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(*)The deadline for this application is the 15th of every month. It will be paid together with the next month's salary.
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*Please fill out this claim form and submit it with the following documents.

sjuaWwnoop payoeny

All three are issued by the medical institution.
(1)Copy of agreement document with the medical institution.
®AIG health insurance association name @ Indication of “I don't agree with the direct payment system" ®Name of insured person
®Name of medical institution and representative
(2)Copy of delivery expense itemized statement
®Delivery date @ Number of babies born ® Indication of “Not using the direct payment system" @Delivery expense
(3)A copy of the receipt (stamped by an institution affiliated with the Obstetric Care and Compensation System
or "the delivery is covered by the Obstetric Care Compensation Program.” is clearly stated.)

X If (2) has a stamp or text, then (3) is not required to be submitted.

XIf the birth is not covered by the obstetric care compensation system, there is no stamp or text.

Notice

* If you paid the full amount of delivery expense without using the direct payment system, please fill out the [Medical doctor/midwife or
municipal mayor's certificate column]

{ Acceptance stampi
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Please submit to the Human Resource Partners (Labor & Social Security Attorneys Office)
Address: 19th floor, IMP Building, 1-3-7 Shiromi, Chuo-ku, Osaka-shi, 540-6319 Japan
Team for AIG , Human Resource Partners (Labor & Social Security Attorneys Office)

*If you are a voluntary and continuously insured persons, please send the claim form directly to AIG Health Insurance Association.
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