Email submissions not accepted.

Health
Insurance

Insured
person

/Additional Sum

| Example of entry

Claim for Childbirth and Childcare Lump-sum
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Code - Number 99 - 99999
Name of insured person E{% XEB
Global ID 1234567
Company O AQ ﬁiﬁ%*i Date of birth QOO0 &#(Y) OO AWM OO H([D)
=z
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: Name OO0 ERAHER
g T 999-0000 -
- RRMOOEOOOH 1~ 1~ 1
Delivery date OO #(Y) OO A(M) OO B(D)| Live birthor Stillbirth Gebin)- siilbintn
+ Mixture of live birth and stillbirth
. . ) _ In the case of stillbirth Month
Number of babies born Live birth (1 ) Stillbirth ( ) Weeks of pregnancy Week
Name of the family B#BF €F Date of birth of the family 00 &
4 ; Yy OO AM OOBH(D)
member who gave birth Relationship with the insured ( ; ) member who gave birth

| claim the benefits in this case as described above. Date OO0 #(Y) OO A(m OO H(D)

In the case of an insured person in employment, the recipient of the Benefit shall be entrusted to the employer. (3%)
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Address of the insured

Full name of the
insured
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03 (O000) xxxx

Daytime contact

To the Chairman of the AIG Health Insurance Association

(*)The deadline for this application is the 15th of every month. It will be paid together with the next month's salary.
(In the case of voluntary and continuously insured persons, transfer to the registered account on the 20th of the following month)

- E B ®_E
. I . . .
£ HEEAR &F A H £ - REDH (R AXEE &
[}
5 HitE IR 8 B O : £ M ( 1”)
1<
S |LROESYEELNI EEIRAT S, . .
% & “FI = Column to be filled out by the medical
& doctor/midwife
2 ERMEEORH
g FTEHE
S =47 - BIEEATA
<3
3 . BB
2 * " Column to be filled out by the FRERA
=}
“ HEREARA £ B H municipality HEEAA £ A B
@
S [LROEHYREBV EETHT B,
2 . .
@ E:3 A B Seal stamping cannot be omitted.
=3 . . .
c
s FEmHE & (Not required if ;ertlfled by the (&)
hospital)
*Please fill out this claim form and submit it with the following documents.
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
g ®Name of medical institution and representative
=
2 (2)Copy of delivery expense itemized statement
Q.
S @Delivery date @ Number of babies born @ Indication of “Not using the direct payment system" @Delivery expense
c
§ (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.
Noti * If you paid the full amount of delivery expense without using the direct payment system, please fill out the [Medical doctor/midwife or
otice
municipal mayor's certificate column]
{Acceptance stamp!
Please submit to the Human Resource Partners (Labor & Social Security Attorneys Office)
ﬁ tgf_) Address: 19th floor, IMP Building, 1-3-7 Shiromi, Chuo-ku, Osaka-shi, 540-6319 Japan
g g Team for AIG , Human Resource Partners (Labor & Social Security Attorneys Office)
= 0
= g' *If you are a voluntary and continuously insured persons, please send the claim form directly to AIG Health Insurance Association.
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