WORKMEN'S ACCIDENT COMPENSATION INSURANCE

Procedures for Application for
Bereaved Family (Compensation) Benefit and

Funeral Expenses (funeral Benefit)

In the case where a worker died
from an industrial accident for
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OUT OF THE WORKMEN'S ACCIDENT COMPENSATION INSURANCE

J \

When a worker died due to an employment-related accident or commuting accident,
the bereaved family compensation benefit (in the case of industrial accident) or the
bereaved family benefit (in the case of commuting accident) (both combined are referred
to as the "bereaved family (compensatin) benefit”).

[n addition, for the bereaved family which holds a funeral, funeral expenses are granted

in the case of industrial accident or funeral benefit in the case of commuting accident.
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Kind of Benefit

There are two kinds of the bereaved tamily (compensation) benefit, i.e., the bereaved family (com-

pensation) annuity and bereaved family (compensation) lump-sum allowance.

( // Bereaved Family (Compensation) Annuity //

The bereaved family (compensation) annuity is granted to the person of the first priority (who 1s
referred to as the "person with the right to receive benefit”) from among the "persons elegible to

recieve benefit" (members of the bereaved family who have eligiblity to receive), as stated below.

Persons Eligibule to Receive Benefit

The persons who become eligible to recieve the bereaved family (compensation) annuity are the
spouse, children, parents, grandchildren, grandparents, and brothers and sisters, who maintained the
living with the income of the worker at the time of death of the worker. However, there is a condition
that other family members than the wife should be at an advanced or young age at the time of death of
the worker or in a condition of a certain physical handicap.

The expression that "maintained the living with the income of the worker at the time of death of the

worker” does not necessarily require that the living was maintained solely or mainly with the income




~

of the worker but it is sufficient if some portion of living was maintained with the income of the

worker and the case of the two-income family is applicable to this.

The order of priority for the person with the right to receive benefit is as follows:

<I> Wife, or husband at the age of 60 years or older or with a certain degree of physical handicap;

<2> Children whose age has not reached the first march 31 after their age has become 18 years old or

children with a certain degree of physical handicap;

<3> Parents at the age of 60 years or older or with a certain degree of physical handicap;

<4> Grandchildren whose age has not reached the first March 31 after their age has become 18 years

old or grandchildren with a certain degree of physical handicap;

<5> Grandparents at the age of 60 years or older or grandparents with a certain degree of physical

handicap;

<6> Brothers or sisters whose age has not reached the first March 31 after their age has become 18

years old or brothers or sisters with a certain degree of physical handicap;

<7> Husband at the age of 55 years or older but less than 60 years old;

<8> Parents at the age of 55 years or older but less than 60 years old;

<9> Grandparents at the age of 55 years or older but less than 60 years old; or

<10> Brothers and sisters at the age of 55 years or older but less than 60 years old.

*

The physical handicap of a certain degree means the physical handicap at Grade 5 or greater in the
Physical Handicap Grade Schedule.

In the case of spouse, a person who had not registered the marriage but was actually in marital
relations with the deceased worker is included. Any child(ren) who was an embryo or fetus at the
time of death of the worker becomes an eligible person when it was born.

When the person with the right to receive benefit loses the right due to remarriage or death, the next
priority person becomes the person with the right to receive benefit (which is referred to as the
"transfer of the right to receive benefit).

If any of the husband, parents, grandparents, brothers and sisters at the age of 55yesar or older but
less than 60 years old as mentioned above in <7>-<10> becomes the person with the right to receive
benefit, the granting of the annuity will be suspended until their age arrives at 60 years old (which

1s referred to as the "suspention for the young age").
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( // Content of Benefit // )

In accordance with the number of members of the bereaved family, the bereaved family (compen-

sation) annuity, bereaved family special allowance and bereaved family special annuity are granted.
In the case where there are more than one persons with the right to receive benefit, the equal amount

obtained by dividing the benefit by the number of such persons is granted to each person.

