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@ Date of Disqualification (Day after resignation date, etc.)

@ Check one Business type of Insured Person
Sales : Desk work : Others

@ Period during which it was not possible to work (application period)

@ The remuneration amount and period if you received full or partial remuneration
for the above period or were capable of receiving this remuneration

@ Circle a response to indicate whether you are receiving a disability pension,
disability allowance, or old age pension.
| am receiving a pension or allowance. / | am currently filing a claim. /
| am not receiving a pension or allowance.

@ If you receive a pension or allowance or currently filing a claim.
Pension amount(JPY)

@ If you receive a pension or allowance or currently filing a claim,
circle the response that applies.
Disability pension / Disability allowance / Old age pension
Enter the name of the corresponding injury or sickness between the square brackets [ 1.
* If receiving a pension or allowance: Attach a copy of your pension certificate
and pension transfer notice.
*If currently filing a claim: Attach a copy of your pension certificate
and pension transfer notice as soon as they are available.

Circle a response to indicate whether you are receiving Leave compensation benefits for workers'
accident compensation insurance or not.
| am receiving Leave compensation benefits. /
I am currently filing a claim. /
| am not receiving Leave compensation benefits.

@If you are receiving or claiming, the name of the Labor Standards Inspection Office.

Notes

Regarding *1, payment in full and partial payment respectively refer to the full and partial payment
per day. When filling out fields  and , state the circumstances for each. For field , state that
you have not paid until now and will not pay in the future.

For *2, do not state the date of the first visit. Instead, state the date when you started receiving
medical care for the injury or sickness by using health insurance.

Fill out *3 in as much detail as possible. In particular, if you had surgery, state the name and date of
the surgery.

In the case of a claim during the period following the loss of eligibility as an insured person, employer
certification is not necessary.

When calculating the period, include both the first and last dates. For example, the period from June
13 to 19 is seven days.

< For employers and persons in charge of medical treatment (doctors, etc.) >
If you would like to make a correction, please delete the correction with a double line and write the correct
information and the correction seal (or the name (signature) of the certifier).



