Agreement of Authorization GEZEICHH ZREEE)
XEEMEREDBICBEL T30, BETIALTIATN

Patient’s Full Name (BREZZ(IHDEKSR) :
Date of Birth ((FHH) :

Address ({¥AF):

Treatment Period Start Date (E2E&EHIZAH):

Name of Medical Institution (EEHLEER) :

Address of Medical Institution (including postal code) (EEEREIDFRTEH’-BEES)

Telephone Number of Medical Institution (EEHREDEZEES):

To: Nakano City

I (the person that received medical treatment), , and the head of my

household, , agree to authorize the Nakano-City staff and its
subcontractor to check the facts (treatment date and place, treatment record, billing record, etc.) on the overseas
medical treatment benefit claim application with the medical institution above and to receive the information from the
medical institution. Any photocopies of this authorization will be considered effective and valid as the original. Also,
I agree to submit a photocopy of my passport to Nakano City.

HREF X

IWIREERIIE). & ThDHEE, & RFXOBSEHD\E, HEH
EHEFEUZEREN., BIREBERFERICHIBRFEETAZIT O ZEE. B, BEAR. FREDEAF) ZHRITD
=%, HFRSROREFICL T, BETAZT OIZAICBRRZTL. HFEHD SBRICHT SFERORUERITSZLICAR
LET, 8H. FEDFEEFEAELAUININDDIEDERHET, &few NAIR—FDFULERFXIRTI D &EH
BETEELVET,

Signature (B4 -1BE01E)

The insured person that has received treatment shall sign one’s signature. However, in the following case, the guard-
ian (if the insured person is under age), the guardian of adult(if the insured person is an adult ward), the heir(if
the insured person is dead) shall sign one’s signature.

B4 - {HHIL, SBREZITZRIRRENMT O TSV, BERDBEIL. HiEE (RADKRREDES). HERRA (KA
PRFHRREADGR). EERHA (FADECLTVBHEE) RAERUTFIL,

Signature (FK4) @ (Seal if available)

Address ({EFF)

Relationship to Patient : Self Guardian Heir Other ( )
(BEEDBER) D ARA BiEE EEEBA FDh( )

Date (F2AR):

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

BH. Evis. EEEEN SAEORESCEIRBEERDONLBE. AENSHICKHBEEEZHECEHHYET, |