Number of the bereaved . . . Bereaved family special X . .
. Bereaved [amily (compensation) annuity allowance Bereaved family special annuity
family members (lump-sumamount)
153 days of the amount of basic daily benefit 153 days of the amount of basic daily benefit
(however.ifthe bereaved family member is the (however.ifthe bereaved family memberis the
wife at the age of 55 years or older or the wile wife at the age of 55 years or older or the wife
1 person with a certain degree of physical handicap. the with a certain degree of physical handi-
amount is 175 days of the amout of basic daily cap. the amount is 175 days of the amount
benefit) ¥ 2 million of basic daily benefit)

2 persons 201 days of the amount of basic daily benefit 201 days of the amount of basic daily benefit
3 persons 223 days of the amount of basic daily benelit 223 days of the amount of basic daily benefit
4 persons or more 245 days of the amount of basic daily benefit 245 days of the amount of basie daily benefit

Amount of Basic Dialy Benefit
|

The "basic daily benefit” means in principle, the amount equivalent to the worker's average wage as
stipulated in the Labour Standards Law. The amount of average wage is, in principle, the daily amount of
wage which is obtained by dividing by the number of calendar days the total amount of wages for a period
of three months preceding the day on which the industrial or commuting accident which has caused the
injury or death to the worker occurred or the worker's disease was diagnosed by a physician (if the closing
day of payroll is established, the closing day of payroll immediately prior to the date).

The amount of basic daily benefit which is used as the basis for calculation of the insurance benefit as the
annuity (injury and disease (compensation) annuity, physical handicap (compensation) annuity and be-
reaved fimily (compensation) annuity) is amended (or slid) in accordance with the rate of wage changes
between the fiscal year to which the day of occurrence of the accident belongs (or, when a sliding system
1s adopted, the time of revision of the slide) and the preceding fiscal year. The highest and the lowest wage

limits by age group are also applied (the amount of basic daily benefit for the annuity).




Amount of Computed Basic Daily Benefit
L ___________________________________________________________________________]

The amount of computed basic daily benefit is, in principle, obtained by dividing by 365 the gross
amount of special allowances that a worker received from his/her employer in one year prior to the
date on which an injury or disease on duty or commuting caused the damage or death to him/her or the
date on which he/she was diagnosed to have contrancted the disease.

In the case where the gross amount of special allowances exceeds 20% of the basic annual benefit
(which is equivalent to the basic daily benefit multiplied by 365), the amount equivalent to 20% of the
basic annual benefit is the computed basic annual benefit. However, in this case, the maximum amount
is ¥ 1.5 million.

Special allowances mean wages, such as bonus, which are paid for each period exceedng three
months and which are excluded from the computation of the basic daily benefit. Wages paid tempo-

rarily are not included in special allowances.
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OUT OF THE WORKMEN'S ACCIDENT COMPENSATION INSURANCE

( // Procedures for Application // )

Employer

Labour Standards
Inspection Office

Bereaved family

Notice on decision of
payment

Copy tor abstract) of family register

l Repoert

Ministry of Labour,
Headquarters

Office of municipality

Payment into the
account

h

Financial institution

Physician, etc.

Certificate of death

Payment

Please submit the application for Bereaved Family Compensantion Annuity (Form NO.12) or the Ap-
plication for Bereaved Family Annity (Form No.16-8) to the Director of the Labour Standards Inspection
Office having jurisdiction over the area.

The application for the special allowance is to be made, in principle, at the same time as the applicaiton
for the bereaved family (compensation) benefit is made and the form is the same as that for the bereaved

family (compensation) benefit.

@ In the case where there are more than one persons with the right to recieve benefit
When there are more than one persons at the same priority, one of those persons is made as the represen-
tative person for application and receipt of the annuity.
Except for the case where there is an inevitable reason, such as more than one persons with the right to
receive benefit living separately, it is not approved that each of such persons with the right receives, respec-

tively, his/her portion of benefit.
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The selected representative should be reported to the Director of the Labour Standards Inspection Office
having jurisdiction over the area with the Report on the Selected Representative (New) for the bereaved
family (compensation) annuity (Annuity Application Form No.7) when the application is made for the

annuity or the application is made the annuity due to the transfer of the right to receive benefit.

Time Limitation concerning the Claim
_________________________________________________________________________________|
The right of claim for payment of the bereaved family (compensation) annuity disappears by limit
of action when five years have passed from the following day of the death of the worker suffered from

the accident. You are advised to pay special attention to this.
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Please use Form 16-8 in the
case of commuting accident.

This is to be entered in the
case of branch office. plant.
construction site. etc. when
the workplace to which the
worker directly belonged
adopts the blanket coverage.

Please fill in only when the
annuity is paid from the
Employees’ Pension Insur-
ance. etc. for the same rea-
son.

This requires the certifica-
tion by the employer.

