REICEDLLIARE (BHNRER)

Agreement of Authorization
HKEEBBREOBRICSE LT LHH. BHOEE (FHABEEERE) TITRALESL,
KRBT RTIZDODVWTITRALESL,

BEEBAMA A (Starting date of medication) & (Year) B (Month)  H (Day)
- WRBRE (B#&) Insured(Patient)

BURBRE® (Name of insured)

/T (Address)

4488 (Date of birth) 4 (Year) A (Month) B (Day)
It ESE
T REEBRTEE). L. FAOHFEE, (X, MITOBE I

VIHE L VIULNITNEFE LEEREDS, BHREEHFERCHIFEX (RETHET>BR. B RE
R ZHRBI 50, BFEHEORBFICI-TRETREMT O LELRIENTV, UFREBHLHLRWRICHT S
BERORERITHICEICEABLET.

FEEERBIZHEZY, RAR—bOIAE—DPRELRIFRICIE. RAR—FZIUITICRRT DL 6
BTRBLET,

To; Mayor of Tachikawa City Office

| (patient who has received treatment), and my head of house hold,
authorize the City (Municipality) 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, | agree to submit a photocopy of my passport if it is necessary along verification process written
above

E4 - #HHM Signature
ZLZ - BEIL, BEEZSTEHERENTOTTIIN, BERROGEIE. REERAN (RKRALNBEHEZERAD
BE). EEMRHEA (RASXTELELTNDIEES) AEL, HEHLTLESL,

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

guardian of adult (insured person is adult ward ), heir (insured person is dead ) shall sign one’s

signature.

K% (Signature) F

rT (Address)

BHf+ (Date) #F (Year) B (Month) H (Day)

B L DOB% (Relation to the insured)

AN (Self) - #FH#E#H (Guardian) - SEEHEHEA (Heir) - Zof (Other) [ ]

BH, e, EREENSCITEDRRBRECEZEERGLEEXRDONIIGE. FIENDE WEEIFEEEHIES
ZEBHY FET,

Also, we might ask you to fill out the formatted documents if countries or regions, and medical
institutions required submitting their format of agreement of authorization or authorization letter.




