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

pErr BRFTURERE - AEE 20720 725701s

Health insurance . . .
Claim for Injury and Sickness Allowance Date of submission 7 7YY / MM 7 DD
O HBRIEEZF [;LS Symbol ZS Number @ wWREE
sHE.x%o °
L ESES | 234 12345678 A John Smith
lym 0l and BUMDEr Of .. o & o mFMOBAE. FSMCHAESECBACAL, e @
nsured person, etc. 4If the symbol/number is unknown, please enter your employee number in the number field] __Insured Person

® mut-oOhE Product marketing @

o =
RE (BABID) | scamausommensss5a. Ao RBRSECRACEL,
Your Occupation | In the case of a claim for a period starting on or after the date
(be specific) when you left your employer, please enter the description of your
work from before you left your employer.

© mRrEo | (T - )
(R )RR { Please fill in your current address ]

Address with Zip Code of
Insured Person (Applicant)

®

#£Aa|:1:9:7:5%#0:6:8:10:1:8

Birth Date

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

A—LFRLR @
Email Address

[Fl B 2 Letter of consent

FRIEZEFRREHE EEEREE To the FR Health Insurance Organization Chairman of the Board:

BEARRECEIUGRFLUEOXIMBRELTIICHY. FREFREIRMEESH BRI T, BERKRMARZE - RIZ
= = = = . - = —~ . s — = —

TSR - B DT DR HR- EEFEMOERICLIRIGHEAFZBICET IBEREOBREITOICL., T, HRE
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 BARMSRILIE. MTMARIRE . EAME. FEERTSEELET, f2:0:2: 4128101118
* Related institutions include past insurers, medical care institutions, pension offices, etc. S/ (YYYY / MM / DD)
HARBEFE KB  Name of insured person JOhn Sm i'l'h

BRI, RAL S 5RAOEEGYET,

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

i, G RA O EARYAHEFLINLENAHE, UTFOTADNFIvIE AN TS0, (BRIFFELZOOEIZRD)
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—ZIILETEHMERL-AEZROELZFIALET .
D I will use the public fund-receiving account pre—registered on Mynaportal, etc.

5I)EIEI§'T§$E? E—

Note: It tak
;ﬁi};&;&?és lf)nly if you want benefits to be paid to an account other than

he salary transfer account, check the appropriate box. -
receiving account

I want benefits to
pre—registered on
(WWERMTELE) SRKELM. 5L, OEBES. OELZEDERETESL00IE—
D [Required attached document] A copy of a document that can confirm financial institution name, branch name,
account number, and account holder name.
D BNEEIETEEEA,
Note 1: Overseas remittance is not possible.
\ ) BFIA—TOREEFTEEL A,

Note 2: Remittances using electronic money are not possible.

MBRREADEETBEBICRATIAFTUN—ICKYBRFEEFETLHEEE S SSH (-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)
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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

HRIZEKA

Name of Insured Person

John Smith

BRTIRFARE - AES

Claim for Injury and Sickness Allowance

Iliness or Injury

Date of lliness Onset or Injury

@ ﬁﬁ% (] %if:(i H H H H H H H H H H H
o Clavicle fracture agoEAE (12:0:2:4: % 1:0:A:1:5:A

/ _/ _(YYYY /MM / DD)

OBROERA
I DLy T

Unknown

OF% OXBESER OE=ETAICEEEL0 Y1704 slipped and fell down the stairs of my

house one night, resulting in a bone fracture,)
Traffic accident An act by a third party

Other (

)

Cause of
Iliness or Injury

XiEd, B L XBEY. MEEICLDPEGOEEF. 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.

Details of Condition of llness or
Injury during Medical Care Leave

Symptoms

B b DIERF

Instructions from  ©

Please describe in detail the symptoms of the illness or injury as well
as your medical care status and the doctor’s instructions.

a doctor, etc.

Dg ooz
%k A T 8 M
(% k # M)

Leave Period for
Medical Care (claim period)

2:0:2:4:%:1:0:A:1:6:8 5

From__/_/ _(YYYY /MM / DD) to

S HH I R R

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

@ 35K #A I 3R B %= [FqA
Z 7 F L = D ves
FESRETEI NS .
16 B | - _ ‘
Did you receive remuneration during the claim
Days period? Are you entitled to receive $
remuneration in the future?

Bresee
EEFHE 1%
ZHRLTWLFETH

Are you receiving a

Disability Pension or
Disability Allowance?

[ELY Yes
LMMZ No

ol L

ZHL TS
3DIZFzvH
Tick all benefits
you are receiving.

O BEEEEER

Disability Employees’ Pension

O BEEERES

Disability Basic Pension

e

X ERPDOERFEHNENSVE
ERYFET,

* If your claim is pending, you will need to

submit an additional written pledge.