Please enter the name of
other member of the be-
reaved family than the
claimant (applicant} who is
eligible lo receive the be-
reaved family compensation
annuity.




A-@ RLEY 1. This form is the "Application for Payment of the Bereaved Family Compensation Benefit", "Appilication for Payment of the
Bereaved Family Special Allowance” and "Application for Payment of the Breaved Family Special Annuity".

A-©@ annasp 2. Please use [#3\%5 1 6 5@ 8 | (Form No.16-8) in the case of commuting accident,

A-© LR 3. This the column to fill in the labour insurance number. Please confirm the number with the employer.

A-O ERLEL 3 4. Please enter the annuity certificate number when receiving the annuity by the Workmen's Accident Compensation Insurance.

A-© SRLLL o 5. Please enter the name of the deceased worker.

A-© LEXET] 5 6. Please encircle the sex of the deceased worker. Please encircle [ 5 | for men and [ %] for women.

A-@ LRLEL = 7. Please enter the date of birth of the deceased worker.

A-© “anaap 8. Please enter the age of the deceased worker.

A-© SRLEE 3 9. Please enter the kind of job as specifically as possible in order to give a good explanation of the content of the work.

A-© ==~=<p 1. Please enter in the case where the workplace to which the deceased worker directly belonged is the branch office. plant or
construction site which adopts the blanket coverage.

A-® ==~==p | |. Please enter the date and time when the worker was injured or started showing the symptoms of the disease.

A-® e===<» |2, Please enter the date of death.

A-® ==~==p |3 Please enter a distinct explanation of where the accident occurred: in what work the worker was engaged when it occurred; by
what thing, or in what circumstance or condition and how the accident occurred.

A-O® ==«=«> |4, Please calculate the average wage from the wages which the deceased worker has received and enter the amount.

A-® ==«==p |5, Please enter the amount of special allowances which the deceased worker has received in the past year.

A-O® ====ep  16. In the case where the deceased worker was member of the Employees’ Pension Insurance, please enter its basic ennuity number.

A-@® ==~==p |7, Please enter the daate of acquisition of the qualification of insured person under the Employees' Pension Insurance, etc.

A-@® -=«==» |8 Conceming the injury of disease, if the bereaved family annuity 1s paid from the Employees’ Pension Insurance, please
encircle [ 1] . and if the physical handicap employees pension is paid. encircle [13] .

A-® -=~=-» {9, Concerning'the injury or disease, if the mother and child annuity is paid from the National Pension Law. please encircle
[ 1 1. if the quasi mother and child pension is paid. encircle [ 17 ] if the child of the deceased annuity is paid. encircle
[ 7~ ] if the widow annuity is paid, encircle [ = ]; and if the bereaved family basic annuity is paid, encircle [7] .

A-D ===«s» 20, Conceming the injury or disease. if the bereaved family annuity is paid from the Mariners Insurance Law., please encircle [0 .

A-@ @ -----»21-24. These are columns only for the person who falls under Column 18-20. Please enter the amount of the annuity applied in Column
21; the date of the initiatin of granting of the annuity applied in Column 22 the basic annuity certificate number and the annuity
code for the annuity aplied in Column 23: and the name of social insurance office in charge of the annuity applied in Column 24.

A - @ @ -----» 2527, There are columns for the employer to certify when and how the worker was suffered from the accident. The certification is
made for the employer to enter the name of the workplace in Column 25, the location of the workplace in Column 26 and the
name of the employer in column 27.

A-@D ==~==» 28 Please enter the name of the claimant.

A-@ =====p 29 Please enter the date of birth of the claimant.

A-© =====»  30. Please enter the address of the claimant.

A-@ ==«==» 3], Please enter the relation with the deceased worker.

A-@ <-w<e» 32 Inthe case where there is a physical handicap, please encircle [ 4 % | . and where there is no physical handicap. encircle [ 7]

A-& =-~==» 33 Inthe case where there are more than one persons with the right to receive benefit. and where the representative person is not
selected, please enter its reason.

A - @ € -----» 34-39. There are columns to enter when there is other member of the bereaved family than the claimant who is eligible to receive the

bereaved family compensation annuity. Please enter the name in Column 34; the date of birth in Column 35: the address in
Column 36; and the relation with the deceased worker in Column 37. In Column 38, please encircle [3 % | in the case
where there is a physical handicap. and where there is no physical handicap. encircle [7\>] . In Column 39, in the case
where there is any bereaved family compensation annuity lives with the claimant in the same livelihood, please encircle [V
% | . and where there is no such family member, encircie [V 7]

A-O® =«v==p  4{). If there is any document to be attached. please enter the name of the document.

