Health Insurance Application for Injury and lliness Allowance ( Time[s])

Y) (M) (D)| Date individual ) (M) (D)
lost eligibility as
an insured person

(If after loss) ‘ ‘ ‘ ‘ ‘

Insured person's| Code Date individual
code and became eligible as ‘ ‘ ‘ ‘

number Number an insured person

all

Name and seal|Furigana

of insured Address of
person insured
(claimant) person

(claimant)

Date of hirth () (M) (D) TEL ( )

Office and

department
p (Department) TEL ( ) (Extension)

Name of (Y) M) (D)
- Date of injury or
|r?Jury or onset of illness

illness

Describe cause
and state of the
injury or onset
of illness in
detail

Did a third party cause

the illness or injury? No / Yes

Period of leave
taken f

treatar‘nf::t gfr the (Y) (M) (D) to () (M) (D) days

illness or injury

Is or will compensation (wages) be provided for any

part of the leave above? In the past Yes/No In the future Yes/No

)y ™M (Do

Section to be filled out by the insured person

Amount and period compensation has been or will be
paid and the basis for that compensation

Y) ™M) (D) yen per day

Payment of employee disabilit Und . .
yment of employ Y Yes - No . ner Basic pension number —
pension or allowance application

Name of covered Employee disability pension /

. s en
illness Disability allowance y

Availability of public pension due to age or retirement Pension code Amount of pension

Insured persons with
optional and
continued insurance Yes . No . Uf‘de'_' yen
or individuals no application
longer eligible for

insurance coverage Proof of unemployed/lack (Y) (M) (D) to

of income (Y) (M) (D)

days I was not employed and had no income.

Bank Central branch
Credit union branch

Branch number Account number
Savings / Checking

Name of account holder (Furigana)

which payment is remitted

Name of financial institution to

*Please make sure to fill in the bank account owned by the insured person.
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To the Executive Head of the Western Digital Technologies Health Insurance Association
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Remarks

Individual Number (not required when entering the insured person's code and number)

*If you included your Individual Number, please attach the documents below to verify your Individual Number and identity.

One of the following: (1) Copy of the Individual Number notification card (front side), (2) copy of a certificate of residence including the Individual Number,
or a (3) copy of the Individual Number card (both sides)
- Include one of the following as well when attaching (1) or (2) above: copy of driver’s license or copy of passport