X ERFBICEBENELCLRIZZ

7%

BT &L B LLIE
MFERPIDSEE

[if you answered “Yes” or “Claim

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

8l submit an additional written pledge.

CEBARTZELN,
*gs, please

old age or retirement?

pending” in @), please indicate the name =]
of the illness or injury and pension PenS| . ------ ~
amount. M / DD)
GEBEDHE) =

el 1B IELY Yes @TrHELBLL I BREFEES

i = = . r?i;kq: a)tgj_A Basic pension number
FRNMESLE R e
o LML \i No If you answered “Yes” or
ZEELTUOETH “Claim pending” in @, please
- indicate the basic pension L

<For Retired Persons> sk eh Clai . number/and|payment start. Xt E®BA F B =

Are you receiving public pension due to [ AF Claim pending gt Payment start date

/ _/ _(YYYY /MM / DD)

=%

Submission recipient

EEMEERRIF 3 R—CBICHREF T,

Continued with the doctor’s proof on page 3.

MIBLEMEY ., FBETROBRDILAZRITIE., LT OEENTRHZSL,

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

EETOHEMIZDOLTOES

Claims filed while enrolled

T754-0894 OB LOMEIL10717-1

10717-1 Sayama, Yamaguchi, Yamaguchi Prefecture 754-0894 (Tel.: 083-988-0306)
WI7—RR)TA)T 5 - HEREF—L
Payroll and Benefits Team, FAST RETAILING CO., LTD.

(TEL:083-988-0306)

BREABOHEMICOVLTOES

Claims filed after the loss of eligibility

T135-0063 REAIRXAHA1-6-7

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

FRIEFRMRIZMES #AHEY

Person in charge of benefits, FR Health Insurance Organization

(TEL:03-6865-0005)

FRIZEERIZHEES (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.)

® = - AT DR R B DELE B DRI B~
p FEADOEELAEHE T, POFTRFLIZIHE
G of Patient e ket oo e
{ ® R R e P e S
) REOHGA G B ﬂ-:/E /E (YEY}YqYE/ Mi\/l / I:DD)
FtRE R B — ==
I () @BR) | [ TTTiEl Al TA
Name = ™ .. Medical Care Benefit 7 TRRA~IM 7 DD)
. L
Ask your doctor to fill out Ni70D)
*
86 - I .
JDate of lliness Onset or Injury _/ _/ _(YYYY / MM / DD) | Cause of liiness or Injury
@ H H H H H H H
. " J0 T 0 T
BT R From __ /7YY / MM / DD) to =151
CICIRERC G e L T g T g g e
Recognized Period for H H H H Days
Inability to Work __/_/ _(YYYY/ MM/ DD)
@ PEREAH A A B
Sl ot 65 s off (MM) 1234/5\6 7891011 1213141516 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 -
Medical Treatment =
B zezoTEA TS A =l
Please circle the number of days of (MM) 1234%5678910111213141516 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 -
nedical treatment. -
@ @ o HiRE AR R BEE DRI BE-BE-AE( ) -Z0ft
L = j% ﬁ 2 1% ﬂ': A Bh5 B Medical care type Health Insurance / Out of pocket /
H . .
z O #H M From _| 777" (YvYY 7 MM / DD) to D _ TS Gl )/ @i,
Pariod of Hosoitaiaation i T YT T B e & I A - R - Lk - R
Hospitalized Duringpthe Period in @) : : i i : / / (YYYY 7 MM / DD) Outcome Recovered / Ongoing / Stopped / Doctor changed
@ OOBRBISHITS
BEOERERV
FEBOEFMISONT
Main symptoms and progress
details of Injury or Sickness
During the Period in @)
PN 9. BEEITER 3. BI=___ [FEEkR 4. BIc___ (@R
YyTTE 2oLy 1. Hospitalized 2. Oukpatient visit every __ days 3. Outpatient visit ____ times a week 4. Outpatient visit ____ times a month
® EREIEEICDLNT
5. A1 EAkE 6. HERLTLVELY (FBRELTOVENERZFERICTRALIZEL. )
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 [fﬁ%] [

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

bn the progression of symptoms | m

LROEESYREHYEE A, | hereby certify that the above is correct | | | | | i&gf | I8! | IR
_/_/ _(YYYY /MM / DD

ES 0 I

Location of the medical care institution

XERMEA ST LEEMENES,

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

Name of the doctor

[EEA~DHFEL] [Requests for the doctor]

FHEFEEBO-HBIE REDFAATE =T TEEE A,

Note that it is not possible to receive future proof of the Recognized Period for Inability to Work.
ABIZKY . RIEEBELYBEESE TN EIELABYET DO TTFHI 7RIS,

Please note that, depending on the details, the insurer might inquire with you.
STEERIEZEHRTHER. ELOVARLEHBO Y A2 TRBALIZEL,

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)
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