A -@ @ -----»41-46. These are columns 1o enter the financial institution. postal office, etc., into which the claimant wishes the payment of the
annuity fo be remitted. For the claimant who wishes to use the financial institution. please enter the name of the tinancial
institution in Column 41: the name of the branch for the account in Column 42; and the account number in Column 43. For the
claimant who wishes to use the post office. please enter the name of the post office in Column 44; the location of the post
office in Column 45 and the account number in Column 46.

A-@ ==-=e» 47 Please enter the date of submission of the application.

A-@ -«===p 48 Please enter the Labour Standards Inspectin Office having jurisdiction over the workplace to which the worker directly
belonged.

A-® -«==«p 49 Please enter the postal code for the address of the claimant.

A-® -===<»  50. Please enter the telephone number for the claimant.

A-@ =====»  5]. Please enter the address of the claimant.

A-&® ====- 52 Please enter the name of the claimant.

A-@ ==-==» 53 This is column for sealing but signature will also sutfice.

A - & @ -----»54-58. These are columns for the claimant who wishes to teceive the special allowance into its bank account. Please enter the name

of the financial institution in Column 54; the name of the branch of the financial institution for the account in Column 55: the
account number in Column 56; and the name of the holder of account in Column 57. Please encircle the type of account in
Column 58: [ %@ for the ordinary account and [ 42 | for the current account,
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OUT OF THE WORKNMEN'S ACCIDENT COMPENSATION INSURANCE

Matters concerning the Commuting Accident
L _____________________________________________________________________________|

- This form is the attachment
B ﬂ when the claim is made by
Form NO.16-8.
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B-@ ----- » 1
B-@ -.--- > 2
B-©@ ----- » 3
B-@ ----- - 4
B-@ ----- » 5
B-@®@ ----- » 6
B @ ----- » 7
B-@ ----- » 8
B-@ ----- » 9

. This form is the attachment when the claim is made by [#£X55 1 6 5@ 8 [(Form No.16-8).

. Please enter the name of deceased worker.

. Please enter the date and time when the worker was injured or started showing the symptoms of the
disease.

. Please enter the place of occurrence of the accident.

. Please enter the place of engagement in work on the date of occurrence of the accident.
. In the case where the accident occurred at the time of commuting to the workplace, please enter the sched-

uled time of commencement of work. In the case where the accident occurred at the time of way back

from the workplace, please enter the closing time for the workplace.

. Please enter the time at which the worker left his/her residence on the date of occurrence of the accident.

However, it is not required to enter if the accident occurred on the way back from the workplace.

. Please enter the time at which the worker left the workplace on the date of occurrence of the accident.

However, it is not required to enter if the accident occurred on the way from the residence to the work-

place.

. Please illustrate the ordinary commuting route. Please enter clearly the place of occurrence of the accident

and the route and menas the worker took on the date of occurrence of the accident from the residence or the

workplace to the place of occurrence of the accident.

. Please enter the time normally required for commuting.
. Please enter a distinct explanation of where the accident occurred: in what work the worker was engaged

when it occurred: by what thing, or in what circumstance or condition and how the accident occurred.

B-® ----- » 12-14.This is the column to enter the person. if any, who confirmed the occurrence of the accident (other than the

worker suffered from the accident). Please enter his/her address in Column 12, name in Column 13 and

telephone number in Column [4.
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OUT OF THE WORKMEN'S ACCIDENT COMPENSATION INSURANCE

Bereaved Family (Compensatin) Lump-Sum Allowance
__________________________________________________________________________________|

(1) The case where the bereaved family (compensation) lump-sum allow-
ance is paid

The allowance is paid in either case mentioned below.

<1> When there is no bereaved family eligible to receive the bereaved family (compensation) an-
nuity at the time of death of the worker; or

<2> When all persons eligible to receive the bereaved family (compensation) annuity have lost
their right to receive the annuity and the total amount of the annuity and the bereaved family
(compensation) annuity prepaid lump-sum allowance (which will be explained later) which
have been paid to all members of the bereaved family who had right to receive does not reach

the amunt of 1,000 days of the amount of daily basic benefit.

