
Employer Certification 
Field

Name of appended document

Use form 16-10 for 
commuting injury.

Funeral Expense Claims Form （Form 16）(Example)

Industrial Accident Compensation 
insurance number

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

The cause of the disaster and the 
outback situation

Claim
ant’s

W
orker’s

Birthday

Address

Relation to worker

Name(katakana)

Address

Industrial category

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

Age date of injury or attack

date of  death

Average wages

Date  of  application
Claimant’s

Address

Name
Sign

A zip code Telephone

Financial institution where transfer is hoped

Name
Branch 
name

Account number

Nominee

Seal is not required if filled out 
by the claimantTo be filled out by 

claimant
To be filled out 

by company
43

Name(Katakana)



Nursing Care Compensation Payment Claims Form (Form No. 16 - 2-2) 
(Example)

For Employment  Injury
circle “介護補償給付”
(Nursing Care Compensation 
Payment ) and for commuting 
injury circle 
“介護給付” (nursing payments). 

If receiving annuity 
bonds, note the 
annuity bond number.

Number of annuity bond Check the type of 
pension being 
received and note 
the class

Physicalhandicap

Wound

class

W
orker’s

Name(Katakana)

Name Address

Birthday

Account  holder(Katakana)

Account  holder(Continuation)

Write the date in
“era”, “year”, 
“month” order.(The 
Heisei era is number 
7)

Years of object

Account  numberType
Of
deposit

Financial institution where transfer is hoped

Name Branch
name

Account
holder

Home Facilities  
etc

If care was received 
at home, circle “
イ”, if care was 
received at a facility, 
etc., circle “ロ”. 

Only fill out items ㉘-㉛
and the financial 
institution name and 
account holder name 
fields when registering a 
new account or changing 
an existing registered 
account.

Address Name

Nursing period and 
days

Name Birthday

Relationship
If the person who 
provided care is a 
family, circle “イ”, if 
they are a friend or 
acquaintance, circle 
“ロ”, if they are a 
nurse or domestic 
helper, circle “ハ”
and if they are facility 
staff, circle “二”.

Person engaged in nursing

Enter the name, date of 
birth and relationship of 
the person who provided 
nursing care, the period 
during which care was 
provided (the first and last 
days care was provided) 
and the number of days 
care was provided. For 
class “ハ” and “ニ”, the 
name, date of birth and 
relationship do not need to 
be entered

Appended
document

division

A zip code Telephone

Address

Name
Sign

It states it concerning the fact of nursing

Name Sign TelephoneAddress

Seal is not required if 
filled out by the 
claimantEnter the address, name and telephone number of the person who provided care

Days

Enter the number of 
days for which 
payment was made 
and nursing care 
received
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Amount expended as cost 
that requires it to nurse

Address

N
am

e

Telephone



Industrial 
Accident

Claims Forms and Submission Points for Each 
Type of Insurance benefits 

45

Benefit Type Employment 
or Cmmuting

Claims Form Submit toForm 
No.

Medical
(Compensation)
Benefits

Temporary Absence 
from Work 
(Compensation) 
Benefits

Disability 
(Compensation) 
Benefits

Surviving  
Family 
(Compensation) 
Benefits

Funeral Expenses 
(Funeral Rites 
Benefits )

Nursing Care 
(Compensation) 
Benefits

Employment  
Injury

Employment  
Injury

Employment  
Injury

Employment  
Injury

Employment  
Injury

Employment  
Injury

Employment  
Injury

Commuting 
Injury

Commuting 
Injury

Commuting 
Injury

Commuting 
Injury

Commuting 
Injury

Commuting 
Injury

Commuting 
Injury

Medical Treatment Benefits Claims
Form for Medical Compensation

Benefits

Medical Treatment Benefits Claims
Form for Medical Treatment Benefits

The chief of the relevant Labour
Standards Inspection Office Via 

Hospital, Pharmacy, etc.

Treatment Expense Claims Form for
Medical Compensation Benefits

Absence from Work Compensation
Payment Claims Form

Treatment Expense Claims Form for
Medical Treatment Benefits

Absence from Work Payment Claims
Form

Disability Compensation Payment
Claims Form

Disability Payment Claims Form

Surviving Family Compensation
Pension Payment Claims Form

Surviving Family Pension Payment 
Claims Form

Surviving Family Compensation
Lump Sum Payment Claims Form

Surviving Family Lump Sum 
Payment Claims Form

Funeral Expense Claims Form

Funeral Rites Benefits Claims Form

Nursing Care Compensation
Payment ・Nursing Care Payment

Claims Form

The relevant 
Labour Standards
Inspection Office

No.5

No.16-3

No.7

No.16-5

No.8

No.16-6

No.10

No.16-7

No.16-8

No.16-9

No.16-10

No.16-6

No.12

No.15

No.16



（March 2014）


