[Attachment] About the request documents for the Childbirth and Childcare Lump-sum Allowance and
the Childbirth and Childcare Lump-sum Allowance Surcharge

After confirming the required attachments from the flowchart below,
Please submit it together with the "Childbirth and Childcare Lump-sum Allowance and
Childbirth and Childcare Lump-sum Allowance Additional Payment Request".

Yes |

Giving birth
in Japan

It's a different style.
Please use the "Childbirth and
Childcare Lump-sum Allowance

]No

A\ 4

and Additional Allowance Invoice
(for Overseas)".

Yes No
4[ Do you want to use a direct payment plan? }7

y

A4

When you use the direct payment
system to pay for childbirth

[Attached documents]

(1) Copies of receipts for and details of
childbirth expenses

% All items a~e below must be listed

a. Date of birth

b. Number of births

c. Actual number of days in hospital

d. Total amount of childbirth expenses (total

burden of pregnant women) and

Amount received by the medical institution on

behalf of the medical institution (amount

received on behalf of the medical institution)

e. "The amount received by proxy and the

medical institution, etc. are billed to the

association

It is no different from the contents of the special

invoice."

* Make sure % you have one of the following:
-The stamp of the system member organization
(*image stamp below)
Imprinted
-There is a statement that "the delivery is covered by
the obstetric medical insurance system".
*If it is not on the statement, a copy of the document
indicated is required.
(No indication if it is not an institution that is a
member of the obstetric medical compensation
system)

If you paid the entire amount of
childbirth expenses to the medical care
institution
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[In case of stillbirth]

[Attached documents] (1) and (2) are
required, (3) is attached in some cases

(1) Copies of agreements from the medical
care institution or other facility(Agency
(Documents demonstrating that you have not
concluded a proxy agreement with the medical
care institution or other facility on use of the
system of direct payment of Childbirth and
Childcare Lump-sum Grant to medical care
institutions)

(2) Copies of receipts for and details of
childbirth expenses

(These must include a statement indicating that
the Direct Payment System was not used.)

* Make sure % you have one of the following:

-The stamp of the system member organization
(*image stamp below)

Imprinted

-There is a statement that "the delivery is covered by
the obstetric medical insurance system".

*If it is not on the statement, a copy of the document
indicated is required.

(No indication if it is not an institution that is a
member of the obstetric medical compensation
system)

(3) Birth certificate (not required if
certification was entered under item 18 on
page 2 of the claim form)

One of the following: birth certificate
(original), Certificate of Acceptance of Birth
Report (original), or official copy of part of
family register (original)

Regardless of whether you use the direct payment system or not, submit one of the following additions:
-At the hospital, please write it in the (12) "Doctor/Midwife Certificate" column of the invoice

-Attach a copy of the stillbirth certificate

*For stillbirths, if the delivery date is 85 days (= 12 weeks and 1 day) or later, a lump sum payment will be

applied
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In the Case Where the Insured Person Has Given
‘| Birth (Page 1)
¢ §E§\Z|7§|§|CDL|r *0nly one claim form is required even in the case of
Please / Eﬂﬁkmo)%ﬁ{qﬂ multiple births, ¥
Eos] ] -
check "'heJ 999 - 999999 |OERBREMNKE  Sarah Williams
&
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3 In the case of multiple births, list all names. In the

OwERNES | Anna Williams 4 1 case of stillbirth, miscarriage, or induced abortion,
DR B E) P AR B AL SBUE RIS entry of the child’ s name is not required.
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In cases where the Direct Payment System is used,
no certification from the hospital or the municipal

office is required,
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i In the Case Where the Insured Person Has Given

® [4Birth (Page 2)
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«1zd For claims filed while the insured person is
71 s Still employed, completion of Page 2 is not
required.
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In the Case Where a Dependent Has Given Birth (Page 1)
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In cases where the Direct Payment System is used,

no certification from the hospital or the municipal
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In the Case Where a Dependent Has Given Birth (Page 2)