(2) Persons with the right to receive

The persons with the right to receive the bereaved family (compensatin) lump-sum allowance are
those who are in the order of priority mentioned below (regarding <2> and <3>, the order of priority
is children, parents, grandchildren, and grandparents ) and when there are more than one persons in
the same priority order, all persons become the person with the right.

The status of each person is as of the time of the death of the worker.

<1> Spouse;

<2> Children, parents, grandchildren, and grandparents who maintained their living with the in-

come of the deceased worker;

<3> Other children, parent, grandchildren, and grandparents than mentioned in <2>; or

<4> Brothers and sisters

( / Content of Benefit // )

In the case of (1)-<1> mentioned above, the amount of 1,000 days of basic daily benefit is granted.

In the case of (1)-<2> mentioned above, the balance between the amount of 1,000 days of basic daily
benefit and the amount of the bereaved family (compensation) annuity already paid is granted.

In addition, the following special allowance 1s paid.




( In the case of (1)-<1>)

¥ 3 million as the bereaved family special allowance and the amount of 1,000 days of the amount

of computed daily basic benefit as the bereaved family special lump-sum allowance are paid.

(In the case of (1)-<2>j

When all persons with the right to receive the bereaved family (compensation) annuity have lost their right to

receive the annuity and the total amount of the bereaved family special annuity which has been paid to all mem-
bers of the bereaved family with the nght to receive does not reach the amount of 1,000 days of the amount of
computed basic daily benefit, the balance between the amount of 1,000 days of computed basic daily benefit and
the total amount of the bereaved family special annuity already paid is granted as the bereaved family special

lump-sum allowance (in this case, the bereaved family special allowance is not granted).

// Procedures for Application / )

Please submit the Application for Payment of the Bereaved Family Compensation Lump-Sum Allow-
ance (Form No.15) or the Application for Payment of the Bereaved Family Lump-Sum Allownce (Form
No.16-9) to the Director of the Labour Standards Inspection Office having jurisdictin over the area.

The application for payment of the special lump-sum allowance 1s to be made, in principle, at the same
time as the application for payment of the bereaved tamily (compensation) lump-sum allowance is made

and the form is the same as that for the bereaved family (compensation) lump-sum allowance.

Time limitation concerning the Claim
|

The right of claim for payment of the bereaved family (compensaiton) lump-sum allowance lapses
by limit of action, as in the case of the bereaved family (compensation) annuity, when five years have
passed from the following day of the death of the worker suffered from the accident, you are advised

to pay special attentin to this.
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OUT OF THE WORKNMEN'S ACCIDENT COMPENSATION INSURANCE

Example of How to Fill in Application

Please use Form 16-9 in the
case of commuting accident.
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10.

12.
13.

15.

. This form is the "Applicatin for Payment of the Bereaved Family Compensation Lump-sum Allow-

ance”. "Application for Payment of the Bereaved Family Special Allowance” and "Application for
Payment of the Bereaved Family Special Lump-Sum Allowance”.

. Please use [#£A55 1 6 %7 9 ] (Form No.16-9) in the case of commuting accident.
. This is the column to fill in the labour insurance number. Please confirm the number with the employer.
. Please enter the annuity certificate number when receiving the annuity by the Workmen's Accident

Compensation Insurance.

. Please enter the name of the deceased worker.

. Please encircle the sex of the deceased worker. Please encircle [V} | formenand [ 4] for women.

. Please enter the date of birth of the deceased worker.

. Please enter the age of the deceased worker.

. Please enter the kind of job as specifically as possible in order to give a good explanation of the content

of the work.
Please enter in the case where the workplace to which the deceased worker directly belonged is the

branch office. plant or construction site which adopts the blanket coverage.

. Please enter the date and time when the worker was injured or started showing the symptoms of the

disease.

Please enter the date of death.

Please enter a distinct explanation of where the accident occurred; in what work the worker was en-
gaged when it occurred: by waht thing. or in what circumstance or conditin and how the accident

occurred.

. Please calculate the average wage from the wages which the deceased worker has received and enter the

amount.
Please enter the amount of special allowances which the deceased worker has received in the past year.

C - O @®-----» 16-18.These are columns for the employer to certify when and how the worker was suffered from the accident. The

c-®
cC- @
cC-@
cC-@
C-®
cC-®
cC-®
cC-®
C-®
C®
cC-®
C-®
C- @
C-@

----- > 19
----- > 20.
----- > 21
----- > 22
----- > 23
----- > 24
----- > 25
----- » 26
conaap 27
----- > 28
----- > 29.
----- > 30.
----- > 31
“@----» 32-36.

certification is made for the employer to enter the name of the workplace in Column 16: the locatin of the
workplace in Column 17 and the name of the employer in Column 18&.

