*Please be sure to attach the insured individual's insurance card.

" HHEE| R | HY
Health Insurance Notification of Name Change of Insured Person / Dependent (Corrections) o
FS
To the Western Digital Technologies Health Insurance Association
Insurance card code and number Name of the insured person Gender Insured person's birth date
M (Y) (M) (D)
F
Assigned workplace and department (Bldg./Fl.) Dependent's name (only if applicable) Relationship| Gender h;rzs:h?;d Dependent's address (if living separately)
HGST Japan Ltd. M Living together
Telephone (Extension) Fo|rneseel
Name after change Name before change
Furigana Furigana
Last name First name Last name First name
Date of change Reason for the change Insured person's address
(Y) (M) (D)
Telephone
Date of submission (Y) (M) (D) A A ATED
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