If item @D-(d) on Page 1 is marked “Yes™ (childbirth occurred within six months

4 after recognition as a dependent) please complete this section,

O BRIRIRETERT &, ODERICEY., = —RERDEIRMEICHERRESET & BRI ERRS(C

(FTVOBE) RS CC ERBELET,
(1] —— R E & A% T, THERE1C L TMALTWELED 7
¥ 20 Please check the box.
O LWWE = TED LTuLR)
( 000 ) RERIRES

(21 Vs =% LERBRERGS ( ) iﬁrs
d EIRRERRS ( ) o
Please be sure to enter the information FEES ( )
of your previous health insurance, / P
If the details are unclear, please contact ﬁbﬁbu\tﬂi@.. k ok % %00, LTD,
[3] [4 your previous health insurance provider IEB% 111111 S 1111111
21T for confirmation,
\ IALEDES Sarah Williams
[5] [2] TR A AR m@®52954 B1 B~ K2 4512 B31 B
[6] [2]1DREENSHEB R—FEDIZHREZITELEZN BULIEEBEREINTUVETH, O zn E’L\b\i

[7] RURRERMABDFRESLIC, .‘:I:'.Ebt—jg‘b\‘ﬁ%‘\gééﬁf The consent form must be completed by the
BE = A person who gave birth,
A BB
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[2] NIORFRROES - ES Evie) &S
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FAREBZRET IR TRIGREBLU TLBSAFERHDALRIGEREFENH S HILTEZESLA

No entry is required for claims ﬂled whlle +he

insured person is still employed
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BESR—IBE e PEE (BAFE - R5EMHMIM) 1| / TApplication Form for Childbirth and Childcare

Lump-sum Grant and Additional Grant (Japanese—English Bilingual Edition)]

1 #EB Page 1
HESR—EE HESR—BRMNE FRE ~ Childbirth and Childcare Lump-sum Grant/ Childbirth and
childcare additional sum
S RI&EMEZH ~ & Insured Person Confirmation Section
ORIEENSEALELE / O Filled in by the insured
UfEI2EOEHTEMELET. O Benefits while employed will be received through the employer (registered
company in field ®).
WRIEE DS -&ES / Health Insurance Code / Number
K% / Insured Person' s Name
¥/ Address of the insured
BEES - A-IT7RLA / Daytime telephone number - Email Address
=%t / Name of company where the insured individual is employed
WARREOEREVUEH  Date of acquisition of insurance qualification
SiEHAB  Date of delivery
DIRUTZEERZ / Name of medical institution
HAEROEKSEZ ~ Name of newborn
BRRELOHERAR ~ Relationship to the insured person
ik (FHXEE) MBULEER. DIRUILAICOVWTEEALTREWN, / If a family member (dependent) has
given birth, please complete the form with the information of the person who gave birth.
(@) & % / Name: (b) £HHB / Date of Birth

(c) B&EREH  Please enter the qualification certification date as stated on the dependent’s health

®@ Q ® © ® © ®© ©

® ® ©

insurance card.
(d) #EREBNMS 6 1 AURODIETIN? / Is this a childbirth occurring within six months from the date
of dependent certification?
(d) Is this a childbirth occurring within six months from the date of dependent certification?
O @\ = 2R-SEHOOFZANNE / [ Yes = Completion of item @ on Page 2 is required
O Wz / O No
@ [EESGAFIE 1ZFIBUBNIT . BEEM- BIERD X (EH X BT RNSIERZ R TIEE, XHBVE, HAEFRE (R
X))  BAEBRFERE (BAX). XEFEUAR (BER) onwgnn 1 R&ift.
/ If you did not use the Direct Payment System, please obtain certification from a doctor, midwife, or
the mayor of the municipality.
28 Page 2
@ [@-(d)] ATEVIDAE DDAV TOIERZEIFEALZEN, / If item [11-(d)] is marked “Yes,” please
provide the information pertaining to the individual referenced in item 11-(d).