. Please enter the name of the claimant.

Please enter the date of birth of the claimant.

. Please enter the address of the claimant.
. Please enter the relation with the deceased worker.
. In the case where there are more than one persons with the right to receive benefit, and where the

representative person is not selected. please enter its reason.

. If there is any document to be attached. please enter the name of the document.
. Please enter the date of submission of the applicaiton.
. Please enter the Labour Standards Inspection office having jurisdiction over the workplace to which the

worker directly belonged.

. Please enter the postal code for the address of the claimant.
. Please enter the telephone number for the claimant.

Please enter the address of the claimant.

Please enter the name of the claimant.

This is the column for sealing but signature will also suffice.

These are columns for the claimant who wiches to receive the special allowance into its bank account. Please

enter the name of the financial institution in Column 32; the name of the branch of the financial institution for

the account in Column 33; the account number in Column 34: and the name of the holder of account in
Column 35. Please encircle the type of account in Column 36: [ 1%l | for the ordinary account and [ !

W4 | for the current account.
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Bereaved Family (Compensation) Annuity
Prepaid Lump-Sum Allowance

The member of bereaved family who has become the person to receive the bereaved family (com-
pensation) annuity may apply for the annuity prepaid lump-sum allowance only for one time.
The person for whom the payment of annuity has been suspended because of young age suspension

may also receive the annuity prepaid lump-sum allowance.

C // Content of Benefit // )

The person may select any amount of the annuity prepaid lump-sum allowance from among 200

days, 400 days, 600 days, 800 days and 1,000 days of the amount of basic daily benefit.

Once the prepaid lump-sum allowance has been paid, the payment of the bereaved family (compen-
sation) annuity 1s suspended until the total of monthly benefit amount (except for the first one year, the
prepaid amount is discounted at a 5% rate p.a. by the simple interest method) of the said annuity will

reach the amount of the prepaid lump-sum allowance.

C // Procedures for Application // )

In general, please submit the Application for Payment of the Bereaved Family Compensation An-

nuity and Bereaved Family Annuity Prepaid Lump-sum Allowance ( Annuity Application Form No.1)
to the Director of the Labour Standards Inspection Office at the same time as the application for the
bereaved family (compensation) annuity is made. (However, the application can be made even after
the receipt of the bereaved family (compensation) annuity if it is within one year from the following

date of the notice of the decision of granting the annuity.
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OuUT OF THE WORKMEN'S ACCIDENT COMPENSATION INSURANCE

Example of How to Fill in Application
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. This form is the "Application for Payment of the Bereaved Family Annuity Prepaid Lump-Sum Allow-

ance” or "Application for Payment of the Bereaved Family Annuity Prepaid Lump-Sum Allowance”

. Please enter the annuity certificate number when receiving the annuity by the Workmen's Accident Com-

pensation Insurance.

. Please enter the name of the deceased worker.

. Please enter the address of the deceased worker.

. Please enter the name of the claimant.

. This is the column for sealing but signature will also suffice.

. Please enter the date of birth of the claimant.

. Please enter the address of the clainmant.

. Please encircle ["Z1¥T\v>% | when receiving the annuity by the Workmen's Accident Compensation

Insurance or "1+ TV>7% > | when not receiving the annuity.

. Please encircle the number of days for the amount of daily benefit for claiming.
. Please enter the date of submission of the applicaion.

. Please enter the postal code for the address of the clainmant.

. Please enter the address of the claimant.

. Please enter the telephone number for the claimant.

. Please enter the name of the claimant.

. This is the column for sealing but signature will also suffice.

Please enter the Labour Standards Inspection Office which has jurisdiction over the workplace to which

the worker directly belongs.

» 18-22.These are columns for the claimant who wishes to recieve the payment into its bank accout. Please enter

the name of the financial institution in Column !8: the name of the branch of the financial institution for
the account in Column 19; the account number in Column 20); and the name of the holder of account in
Column 21. Please encircle the type of account in Column 22: [}l | for the ordinary account and [ %

W4 | for the current account.
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|
When the Person with the Right to Receive the Bereaved

Family (Compensation) Annuity Changes

When the person with the right to receive the bereaved family (compensation) annuity has become
ineligible to receive the annuity for any of the following reasons, the persons of the next position in
the order of the priority will become the person to receive the annuity.

