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OVERSEAS TRAVEL INSURANCE/FOR SPECIFIC PROCEDURE OVERSEAS TRAVEL INSURANCE CLAIM FORM
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I, the undersigned, hereby irrevocably authorize the Medical Service Providers to file a claim for and on behalf of me and/or the Insured Patient, for the costs
of medical services rendered pursuant to Mitsui Sumitomo Insurance CO.,LTD. (hereinafter“MSI”)’ s cashless medical services. | hereby further agree to

reimburse, as soon as practicable, either the Medical Service Providers or MSI at the direction of MSI, for the amount already paid by MSI in case that MSI
is found to not to be liability to pay such amount under the policy covering the Insured Patient.

N

[3%)

@EE‘.E DATE 20 & B A MRBREFRBEI TEIETRERPHPICHMTBIRELS ZE W,
sz Y M D METIE SN 2ETIC 35K & CHEIC 7280,
T - A EROMN 2 FEES  TEL
1Ri< £ FR
g | ADDRESS [ la=s (Dsﬁ%%'ﬁ )Dﬁm
CLAIMANT -
e s | T T T T T T T T T T T T T 1] R £ R
DBAR %Ezﬁﬁgﬁ (Em [(xn [zEse [ |#es
=) WIEE NS
s (SIGNATURE) [ JtaEA (7R ETRBREZRA)
@ #HIREE (REROXMKRELST)  INSURED
susrr [ LTI T LTI ] 4 A H - M5 DATE OF BIRTH - SEX BiZ OCCUPATION
£ oz |1 ) £ A R B8-%
NAME Y M D M- F
RIREFKRERFEAE U THRRECEAATT, HRREBCAALERLZBEERIFERICSELTHEPAVDETT,
® Z{EIX  POWER OF ATTORNEY
FAl LRBDORREFERE £ RBEALEDRFRUCH 2 BRIREDFERZHEICEHT S | #RIRMREEFT ADDRESS OF INSURED
—YIDEREREL T, T -
I, the undersigned, authorize the claimant to claim and receive the
insurance benefit on my behalf in connection with the accident described WiRBEE ZE®&. Z#FFE]  SIGNATURE OF INSURED F R B
herein. F
@ ZHAE
FIHES 22%9#%&% POLICY HOLDER {RB&HARE  INSURANCE PERIOD
(EZHLES) F B B ~ & = g
POLICY NO Y M D Y M D
b DIRBEEZH)  OTHER INSURANCE 2 K RI&=#E REEDIELE FEES

SBIRITREPS £y hENB LYy M H— FEBHES (FLTy hH—K&H) (ZLTy bh— KiEEE) (FLTy bh—KES)
DBBE.ZAE— OEL (5xF- oS- Ea |H YES|[]H Yes
HEHAN— VB L ULHHRTOBAREAED X 2 > THRE

N—) BIRHEC AL, [ ]#No [ ] no
6 FRE2FAETE FERL2IITROEEOREICHETIALC &0, APPOINTMENT OF BANK ACCOUNT _ -
® REi CEEE (A/C NO) EFHERIASE T &
1gﬁﬁﬁﬁ L. |3 = bo TYRBRE %
. z D pe g 7, A . =
A % Fon BRANGH | ¢ ZHELADDERD
SRR 3L | ¢ %) | Oge 9,
OEES N D |EE SRR A B A=
BT | o | mEme | 1 0 | EmEES 1
7 2 {5 A
Oom | Pt BERESME
% %
£ B B

5B LIMITADIBAZIEE S N B5E(E, OEEEE CHEDOS A, UTO@E) JREAL LS,
c RSWEEMNRASOE [BIX-5-5] ~ORABOEE -FLER -OEES). £03. QMBIRTLES - BRES)OVThPICTRACEZEL,
LRSS OOE ~OERARADEE-FALER -OEES)E CHRAL LTV, OADIRABCHRAVWEZITEEADOTIEESEZL,




