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HECED D REE

Agreement of Authorization

ol A
To Chigasaki City Office

L RBZZITE) RO EIR, &f (KETH) OBEH5V:IE, & (KHEA) BNEFELLF
EHN, WNRBERBERICO 2FFE BRBRITHEZIT o2 AR, L. KRENE) 2RI 572D,
HEEFHORMFEIC L > T, FEEITHZIT o TLFICRE 2TV, SE DN ORISR D F RO %
ZTHZ EICRELET,

I (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.

ek, EROHUEL, EREREDOITEDREFCEMER R E RO ONTGE. TEDFRICLEREHL
FLHTAES 2 &0 £,

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.

B4 - MEIHR
Signature

B FENL, IR EZ T TEWRREE ARAADNT-> TFEW, RBROBEIX. BHEE (RADREE
DEE) . BAFEBRRN (RADPBEREEZERANDOSGE) . EERRAN (RAPET L TWDLE5E) B4,
FEIL TR S,

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.

OHf (Date) £ (Year) A (Month) _ H (Day)

@HEFE (Patient) (kBLFE LR —DGEITEIER)

(* This is not compulsory to be filled in if the patient is the one who will sign the document)

@ K4 (Signature) Bl

@FFT (Address)

®4EFH H (Date of birth) £ (Year) A (Month) _ H (Day)
®HBFE & D% Relation to the insured)

AN (Sef) - BiHEE (Guardian) - {EEMKEAN Heir) -+ Z DO (Other) ( )