(1) When the person with the right dead;

(2) When the person with the right has married (including the case where no registration of mar-

riage has been made but there is a factual marital relation);

(3) When the person with the right has become an adopted child of other person than the person of
lineal retation or lineal kin relation (including the case where no registration of adoption has
been mede but there is a factual adoptive relaton);

(4) When the kinship with the deceased worker had ended because of divorce;

(5) The age of children, grandchildren, brothers or sisters has gone beyond the first March 31
after their age has become 18 years old (except the case where the person has been continu-
ously in a condition of certain degree of physical handicap since the death of the worker); or

(6) When the condition of a certain degree of physical handicap has disappeared from the hus-

band, children, parents, grandchildren, grandparents, brothers or sisters.

C // Procedures for Application // )

Please submit the Application for Payment of the Bereaved Family Compensation Annuity or Be-

reaved Family Annuity Transfer of the Right to Receive Benefit ( Form No.13) to the Director of the
Labaour Standards Inspection Office having jurisdiction over the area.
The application for the bereaved family special annuity is made, in principle, at the same time and

the form is the same.
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OUT OF THE WORKMEN'S ACCIDENT COMPENSATION INSURANCE

Example of How to Fill in Application
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This form is the "Application for Payment of the Bereaved Family Compensation Annuity Transfer of the Right to Recieve
Benefit", "Application for Bereaved Family Annuity Transfer of the Right to Receive Benefit" or "Application for Pay-
ment of the Bereaved Family Special Annuity Transfer of the Right to Receive Benefit".

. Please enter the name of the deceased worker.
. Please encircle the sex of the deceased worker: [% ] for men and [ ] for women.

Please enter the date of birth of the deceased worker.

. Please enter the age of the deceased worker.

Please the reasons tor the transter of the right to receive benefit. If it is the loss of the right for benefit by the person with
precedence, please encircle [ ] :if it is the birth of a child who was an embryo or a fetus, encircle [ 7] . and if the
person with precedence is missing, encircle [ 73] .

Please enter the name of the claimant.

Please enter the date of birth of the claimant.

Please enter the address of the claimant.

Please enter the relation with the deceased worker.

In the case where there is a physical handicap. please encircle [ & % |, and where there is no physical handicap. encircle
[ .

In the case where there are more than one persons with the right to receive benefit. and where the representative person is
not selected. please enter its reason.

There are columns to enter when there is a person who has already been receiving the bereaved family compensation
annuity. bereaved family annuity or bereaved family special annuity. Please enter the name of the person in Column 13:
date of birth in Column 14; address in Column 15; relation with the deceased worker in Column 16. and annuity certificate
number in Column 17.

Regarding the injury or disease, if the bereaved family annuity is granted by the Employees’ Pension Insurance, please
encircle [ 1] .and if the bereaved family employees’ pension is granted. please o] .

Concerning the injury or disease. if the mother and child annuity is paid from the National Pension Law. please encircle
[ 1] :if the quasi mother and child pension is paid. encircle [ 17 J: if the child of the deceased annuity is paid. encircle
[/~ ] if the widow annuity is paid, encircle [ = J; and if the bereaved family basic annuity is paid, encircle [ |
Concerning the injury or disease, if the bereaved family annuity is paid from the Mariners Insurance Law, please encircle
[ol.

These are columns only for the person who falls under Columns 18-2(). Please enter the amount of the annuity applied in
Column 21; the date of the initiation of granting of the annuity applied in Column 22: the basic annuity certificate number
and the annuity code for the annuity applied in Column 23: and the name of social insurance office in charge of the annuity
applied in Column 24.

These are columns to enter when there is any bereaved family member with the right to receive the bereaved family
compensation annuity or the bereaved family annuity who lives with the claimant in the same livelihood. Please enter the
name in Column 25: date of birth in Column 26 address in Column 27 and relation with the deceased worker in Column
28. In Column 29. please encircle [ % | in the case where there is a physical handicap. and where there is no physical
handicap, encircle [\ ] |

If there is any document to be attached, please enter the name of the documents.

These are columns to enter the financial institution. postal office. ets., into which the claimant wishes the payment of the
annuity to be remitted. For the claimant who wishes to use the financial institution, please enter the name of the financial
institution in Column 31; the name of the branch for the account in Column 32; and the account number in Column 33. For
the claimant who wishes to use the post office. please enter the name of the post office in Column 34: the ocation of the
post office in Column 35 and the account number in Column 36.

