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(SRR E) AEICEADLAREE Agreement of Authorization

- a4 B Starting date of medication Year 4 Month H Day H
- PR E () Insured(Patient)
(Bt #E 4 Name of the insured)
(EFT Address)
(4=4E A H Date of birth) Year 4 Month A Day H
- Z2#%kE Consultation process
(G&IESZHT Onset location)
(G&JEFELH Reason for the onset)
(JEIK Symptom)
(F D EFHER 23R L 7= FEH Why did you choose the medical institution)
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To:Nichiyu Health insurance association

I (patient who has received treatment), (and insured, ) authorize the

Nichiyu Health insurance association 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 Nichiyu Health insurance association my
passport and submit a photocopy of my passport.

The business owner would certificate that the overseas resident employees and thein family are

living overseas.

FETIFAME Proof of business owner
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Z4 - PPEI_ Signature
B PR, TR E 2T T2 EHRBRE O T o TL &, RBIROBGAEIL, #iRmE (EE N
HRRAEDEA). HEEME NGRREZE NI LTV AEE)OREL  FEIL TR I,

The patient who has received treatment and insured person shall both sign one’s

signature.However,in the following case,insured person(patient is under age), heir(insured person is

dead)shall sign one’s signature.

(k44 Signature) Bl
(EFT Address)
(B f} Date) Year__ 4E Month H Day H

(k44 Signature) F
(EFT Address)
(B f} Date) Year__ 4E Month H Day H

(B3 & o BfR) : BRI . EEMBAN  + TOM [ J
(Relation to the patient) : Insured person -+ Heir -+ Other ( )

KARZEHEDOADWIRIIZLBND 6 » AT,

*This agreement of authorizarion expires six month after the signed date.
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