UEANVER B A ICE b 5 R B ZAgreement of Authorization

- JE¥EBALA H Starting date of medication Year HMonth  HDay H
- EfRBRFE (%) Insured (Patient)

(BRI # 4 Name of the insured)

(f¥:prAddress)

(/4 A HDate of birth) Year FMonth _ HDay_ __ H

- Z2#tkEConsultation process

(RIEYPTOnset location)

(& JiEEE FHReason for the onset)

(EIKSymptom)
(Z D EHERD 238K L 7- B Why did you choose the medical institution)

AT %
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DB H DM, AMHAEFELFEE D, WINRBEPHEIERICO 2 FE RETAZIT-
AR, 5, WENE) LT 2720, HEEFHORMEICI - T, MBITAEIT oA
2TV, YA ORI T HIERORBEEZZIT L Z L ICRELET,

F7-. FEtHERICHERERIE LT, AT~ AR— 2R THEEBIZ, O — %1
sz LICRBELET,

To: Iruma City Office

I (patient who has received treatment), and my head of house hold,

authorize the Iruma City Office or its staff, and its subcontractors

to refer and obtain any and all factual information related to an overseas medical treatment
benefit claim(s) filed or to be filed including date of the treatment, place, and any treatment
records and information from the medical organization in order to verify by submitting the
related application forms.

Also, for the confirmation mentioned above I agree to show Iruma City Office my passport and

submit a photocopy of my passport.

ZX MSignature
BT, TBRE LT T RRRE RN T TF IV, RBROGEIL, BHEE (RADRBAF
D)« BEFEBRN (RADRFEHREREZE LANOSEE) | IEEMEAN (RAPFET L THLI5E)
NELHLTEIN,

Insured person who has received treatment shall sign one’s signature. However, in the

following case, guardian (insured person is under age), guardian of adult (insured person is

adult ward), heir (insured person is dead) shall sign one’s signature.

(k4 Signature)

(fEFrAddress)

(EffDate) Year f£Month____ HADay H

(B L DREfR) RN - BiKMEE - EEMBRA - Zofth [ J
(Relation to the insured) : Self -+ Guardian - Heir + Other ( )

X AKFREZEOAIHIRIIEZEL S 6 5 HRTY,

2% This agreement of authorization expires six month after the signed date.



