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The personal information you provide is gathered to help the Bosch Health Insurance Society undertake its operations fairly and in

accordance with the Health Insurance Act and relevant notifications. Under no circumstances will this personal information be provided to
a third party or used for any purpose other than those stated above. In certain cases, we may contact you to seek clarification of details
you have provided, or, if necessary, ask you to provide additional supporting documentation. Please address all inquiries concerning the
handling of personal information, requests for disclosure of personal information, and so forth to the General Affairs Section of the Bosch

Health Insurance Society (telephone: 0493-22-0890).
*To find out more about how we handle personal information, please refer to the “Privacy Policy” on our website.
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[0 This notification meets the requirement (i) or (ii). (Please put a check in the box.)
(i) This Request is prepared by the applicant (insured).

(ii) The applicant confirmed that the contents are correct.
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