& RARIRETESSME ~ @ Insured Person Confirmation Section



BOEBACELD, V- BENBREEICIBRBAEZITOL. BFREENBERBRCOEZITILZRARLEY. /1
consent to Sony Health Insurance Society conducting inquiries with relevant institutions as necessary
based on the reason indicated in item 13, and to the relevant institutions providing responses to such
inquiries.

[1] VI-RBRIFIREB LV GRESNARICMALUTWRRBEESETE. [HERREIEVTIMALTWELEZR ? / [1]
Before being certified as a dependent of the Sony Health Insurance Society, were you enrolled in your
previous health insurance society or insurer as an ‘insured person’?

O @FWw / Yes
O WWZ = KEEOKRECAOTUVE (BEREELLTINALTLE) ~ No — You were covered as a family
member (enrolled as a dependent).

[2] V- BRICEREELL TRESNIRICINAL TOVRRESE0RIN BEES
/'Name and telephone number of the health insurance society or insurer you were enrolled in before
being certified as a dependent of the Sony Health Insurance Society

[3] [2] ofERRMEDES-BFES  Symbol and number of the health insurance indicated in item [2]

[4] [2] O#WRRE R XIBHORBEE. IAZHBOKEZ%ZEEA ~ Name of the insured person under the
health insurance indicated in item [2]

[5] [2] ToRBENNAHARI . Period of enrollment in the insurance indicated in item [2]

(6] [2] DRRENSHEER—IFEOSHMEERIELN BUFBEREZENTOEID,
/~ Did you receive, or have you filed a claim for, the Childbirth and Childcare Lump-sum Allowance from
the insurer indicated in item [2]?
O @F»w /O Yes O Wz / O No

[7] BHERIIAROEREZELC. BEUANIREESZIGALLEN,. / Based on the information from your

previous health insurance coverage, the person who gave birth should complete the consent form.

A B 8 VI-ERRRES BER B

RRRIDECEIHES BR—HEOIEREZITICHILD. V- ERARESHBIFHEE U T, (950, thoEs
(CLBRIBIGITZHRCRIT BIBIRFDRRZITOE. e, BIFRHREN LERBRROEEEZ I 2L CABVLET,

X BRI L (T, BIINARIRE . FRFHAEFZELTI.

XBRNMERERDIZER. KRBEOBSLHAMESETVILEET,

Consent Form

To: President, Sony Health Insurance Society

In connection with the determination of eligibility for payment of the Childbirth and Childcare Lump-sum
Allowance pursuant to the Health Insurance Act, I hereby consent to the Sony Health Insurance Society
conducting inquiries with relevant institutions regarding benefit records and information related to benefits
received under other laws and regulations, and to such institutions providing responses to these inquiries.
Relevant institutions include, for example, the health insurance society to which I was previously enrolled

and the Japan Pension Service office.



If multiple inquiries are required, copies of this consent form shall also be deemed valid.
%The person who gave birth should enter their name, date of birth, and the date of completion.

DR BRRTY I REROERZERRL TV HERIRIRE INGER T 2I5E(F. TEALE L,

X B8 K% 6 hAMUACEESAFIEZF AR ICOBMUIIBAICRDET .

(EBMSEIARCOmUIESSEREHDFRA)  If a female insured person who has lost her Sony
Health Insurance Society eligibility as of the date of delivery is filing the claim, please complete this
section.This applies only when the childbirth took place within six months after the loss of eligibility and
the Direct Payment System was not used.

(Completion of this section is not required if the childbirth occurred while the individual was enrolled in
voluntary and continuous insurance.)

[1] Y- MROBIBEERE(CHBIMIALL GRIEMALTVD) RBFEEZFDLINEEFEES ~ Name and
telephone number of the health insurance society or other insurer that you enrolled in (and are currently
enrolled in) after losing eligibility with the Sony Health Insurance Society

[2] [1] ofREEOES-BFES  Symbol and number of the health insurance indicated in item [1]

[3] [1] oBRMEEKS ~ Name of the insured person under the health insurance indicated in item [1]



