Managing director | Clerical supervisor Person in charge

Notification of Change of Covered Dependents (Removal)

Attachment Document (1): Please attach the insurance card or eligibility confirmation or eligibility notification document of the
dependent to be deleted. If you have lost your insurance card or eligibility confirmation document, please attach the "Insurance
card+Eligibility confirmation document Reissue due to Loss or Damage Application Form."

Attachment Document (2): To delete a dependent due to the start of receiving employment insurance, please attach a copy of
the employment insurance benefit qualification certificate which lists the start date of receiving employment insurance.
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Labor and social security attorney submitting the application on behalf of the insured

Mercari Health Insurance Association




