OB LAMELL10717-1

(TEL:083-988-0306)

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

Wo7—ANITAIUT 5 - HEREF—L

Payroll and Benefits Team, FAST RETAILING CO., LTD.

BREABOHEMICOVLTOES

Claims filed after the loss of eligibility

T135-0063 HEAIRXAHA1-6-7

(TEL:03-6865-0005)

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

FRIERMRIZMES #ATEY

Person in charge of benefits, FR Health Insurance Organization

FRIEFRRRIRES

(R7.4)

FR Health Insurance Organization (April, 2025)



31& E (ﬁ%*ﬂ % %-Ealm) ﬁﬁ%ﬁﬁ%*% Claim for Injury and Sickness Allowance

Page 3 (For the medical care provider to fill out) (B —#THEEEIZHYET) (Please submit all three pages as a set to apply.)
® = P AT I A N PEiES
BAEKH FEARDEELAEET, POFTRfFLIHE O
Name of Patient el L e e
@ @® P g T g T
o e L
FiRE A B ==l =
LI P WER) [ (1T Al T A
Name of Iliness or Injury Medl?:aiasazeneflt _/_/ _(YYYY /MM /DD)
(First Consultation Date) f f : ¥ t : t 1 f ! Y
(3) (8) i.ioio i i PR P iAE
__/_/_(YYYY/MM/DD)
% ﬁ i T: ‘i H H H H H H H H H H H @ %‘ﬁif:(i
BEHEDODERH LI L BEDR
Date of lliness Onset or Injury __/_/ _(YYYY / MM / DD) | Cause of lliness or Injury
@ H H H H H H H
3% OR B L S T - I B = A=)
< B H H H H : H H H H H H
ot Fi YYYY /MM / DD
T - e r°5mg/;/fi< /" /im AR
Recognized Period for H ; H i < Days
Inability to Work __/_/ _(YYYY/ MM/ DD)
@ PHREEH A S
Sl Moty 6B s off (MM) 1234567891011 1213141516 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 days
Medical Treatment -
PREZOTAEATIZED A aps
Please circle the number of days of (MM) 1234567891011 1213141516 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 days
medical treatment. -
@ Qo HRE P AR . & D BE-BE-AE()-Z0OfE
LB &Iz & A BHhn aR Medical care type | Health Insurance / Out of pocket /
H . )
z O # ™M From _ /7 (YYYY / MM / DD) to D = Public expenditure () / Other
period of Hosaitalisation i T T R T I RE T e & I B R - BLE - R
Hospitalized Duringpthe Period in @) : : i i : i / / <+YYY' 7 N;M / DD) Outcome Recovered / Ongoing / Stopped / Doctor changed
@ QOEERI=HITD
BROERER
EBOFMISONT

Main symptoms and progress
details of Injury or Sickness
During the Period in @)

1. Abgs 2. BHEITER 3.8l P 4. AIz P
@ EB%?EE(:’JL\’C 1. Hospitalized 2. Outpatient visit every days 3. Outpatient visit times a week 4. Outpatient visit times a month
5. 4 B2 L@k 6. HERLTLVELY (BRELTOVENEREFERICTRALIZEIL, )
R.egardinlg 5. Outpatient visit once every  months 6. Not instructed (Please state the reason for not giving instructions in the Remarks column.)
outpatient guidance [ﬁ%%‘] Remarks
® OOBECHTZ @
Y -

BEEEF FLO BED HY - 7L
Treatment details, checkup ﬁ ,24%% Yes/No
results, and medical guidance L
during the period in @ Medication
EAREBHDH T

HEDBIEITONT
FHREEERDLNT
E 2 M @ R
IMedical findings indicating
inability to work in one’ s
conventional occupation based
on the progression of symptoms
LREDODEBYBEHYEE A, | hereby certify that the above is correct A I iR

/ _/ _(YYYY /MM / DD)

=& WM E T

Location of the medical care institution

E & #% B &

Name of the medical care institution

B #® & = ( )
Phone number
E M 0 K & XEFHEA ST LMERECKEL,

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

[EERA~DHFELY] [Requests for the doctor]

FHERRELED-HMEIE. RRDFAAIEEZITTEFEE A,

Note that it is not possible to receive future proof of the Recognized Period for Inability to Work.
ABRIZKY . RIEBELYBEEIE TN ELABYETOTTFHIT 7RIS,

Please note that, depending on the details, the insurer might inquire with you.
STEEAIEZEHRTHER. ELLVARLERBEDO Y A2 TRBALIZELY,

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

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