Example Use this application form in the following circumstances:

When the insured person takes time off work (such as maternity leave) due to childbirth and is
K-032 - ( ) unpaid for that period

F SRR (Or if paid, the payment is less than the maternity allowance)

N =3 > Health Insurance
ﬁﬁ%l}ﬁ Hj EE %3 . WH ;k % Claim for Maternity Allowance
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(Note that the account must belong to the claimant. You can also specify accounts that are with JP Bank,

BRIRR A LA, credit unions, and agricultural cooperatives).

B rq}é:f attorne
Y Name of insured person

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.

F2. AR~ AL ZERLSE, REEZTRALTSEEWURL, RIAZIEIANDEIZIRE L £9)
UEE ;
1.9l

0 00  ##[0i0i0 00 B b 0:0:0:0:0i0i0

2. B

Bank name Branch £odé Account ng, @ Required Attachments

Deposit type ) - e
1. General / ordinary (Japan Post Bank ordinary / savings) K-036 (Space for doctor’s opinion/space for employer certification

2. Current account . (for Claim for Maternity Allowance)) (Original)
Y|

(@ Payment date and payment method # Address for Submission
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& % [1:0:0:0/1:0:0:0:0 & &d i ) . o
Health insurance dard code and number: _ : & | ¢ ame of insured pefson g TEx H @ In the attached form K-036 (Space for doctor’s opinion/space for employer certification
- :Aﬁ.urf*ﬁfnﬁﬁ s i (for Claim for Maternity Allowance)), fill in the name and date of birth of the insured person and
24 4R HAZHOO000 OR - B OO#® : obtain the certification of a doctor or midwife.
Office (company) jame pffiliation and (Ta :  000-000-0000 ) - ) ) )
(2 — = 000 — 0000 telephone number . : @ Fill in the Information About Insured Person fields of the K-032 Claim for
A& S fE PT . « L . B
A Contact Address QOROOMOORT1—1—1 (T : 000-000-0000 ) f Maternity Allowance form (see “How to fill in this form”)
1 . . . )
M T = H SRI00F 45 5H W @O AFOO&E 4)] 10H : @ Submit K-032 and K-036 to the person responsible for health insurance at your office (company).
Expected date of gelivery Year _Month _Date Pate of delivery Year  Month  Date ! oH fillin the f ( hth b h | )
i ow to fill in the form (match the number to the example entry
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Period off from work for childbirth Year Month Date Year Month Date days (period) i @ Enter the submission date.
- - y H . . . . . o N
4 Ie @ia v;f; w;;% EL,; » = 3 7 . i (@ Enter the contact information of the insured person (the notice of payment decision will be sent to this address).
DiJF)iIOU réc%i\‘/e)any %‘rr%uneratioh?wages) Yes ‘o | L . ) X
[Tor the above period off from Work? Fror \ (@ Enter the period in which the insured person took leave (such as maternity leave).
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5 ) oum- zmi&’,,‘@gjﬁ % 750 7 1M For thg%zgnod wgm}h) Date DEELT m | @ Indicate whether you have been paid during the period to which this application applies.
If you were pai ‘remuneration, the P iy . en | X - X i
amount thereof and period on which the "Mear Month Tpae " ET Y f ® If you circled [ZI[+7z]Yes in @, enter the period and amount.
remuneration was pased
= ; o TR TR RS SEILRMIC B4 SN . Select the preferred method of payment
6./ e TELAOD P~ 0 347 SRAKERAL T ESN ! ® p pay :
Receive via company =-Signthe pawer of atiomey field d @ If [1. EXFRATSZITES]1. Payment via office is preferred, please sign the power of attorney section.
= 2. Transfer to personal account = Enter the receipt information for funds transfer. ! R . . . ;
P . ) i Note: Check with the person responsible for health insurance at your office (company) regarding whether the
AFERICES ST 22 EEFEICRELET : I il b id with sal
- | h(eLr\ePy authorize the aboveHcompany t% receive the benefit based on this application. . allowance will be paid with salary.
gexitl
d/ & Year Month Date f If [2. 18 A DA EARYAHA]2. Payment to personal account is preferred, then fill in the bank account details.
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« 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.) Please file the claim within two years of the day following the date of each claim (based on the date on which
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| To minimize the chance of documents being lost, we recommend that you use registered mail or similar means.
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* The available payment options are (1) Direct payment from the health insurance association f the form is received by the health insurance association).
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Submit to the person in charge of health insurance in your office (company).

& Submission Deadline

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. y




