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{ Cautionary Notes )

1. Submit this notification if you cannot return your insurance card when the insured person
or dependent loses eligibility.

2. If you lose your insurance card, report to the police just in case.

3. If you find the health insurance card for which you submitted the notification, return it to the Health Insurance
Society as soon as possible.
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Use this application form in the following circumstances:

When the insured person or a dependent has lost their eligibility but you cannot return their insurance card
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@ Cautionary notes
Read the Cautionary Notes section of the application form, and accurately complete the section of the form enclosed
by the bold border.
Note: If you lose an insurance card, contact the police as a precaution.
Be aware that submitting this form will not result in the insurance card being reissued.

@ How to fill in the form (match the number to the example entry)
@[Submission Date]
For a general insured person (employee): Enter the date on which the form is submitted to the office.
For voluntarily and continuously insured persons and special-case retired insured persons: Enter the date on which the form is
submitted to the health insurance association.

@[Name of Insured Person]
Enter the name and furigana reading of the name.

®@[Employee No. Office (Company) Name Affiliation/Phone]
« For a general insured person (employee): Enter the employee number (the number assigned to the employee by the company),
office (company) name, affiliation, and telephone number.
« For voluntarily and continuously insured persons and special-case retired insured persons: Leave the employee number,
office (company) name, and affiliation blank, and enter a telephone number where you can be reached during the day.

@) If the person has retired or resigned]
Enter the date of retirement or resignation, current address, and telephone number.
Note: Leave the retirement date blank if the person is a voluntarily and continuously insured person or special-case retired insured
person.

®)[Fields for explanation of circumstances of the loss and other information]
« Circle the owner of the lost insurance card (the insured person or the dependent).
If the lost card is that of a dependent, enter their name and relationship to the insured.
+ Describe in detail the reason for and circumstances of the loss.

@ Address for Submission
@ For the general insured (employees)
Submit the form to the person in charge of health insurance in your office (company).
For users of Humanimate21/ESS or SHAREXEXself
Submit the form to the health insurance association.
(The address for submission is listed under “Address of Insurer” on the insurance card. To submit by internal mail,
use the (HQ) Health Insurance (OC2) Operations (Application).

@ For voluntarily and continuously insured persons and special-case retired insured persons
Submit the form to the health insurance association.
(The address for submission is listed under “Address of Insurer” on the insurance card.)

@ Submission Deadline
Submit this form as soon as possible after eligibility is lost.
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