Examples for Filling Out Various Claims Forms

1. Medical Treatment Benefits Claims Form (Form No. 5)

2. Medical Treatment Expense Payment Claims Form (Form No. 7)

3. Temporary Absence from Work Compensation Payment Claims Form (Form No. 8)
4 . Disability Compensation Payment Claims Form (Form No. 10)

5. Surviving Family Compensation Lump Sum Payment Claims Form (Form No. 15)
6 . Surviving Family Compensation Pension Payment Claims Form (Form No. 12)

7 . Funeral Expense Claims Form (Form No. 16)

8 . Nursing Care Compensation Payment Claims Form (Form No. 16-2-2)
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Medical Treatment Benefits Claims Form (Form No. 5)(Example)

Use form 16-3 for
commuting injury

W S5 B HEE R AR EFEICRBELTHATE O EEINRIER [ |
B RER EEE L (RAELT, HNREEPEERERIE
, faft iz D Ofattik# BALTIEEL, el il B ES B EA I P EA T
Have this filled out by SERE TeE OhRE T 1 33| | 7| E| TR~ A (L
your work place if you Lo s i ) HEIEPIRPREEEE
are uncertain .@ DDDD m D Ly Fill out in the order
| of era name, year and
s e | } & § & E % = | month. rimk-url% H
; ] 000000
Showa, 7 for Heisei

# WFFE

Enter “1” if you
are a male or “3”
if you are a

female.

O 0=00

DAEITRHORZA

¥

Leave a space between

||me of mjury orattack
S

Fill out the name and job of
the person who confirmed
the circumstances of the
accident.

e

‘&#"E‘h’ L2

first and last names and

write names in katakana.

i féppsmon

o000 - [T

] 3 gndgstrial Category 5 ,gN'ame
10 5 e jpausE: o thetageident and‘riﬁ;é 5) ¥0 5 R TATRENC (2) DL 5 AR SR EER |
D Where
(2 What were the circumstances
,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, (3 What type of work were you
carrying out at the time
”””””””””””””””””””””””””””””””””””””””””””””””””””””” @ What was the cause
, ® Clarify what type of accident
f % B & occurred
I T . e
| PEH B (6 - n
= o 0 i o ! fi
A QA DURIE ol o o o o o o o o i ]
@OFATH, B, DRV LI L350 Tha = & 2 LT, B g L | g
| Tl
i EEEY z | 5
I FEEOFHEH *Embplover (5 5 - o
) L4 AT
¥ e . . &) E3
| FREOKA Cortificatinn Einld ® 5
P T ———. = i S E A S A AR B A A i
I EEET # 3
\’ EFTR T A B EER - BRAOCIH VW EZ T TWHEEIC, 5
i
I Boicho T, REBAFEEL. 2
et |
- I i
S 5 ) [
ik z SRHETRRLET,
i i S cf%&fgﬂh{ b%ﬁid?faf‘i‘ 72 G zip code Telephione A o i
: Standar%%ﬁfﬁﬂ@% Biew m = Bl <
| Name of . , éi/-{gﬁess A D # 1 E
| hospital i Claimant’s B [ Y
g 7 o
I # ’2 sEh R AD Name I
1 ck E Sign I
. sx | B E|® E|# EBE|F E % RIEHFEH A 7
; y| # # ER Seal is not required if filled
i ® = out by the claimant.
; o w®
: )
" ) 5 | MEEAR l:h‘ <
T & | waann | = | ® E 7 0
|

I To be filled out by 1
l_clalmant 1

To be filled out |
by company ] 36

*Consult with the supervisi

certification from the com
cannot be obtained

ng

institution when submitting if

pany



Medical Treatment Expense Payment Claims Form (Form No. 7 (1)(front) ) (Example)

Use form 16-5-1 for
commuting injury
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Medical Treatment Expense Payment

Claims Form (Form No. 7(1) (back) ) Example
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