Use this form to claim injury or sickness allowance when all of the following conditions are met:
1. The subject is recuperating from an iliness or injury suffered off the job
2. The subject is unable to work while recuperating
3. The subject has had four or more consecutive days off work (including weekends and holidays)

K-031 “ (P ) 4. The subject is not being paid their salary (or if they are, the amount is less thanthe injury or sickness allowance)
‘ - Before submitting your first claim, check with the person responsible for health insurance at your office (company)
FCBEHERRIRALE or the health insurance association.
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Claim for Injury and Sickness Allowance
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STDMTSSIOTdaTE = a‘? — IR @ Fill in the name and date of birth of the insured person in the attached form K-035 “Space for doctor's
WO R E —= F - Z O B #F : - opinion/space for employer certification (for Injury and Sickness Allowance)’, and have it certified by a doctor.
R 0:0 1 0 0 0 0 0 of%x A BE EE @ Fill in the fields concerning the insured person in form K-031 “Claim for Injury and Sickness Allowance”
Health insurance dard €ode and number Nzi;}m‘l‘nsgeg pgrson (see “How to fill in this form”).
. Efipidyee nd @ Send forms K-031 and K-035 to the person responsible for health insurance at your office.
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s compe FARHO0000 Do oo ® How to fillin the f tch the number to th le ent
Office (company) jame Affiliation and (T :000-000-0000 ) owto filfin the form (match the number to the example entry)
o) i e o 7 000 — 0000 telephone number @ Enter the submrselon date. ' . o .
Contact Address OOROOWOOrT1—1—1 (Ta :  000-000-0000 ) (@ Enter the contact information of the insured person (the notice of payment decision will be sent to this address).
5 % % i P @ Enter the period to which the claim applies (including weekends and holidays).
Name of {njury/mn ss a2 | .,,”n’{; 28 Fwom! pael @ Declare whether the insured received any salary during the period to which the claim applies.

® If the answer in @ is [ZI+7=]Yes, then enter the period and the amount received.

(® Declare whether the insured started to receive a disability pension (or disability allowance) while receiving an
injury or iliness allowance.

@ Enter the name of the condition for which the insured received a disability pension.

Circle [A]Yes if the injury is due to the act of a third party, such as a traffic accident.

In this case, let the health insurance association know as soon as possible.

© Circle whether the claim relates to a period for which the insured is receiving compensation for absence
from work from their workers’ compensation insurance. If you circle [IZL]Yes or [5&3K f1]Claim pending,
enter the Labor Standards Inspection Office that will make the payment (the office that received the claim).

If the insured has received an injury or sickness allowance in the past and the current claim relates to the
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p ) same or related sickness or injury, an inquiry might be made to the doctor or office of the insured. This field is
Was it Qs o B aationa oA T ooy e st atedentact of piolence)? T YeS : intended to expedite the process by obtaining consent in advance, eliminating the need to submit additional forms.
. - Q N ) Please fill in this section.
Does this application concern a period for which compensation Yes. Worker's Aecident kig® @ Select the preferred method of payment.
benefits for absence from work are received under Worker's T <52, i A i i i
Actident Componsation Insurance? ggir:np;n;raélcoenslsﬂsurance e @ IfF[1. $%Fﬁﬂ“$'€s{l‘fﬁyé]1. Paymer_rt via office is preferred, please sign the power of attorney section.
Note: Check with the person responsible for health insurance at your office (company) regarding whether the
(?PL%”al) | consent to the Hitachi Health Insurance Society confirming and investigating the details with doctors and allowance will be paid with salary.
r:r’.mA . | business owners, etc., when claiming the injury and sickness allowance. @ If [2. AADOEARYAH]2. Payment to personal account is preferred, then fill in the bank account details.
’,5,‘,’”;” I | required WAL F A Name of .nsu%%rsa—#% (Note that the account must belong to the claimant. You can also specify accounts that are with JP Bank,

1,/Receive via company = Sign the power of attorney field. credit unions, and agrlcultural COOperatlves)'

'ethod of recéip 2. Transfer to personal account = Enter the receipt information for funds transfer.

AFRICHES AR EIBIT 2 Z A HHRFNCRELET
| herﬁpy authzgrlze the Jﬁtbove company to receive the benefit based on this application.

Note: When correcting the information you entered, draw a double line through the information to be corrected
and enter the correct information and the name of the insured person.

= .
: neYear Month  Date AR [Mﬁ. Name of |nsuﬁ%rson @ Required Attachments
g NI N RESRY ¢ R NS ¥ ) NI O B ) @ Attached document K-035 “Space for doctor’s opinion/space for employer certification
H | 1 i (for Injury and Sickness Allowance)” (Original)
P iccbént no @ When receiving a dlsabrllty_ pension (or disability allowenee) . . )
— Depost bype S — ¢+ Notification of Pension Transfer (Copy) (pertaining to the period to which the claim relates

1. General / ordinary (Japan Post Bank ordinary / savings) Note: If the pension amount has be_en revised for tI_’re period to which the claim relates
2. Current account you must also submit a Notification of Revision of Pension Amount (Copy).
» The medical certificate submitted as part of the disability pension claim (Copy)
Note: This is only needed the first time the applicant applies.
« Notification of Revision of Pension Amount for National Pension and Welfare Annuity Insurance (Copy)
Note: This is only needed if the pension amount is revised.
@ K-053 “Consent Form”: This is only needed the first time the applicant applies
@ K-052 “Health Insurance Coverage Survey Form (for Injury/Sickness Benefit Claims)”:
Note that only certain people are required to attach this form. For details, see the example of K-052
“Health Insurance Coverage Survey Form (for Injury/Sickness Benefit Claims)”.

@ Payment date and payment method
« If the form is received by the health insurance association by the 20th of the month,
payment will be made on the 15th of the following month.
(The payment date is moved forward if the 15th falls on a weekend or holiday.)
However, depending on the contents of the application, the health insurance association
might need more time to review it, delaying payment by one or more months.
(Some offices might set their own deadlines.)
* The available payment options are (1) Direct payment from the health insurance association
and (2) Payment via office with salary payment.
You can find out more by contacting the person in charge of health insurance in your ]
office (company).
(@ Sending a notice of payment decision
» When the insurer decides to pay the claim, a notice will be sent to the contact address
provided on the application form on around the 10th of the month in which the benefit
will be paid.
Please note that we are unable to reissue this notice.

& Address for Submission
To minimize the chance of documents being lost, we recommend that you use registered mail or similar means.
Submit to the person in charge of health insurance in your office (company).

@ Submission Deadline
Please file the claim within two years of the day following the date of each claim (based on the date on which
the form is received by the health insurance association).




