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Dependent Certification Pledge
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*Please submit if the person is applying for dependent certification after leaving a company where they had been
enrolled in employment insurance.
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This application for certification as a dependent is for

who left their job on (Month) (Day) (Year)
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R Current benefits receiving status
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ﬁ The person is currently applying to receive employment insurance unemployment benefits. During the period of
restriction on benefit payment, please certify the person as a dependent. When receiving the basic benefits
allowance after the period of limited benefits, I will quickly send notification to remove me as a dependent effective
on the date that I receive the allowance.
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[ ] |The person does not receive employment insurance unemployment benefits.
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% The person is extending their period of the receiving employment insurance unemployment benefits. Please certify
the person as a dependent while the period of receiving benefits is being extended. When the period to receive
employment insurance benefits begins, notification will be sent immediately to remove the person as a dependent
effective on the date that the allowance is received.
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] The person receives employment insurance unemployment benefits, but the daily base amount is less than 3,612

yen, so please certify the person as a dependent.
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I hereby declare the above to be accurate.
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Completed by the insured person (applicant) and the content is correct