Please enter the date of submissin of the application.

Please enter the Labour Standards Inspection Office having jurisdiction over the workplace to which the worker directly
belonged.

Please enter the postal code for the address of the claimant.

Please enter the telephone number for the claimant.

Please enter the address of the claimant.

Please enter the name of the claimant.

This is the column for sealing but signature will also suffice.
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About Funeral Expenses (Funeral Benefit)
__________________________________________________________________________________|

The person who is eligible to receive funeral expenses (funeral benefit) is not necessarily limited to
the bereaved family member(s) but the person who is appropriate to hold a funeral normally falls
under the person of eligibility .

In the case where there is no person who holds a funeral and the funeral is held by a company for
the deceased worker as the company's funeral,the funeral expenses (funeral benefit) are paid to the

company.

C // Content of Benefit // 3

The amount of funeral expenses (funeral benefit) is ¥ 315,000 plus 30 days of the amount of basic

daily benefit but if this total amount does not reach 60 days of the amount of basic daily benefit, 60

days of the amount of basic daily benefit is paid.

( // Procedures for Application // )

Bereaved family, etc.

Notice on decision of
payment

Application

Certification on the application I

Labour Standards

Employer Inspection Office

e
poDDERES
DD 20O B0y
{000
s niniestimlin inh

Physician, etc. 4

Certificate of death. etc.

— 7



e

Please submit the Application for Funeral Expenses (Form NO.16) or Application for Funeral
Benefit (Form No.[6-10) to the Director of the Labour Standards Inspection Office having jurisdic-

tion over the area.

Time Limitation concerning the Claim
. _____________________________________________________________________|

The right of claim for payment of funeral expenses(funeral benefit) lapses by limit of action when
two years have passed from the following day of the funeral held. It is advised that you pay special

attention to this.
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ON INSURANCE

Example of How to fill in Application
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Please use Form No.16-10in
the case of commuting acci-
dent.

Please enter in the case
where the workplace to
which the deceased worker
directly belonged is the
branch office. plant or con-
struction site which adopts
the blanket coverage.

Cerlilication by the em-
ployer is required.
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. This form is the "Application for Payment of Funeral Expenses”.
.Please use [#X% 1 6 5D 1 01 (FormNo.16-10) in the case of commuting accident.
. This is the column to enter the labour insurance number. Please confirm the number with the employer.

. Please enter the annuity certificate number when receiving the annuity by the Workmen's Accident

Compensation Insurance.

. Please enter the name of the claimant.

. Please enter the address of the claimat.

. Please enter the relation with the deceased worker.

. Please enter the name of the deceased worker.

. Please encircle the sex of the deceased worker; [ 9 | for men and [ 4¢] for women.

. Please enter the date of birth of the deceased worker.

. Please enter the kind of job a specifically as possible in order to give a good explanation of the content

of the work.

. Please enter in the case where the workplace to which the deceased worker directly belonged is the

branch office. plant or construction site which adopts the blanket coverage.

. Please enter the date and time when the worker was injured or started showing the symptoms of the

disease.

. Please enter a distinct explanation of where the accident occurred; in what work the worker was en-

gaged when it occurred; by what thing, or in what circumstance or condition and how the accident

occurred.

. Please enter the date of death. .
. Please calculate the average wage from the wages which the deceased worker has received and enter the

amount.

. These are columns for the employer to certify when and how the worker was suffered from the accident.

The certification is made for the employer to enter the name of the workplace in Column 17, the loca-

tion of the workplace in column 18 and the name of the employer in Column 9.

. If there is any document to be attached. please enter the name of the document.
. Please enter the date of submission of the application.
. Please enter the Labour Standards Inspection Office having jurisdictin over the workplace to which the

worker directly belonged.

. Please enter the postal code for the address of the claimant.

. Please enter the telephone number for the claimant.

. Please enter the address of the claimant.

. Please enter the name of the claimant.

. This is the column for sealing but signature will also suffice.

. These are columns for the claimant who wishes to receive the special allowance into its bank account.

Please enter the name of the financial institution in Column 28; the name of the branch of the financial
institution for the account in Column 29; the account number in Column 30; and the name of the holder
of account in Column 31. Please encircle the type of account in Column 32: [ | for the ordinary

account and [ ] for the current account.
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