I RBERFALEICBID 5 R EE Agreement of Authorization

- {6#BR4A H Starting date of medication Year EMonth A Day_  H
- BifRBRE () Insured (Patient)

(#2fR[%E 4 Name of the insured)
(fEPT Address)
(A4 A H Date of birth) Year fFMonth_ __ HDay_____H
- %2424 Consultation process

(RIEESTT Onset location)
(3 SEEEH Reason for the onset)
(JEIK Symptom)
(Z DEFHE % %&IR U782 H1 Why did you choose the medical institution)

EEH %
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MEHD W, EEHAEFRLLEEED, BAREERFEHIIHIFE WETAEIToZAK,
L. WMEBAR) 2RI, BHREHORBFICL - T, BETHEIToH BRI ZITV, 4
ZEPORITKT 2EROREELZIT L LICAELET,

T/, FERMERICHERERE LT, EETA~NAR— 2R TBEELIZ, ZOab—2RH4 3
TEICAEELETS

To:Mima City Office

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

authorize the Mima 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 infotmation
from the medical organization in order to verify by submitting the related application forms.
Also,for the confirmation mentioned above I agree to show Mima City Office my passport and submit
a photocopy of my passport.
4+ PN Signature

4 - FHENL, WBREZTTEHRRERABIT > TT I, RBKROBA X, BHEE (KARKRE
DFR) . MEERRAN RAPBREHEZRAOES) . IEEMA (KRABET L THI5E) BEBA.
HEIL TF &,

Insured person who has received treatment shall sing 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) FJl

({EFT Address)

(B f+ Date) Year #£EMonth. A Day  H

(B3 & D B34% Relation to the insured)

AN Self - BHEE Guardian - {EEHA Heir - Z Dfitt Other (

XAFRBEZEORIWIRIIEA B NS 6 AMTT,

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




