
Have this filled out by your  
work place if you are 
uncertain 

Use form 16-6 for 
commuting injury

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

Leave a space between first 
and last names and write 
names in katakana

Enter “1” for Ordinary 
Savings Accounts and 
“2” for Current 
Accounts. 

Industrial Accident Compensation insurance number

Birthday date of injury or attack

Name

Address

zip code

Fill out the period 
you did not work 
because of treatment 
(⑳) and the days you 
did not receive wage 
(㉑) in the period

Period when it was not able to work because of 
recuperation

Days on day when pay was not 
received

Account numberKind of 
deposit

The full name of the account holder

Name  of  financial
Institution 

Branch name

Account holder

To be filled out 
by medical 
institution

To be filled out by 
claimant

To be filled out 
by  company * Consult with the supervising institution 

when submitting if certification from the 
company cannot be obtained. 

Employer 
Certification Field
*Since the second claim, filling out is not necessary if 
you have already quit the job

To be filled out by 
medical institution

Name

Address

zip code
Telephone

Filling out ㉒㉓㉕㉖, the bank 
name and account holder in the left 
column are necessary only when 
opening a new account or changing 
the reported account, 

Seal is not required if filled out 
by the claimant 

Sign

Temporary Absence from Work Compensation Payment Claims Form (Form No. 8)

Date  of  application

Claimant’s

39

Fill out in the order 
of era name, year and 
month.
Era name： 5 for 
Showa, 7 for Heisei

Certification by the doctor in charge

The site and name 
of injury/disease

Treatment period year   month   day   – year   month   day  ,   days,   net treatment days

Course of 
injury/disease

Current treatment       date    cured / death / changed the doctor / stop / continued
The period working was impossible due to treatment:

days of       days from year     month     day    to year    month    day
I prove that about the person ⑫, the fact is as the section   from 28 to 31

Telephone
Date                         Hospital         Address

or  Clinic          Name
Name of the doctor in charge                                        Seal          



Use form 16-7 for 
commuting injury

Name

Birthday Age

Address

date of injury or attack

date of  wound recovered

The cause of the disaster and the 
outback situation

Clarify the location where the 
accident occurred, the work being 
carried out and the conditions at 
that time

Industrial Accident Compensation 
insurance number W

orker’s

Average wages

Total of special salary
In one year

Only fill out this section if 
your receive pension 
payments from the welfare 
pension insurance system etc. 
for the same injury, disease 
etc.

Employer 
Certification Field

To be filled out by 
claimant

To be filled out 
by company

Financial 
institution or post 
office where 
transfer of 
pension is hoped

Name of  financial  institution

Name of appended document

Sign number of bankbook

Name of postal savings

Address

Sign number of bankbook

Seal is not required if filled out 
by the claimant 

Financial institution or post office where 
transfer of pension is hoped Branch name Nominee

Account number

Claimant’s
Address

Name

zip code Telephone

Part and  symptom of existing trouble

Disability Compensation Payment Claims Form （Form 10）(Example)

Name(Katakana)

Sign

Date  of  application

Address(Katakana)

Branch name

Em
ployees' pension 

insurance etc

Individual pension number

Kind of pension

Grade of disability

Amount of provided pension

Date to have been provided

Jurisdiction pension office etc

Pension code of annuity bond of welfare annuity

Name of postal savings (katakana)

40

Circle “男” for 
male or “女”for 
female 

Have this filled out by your 
work place if you are 
uncertain 



Use form 16-9 for 
commuting injury.

Surviving Family Compensation Pension Payment Claims Form 
（Form 12）(Example)

Industrial Accident Compensation 
insurance number

W
orker’s

Name(Katakana)

Name

Birthday

Industrial category

date of injury or attack

date of  wound recovered

Average wages

Total of special salary
In one year

The cause of the disaster and the 
outback situation

Clarify the location where 
the accident occurred, the 
work being carried out and 
the conditions at that time

Only fill out this 
section if your 
receive pension 
payments from 
the welfare 
pension insurance 
system etc. for 
the same injury, 
disease etc.

Employer 
Certification Field

To be filled out by 
claimant

To be filled out 
by company

Claim
ant’s

Enter the 
claimant’s name, 
date of birth, 
address, relationship 
with victim, and 
whether or not they 
suffer from any 
disabilities. 

Enter the names of 
any surviving 
family other than 
the claimant who 
may receive 
surviving family 
compensation 
pension payments

Name Birthday Address Relation 
to

worker

Presence 
of 

handicap
Circle “ある” if 
the person has 
any disabilities 
and “ない” if 
they do not have 
any disabilities.

Circle “男” for 
male or “女”for 
female

Relation 
to

worker

AddressBirthdayName

Name of appended document

Financial 
institution or post 
office where 
transfer of 
pension is hoped

Name of  financial  institution Branch name
Sign number of bankbook

Sign number of bankbook

Name of postal savings
Address

Date  of  application
Claimant’s Address

Name
Sign

A zip code Telephone

Financial institution or post office where transfer of pension is hoped

Name
Branch 
name

Account number

Nominee

Seal is not required if filled out 
by the claimant

Presence 
of 

handicap

Is the 
person’s 
livelihood 
tied to that of 
the 
claimant’s? 

If yes, circle 
“いる” and if 
no, circle “い
ない”.

Age

41

Have this filled out 
by the work place if you are 
uncertain of the number

Relation w
ith the

receipt of em
ployee

pension insurance etc. 

The deceased worker’s universal pension number 
and pension code of pension certificate of employee 
pension

The date when the deceased
worker became eligible to be
covered by the insurance

Date 

The type of pension issued regarding to the relevant death

The amount of pension issued
yen

The start date when
pension was issued 

Date
Universal pension number and 
pension code of pension 
certificate of employee 
pension

The local social insurance office 



Surviving Family Compensation Lump Sum Payment Claims 
Form （Form 15）(Example)

Employer Certification 
Field

To be filled out by 
claimant

To be filled out 
by company

Have this filled out by your 
work place if you are 
uncertain

Industrial Accident Compensation 
insurance number

W
orker’s

Name(Katakana)

Name

Birthday

Address

The cause of the disaster and the 
outback situation

Clarify the location where 
the accident occurred, the 
work being carried out and 
the conditions at that time

date of injury or attack

date of  wound recovered

Average wages

Total of special salary
In one year

Name Birthday
Relation 
to
worker

Name of appended document

A zip code Telephone

Claimant’s

Address

Name
Sign

Seal is not required if filled out 
by the claimant

Date  of  application

Use form 16-9 for 
commuting injury.

Industrial category

Financial institution or post office where transfer of pension is hoped

Name
Branch 
name

Account number

Nominee

Age

42

Claim
ant’s

Enter the claimant’s name, 
date of birth, address, 
relationship with victim, 
and whether or not they 
suffer from any disabilities. 

Circle “男” for 
male or “女”for 
female


