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HEALTH INSURANCE PCL

(
APPLICATION FORM FOR MEDICAL INSURANCE (Short Form)

v
nzannsonludvetinmduuziidina 198 1oiIuss94 / Please complete this form in BLOCK CAPITALS

('JJ% H% / Employer (Company Name) Japanese Group Co. Ltd.

FOWUNIU / ATOUATI / Employee Name

AIM U / Position Housewife,

INF / Gender O ¥18 (Male) O Wijﬂ (Female) 018/ Age

4 A ] o o 1
%@uaz‘wagﬂjamwmﬂizmmmwm / Name and Address of your physician
Spouse Child
v Jdo @

ANUAUAHUTAUNINIIY / Relationship to Employee O AULDY / Oneself O ﬂ"duﬁ’d / Spouseouﬁ‘i / Children O 51&‘] / Other

A Yo

¥orsunalss Teani / Name of Beneficiary

U

\‘ﬁag' / Address
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1) Tuszezna s Y yueeduihedilse ¥ieldsuaty niamadwindnuidrlulsanenanio i O 108/ Yes O Tsiipe / No
Have you suffered or sustained any illness or injury or hospitalized during The Past 5 years?

une Iﬂiﬂizu / If yes, please specify

wuae ldsumsinu vieme1dsumsuenaminuwndiviudiu Tsaals Tsaanusdu Tsawmnu oz luiuludeags Tsady Tsaszuumadu
el Tsnszuumaduemns Tsndedenszgn Tsanssgndundalanuzse viearwliund duq wie'li O norves O Ming/No
Have you ever been investigated, treated for, or diagnosed with or told you have heart disease, hypertension, Diabetes, Hyperlipidemia

liver diseases, respiratory, gastrointestinal, joint, back, cancer, or any other serious disorder

e Iﬂiﬂizy / If yes, please specity.

v v
mwzansmi : 3.1 Mumadsdanssiegrie s / Are you pregnant? O 1/ ves O 1itd /o

FOR WOMEN ONLY : &la Iﬂiﬂizuﬂmﬂﬁﬁ/ If yes, please specify FaT / Week

p .
3.2 uiilszduAeunsiganioiiola / When your last menstruation period began?

Tsas ¢l Juaeuil / Please specify date month and year

3.3 Tusgoznan 10 Piknmvinuasi lsansudm Taafifoduuagn a4 desaly
amuAnlndvesse s udou anufalnAvesTTILEITLE MIdanssd Taunsndeunie li Oma / Yes O"lu'ma /No
Have you in the past 10 years had any breast disorders, diseases of uterus, Ovaries, tube or cervix,
menstruation disorder, gynecological disorder or pregnancy-related disease or complication?

e iﬂiﬂi%lql / If yes, please specify

lushwenuuaeunwguam vselusweenlsziuvesiuasgnisimlsznudsel fias @ounsilsziuss

Vv ] v
FontelseMudomurTenlasuulawuumsdseiusense T O A8/ Yes O Taime / No
Have you ever had any application for medical or life insurance declined, postponed, rated or restricted?

fune Tﬂiﬂiz‘q / If yes, please specify

v :
mmsﬁmuﬁﬂtymﬁuq ﬁ’mq vmmvse'lal / Are you presently under observation or taking any treatment or medication? O 1%/ Yes

s i‘ﬂiﬂi%‘iil /1f yes, please specify



Akiyama
Text Box
邦人医療共済保険お申込み書
英字(大文字）でご記入ください。

Akiyama
Text Box
女性のみ:必須

Akiyama
Text Box
本申込書をプリントされる際は描画マークは削除してください。ｳｴﾌﾞｻｲﾄのPrintの方を
ｸﾘｯｸされると注釈なしのフォームが印刷できます。

Akiyama
Text Box
本お申込書が配偶者やお子様の為の場合は、該当者の名前ー苗字、記載ください。

Akiyama
Text Box
配偶者はHousewife,子供はChild

Akiyama
Text Box
本お申込書が配偶者や子供の場合は無記入。

Akiyama
Typewritten Text
記入不要

Akiyama
Typewritten Text
Japanese Group Co.,Ltd.

Akiyama
Typewritten Text
本申込書が配偶者や子供の場合は下記SpouseかChildにチェック印

Akiyama
Typewritten Text
死亡保険金受取人指定欄

Akiyama
Typewritten Text
記入不要

Akiyama
Typewritten Text
お子様の単独加入不可
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All the above statement are true and complete to the best of my knowledge and belief and I understand that the Company, believing them to be such, will rely and

act on them, Furthermore, I authorize any physician or hospital or any organization that has any records or knowledge of me or my health to furnish Pacific Cross Health

Insurance PCL. with information concerning any medical history and physical condition. A photocopy of this authorization shall be as effective and valid as the original.
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This is to certify that the above applicant is our employee

(Name stamp employer)

aeilaewiinaIu / Signature of employee

1A9U / Month. .. WA,/ Year...
118914 / Employer

A4 / Position

fWARNING BY OFFICE OF INSURANCE COMMISSION.

fufeulagdninnuanznssumsmiumazaduadumsdsznevgsnodsziuie (mila.)

The applicant must truthfully answer all questions. Any concealment or misrepresentation of the truth may result in the insurance company refusing to honour
insurance claims, as per clause 865 of the Civil and Commercial Code. If you have any queries regarding this insurance policy, please contact the Office of
Insurance Commission.
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Akiyama
Text Box
ご記入不要

Akiyama
Text Box
本お申込書が配偶者の場合は配偶者のサイン、お子様の場合は、親（本人）のサインお願いします。（代筆不可）




