Examples for Filling Out Various Claims Forms

Medical Treatment Benefits Claims Form (Form No. 5)

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

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

Surviving Family Compensation Lump Sum Payment Claims Form (Form No. 15)
Surviving Family Compensation Pension Payment Claims Form (Form No. 12)
Funeral Expense Claims Form (Form No. 16)

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

Use form 16-5-1 for
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Medical Treatment Expense Payment
Claims Form (Form No. 7(1) (back) ) Example
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Temporary Absence from Work Compensation Payment Claims Form (Form No. 8)
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Disability Compensation Payment Claims Form (Form 10) (Example)
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Surviving Family Compensation Pension Payment Claims Form
(Form 12) (Example)
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Surviving Family Compensation Lump Sum Payment Claims
Form (Form 15)(Example)
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Funeral Expense Claims Form (Form 16) (Example)
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Seal is not required if filled out
by the claimant




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

(Example)
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Claims Forms and Submission Points for Each
Type of Insurance benefits
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- No.
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