UBHVEEE ) AECRIEIEE

Agreement of Authorization

-JAEERHIIAE Starting date of medication ~ Year £ Month A Day H
-B#& Patient

(£2%& % Name of patient)

({EFF Address)

(4 HAH Date of birth)  Year % Month A Day H

RERRRRES  #HH

h CREZZITEE) (£, FRERRRRESOBEXIE. KE
BEARREANEZLE LLEXREDN, BNREBERFZHCHIER BRITAHET - ELBR. 5.
BEND) ZHRT 2D, FFEEHRORBMFICEL>T, BETAEZTOEEZFICBREZTL., AZKE

HAoRRCHTIERORIERTIILIZARLET,
Tl LEBRBCHEYNRAR-—bOIAE-—DNBRELLDIGAICE. NAR— M EHRERRRKRES
TRTIDEEHFETARBLET,

To: Aso Health Insurance Society

I(patient who has received treatment), authorize
Aso Health Insurance Society 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, I agree to submit a photocopy of my passport if it is necessary along verification process
written above.

2% - I5EDME Signature

E4 - FHIE, BEEZZTERANTOTLEIL,

BHE. ROGEIE. REE (RADPKBREDHE). RERREAN (RAVNREHEZRADZE). EE
HBEA (RANFETLTWEHE) BNEHL - RELTLESL,

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.

(K% Signature) ED

({EFF Address)

(Bf$ Date) Year £ Month A Day H
(BELDRB{% Relation to the insured)

ARA Self - FHEE Guardian - ETHHA Heir - ZOME Other( )
*x AEBZOADHREELANS>6HHATT,

* This agreement of authorization expires 6 month after the signed date.



BE. BriiE, EREENCHTEORBECZERGEERDONEIGEA. TEDEHRICHKRESIE
ELRBWEELIEDNHYET,

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

letter.



