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Notification of Change of Covered Dependents (Removal)  *Please attach the insurance card.
Name Furigana Date of birth Gender Date of acquisition of eligibility
Insurance card of the (Y) (M) O Male (Y) (M) (D)
code and number insured
person Female
= ,000 yen
Address of T % Standard (in of yen)
the insured = ( ) monthly
person ﬁ remuneration
= . i Annual expected Lo
[} Occupation
sze of Name of dependent Date of birth g Rels_tlon or income Household Date mdmglual V(\anS tno longer a Reason Remarks
change & | SNIP | year in school (including tax) epenaen
Furigana () (M) (D) M yen Living together (Y) (M) (D)
Reduction |(Last name) (First name)
F Living separately
Furigana ) (M) (D) M yen Living together (Y) (M) (D)
Reduction |(Last name) (First name)
E Living separately
Furigana () (M) (D) M yen Living together (Y) (M) (D)
Reduction |(Last name) (First name)
F Living separately
Furigana ) (M) (D) M yen Living together (Y) (M) (D)
Reduction |(Last name) (First name)
E Living separately
Furigana () (M) (D) M yen Living together (Y) (M) (D)
Reduction |(Last name) (First name)
F Living separately
. = — © To remove a dependent due to the start of employment insurance, please attach a copy of the employment
w5 % o _ o o e - .
w insurance benefit qualification certificate which lists the start date for receiving employment insurance.
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To the Western Digital Technologies Health Insurance Association

*Please indicate if you would like issuance of losing qualification in the Remarks section.