® EHROWR BR - 74 - #17H - BESEH %) DETAILS OF OCCURRENCE

EHEE - 2EH - ERPEN/AE  DATE AND TIME OCCURRENCE FE4 L /=48 PLACE OF OCCURRENCE
F A H i : AM. E# B
v M D ik . ™ COUNTRY PLACE
RRADER - EHORR 2 H F 3 B
NATURE OR CONDITION OF SICKNESS OR INJURY/CIRCUMSTANCE OF ACCIDENT FIRST DAY OF TREATMENT
CRRDIERDIGEICTRERALCE S,
DLFNCRICER TAEEEZ D B2 &N H Y ETH?  Have you had any prior treatment(s) for the same condition ? D lFuy YES D Wz NO
2)ZNIEWDTTH?  If so, when?
3) LIRTICRIHRD ZiR 5 CiafE £ %\ 725kt Name of the hospital previously treated ?
BHERE =
s g | NAVE OF POLICE ) fERT ADDRESS
R0 AEAMB | e NaME )]
SHES
REPORT NO. FEES  TEL NO. BIRBE & OBE
@ BEE - RREFHAEZEDEKDES (BIREEAZRFT <A EL) (MEDICAL EXPENSES) CLAIM
AEEBSASEt4E  MEDICAL EXPENSES INCURRED BT [Fv vy a2l X AT HIY—EX] 525hELED?
[] o YES [ Jwuwz NO kR
XEEZBEORBICH Y. MERCODEEEIKICRCBEETCIRBANL, FHC LIV,
TR (£/4345H5E) (HOUSEHOLD GOODS AND PERSONAL BELONGINGS) CLAIM
BELE (X, SFBSHEMO) = 8 A 1% BEAE (BBAISFR) BAFAAR FRUNE - RIS BEDIREE o P
DAMAGED/STOLEN ITEM Q' NTY PRICE PLACE OF PURCHASE | DATE OF PURCHASE RECEIPT NATURE OF DAMAGE
5 - £
F - &
=] &=
" - £
" - E
® EEORE - MERSEFEWELEDSS (FBINEREAZ R A EW)  (FLIGHT DELAY) CLAIM
Hi%EFE  DEPARTURE DELAY FEHEIE  ARRIVAL DELAY FOR CONNECTION EEEFHYEL BAGGAGE DELIVERY DELAY
HEFER BEE - THE Btz
A =} B nE A B ( i) 2
( &) | zeonmEs B =} B 5 | BEES &
KE@FE R FERE A A B | REOR|IERZ A A A o
A B B nE ( &)
( B | e A A B 5 | EBOFHMEIEDR
( ®) A B B s [stgsL
ERIDZEE  ATTENDING PHYSICIAN'S STATEMENT XERICEAZEKIEL T ZELY,
BEE BELERR SAEDEAR & Z DA%  DATE AND TYPE OF MEDICAL TREATMENT
NAME OF PATIENT PATIENT'S DATE OF BIRTH | [ ] 4+ 3k Oz 2 BREE /- A ER =]
OUTPATIENT HOME VISIT ~ HOW MANY ? TIMES
v v B F A H ES F A H
FROM (Y) (M) (D) TO (Y) (M) (D)
BROKEP RN BT 37H% L ARE U /=324 D ARREARS  TERM OF HOSPITALIZATION
DATE AND TIME OF ACCIDENT OR FIRST APPEARANCE OF SYMPTOM(S) =i £ A = ) k3 A =
F B =] S . AM. FROM (Y) (M) (D) TO (Y) (M) (D)
(v) (M) (D) : P.M. TERED A
— POSSIBILITY OF IRRECOVERABLE FUNCTIONAL IMPEDIMENT AND/OR DISMEMBERMENT
e []YES [ ]NO
DIAGNOSIS EWTH DATE OF FINAL ASSESSMENT 1.8 # HEALED
2.#k#59  TREATMENT CONTINUED
EHEET 36D TTH? #(Y) A B(D)  5&" b DISCONTINUED
IS IT CAUSED BY ACCIDENT ? []Yes [ INO fifg - EEF& NAME OF HOSPITALDOCTOR
FIR X IEEDRERURZE
NATURE AND CONDITION OF SICKNESS OR INJURY (XFF  ADDRESS
BEULEICABOERERA LI ENFHYETH? BEEES  TELEPHONE No
HAS PATIENT EVER HAD SAME OR SIMILAR SYMPTOMS ?
[ ]YES [ INO TJrIYIUES FAX No
YES DIRE. LIFIOERICEL TERERBEEZITVE LAY ?
ZhEVWDDZETTH? HLEZEL - ZHED  SIGNATURE OF ATTENDING PHYSICIAN
IF YES, DESCRIBE WHETHER AND WHEN
PATIENT RECEIVED TREATMENT FOR PRIOR En
SYMPTOMS
MEDREICHET 2 MtDER fERX®E B H DATE OF STATEMENT
DESCRIBE ANY OTHER DISEASE OR INFIRMITY AFFECTING PRESENT
CONDITION k3 A =
Year(Y) Month (M) Day(D)




FAEICEDBIAEEE Agreement of Authorization

ORBEHRFELEH  Date of Accident (%) F A =]
OREH /13 SEOIHRR TN TRRICITANZH F A H

Date of injury or first treatment (sickness)
O REE (BFE) Insured (Patient)
(£ FF  Address)

(EE % Name)
(2B H Dateof birth) T A H

=HEREEXRARBRKEXZE @4

To:Mitsui Sumitomo Insurance Co., Ltd.
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I, the undersigned, hereby irrevocably authorize Mitsui Sumitomo Insurance Co. Ltd. (hereinafter “MSI”) to obtain any and all factual information related to an
insurance claim (s) filed or to be filed against MSIL including but not limited to medical, physical, clinical, mental or psychological condition (hereinafter “Medical
Information”) of the Insured Patient from any relevant organization or individuals, including but not limited to any hospital(s), clinic (s), physician (s), medical
doctor (s), therapist (s) and any other organization (s) or person (s) who will or have attended, examined, inspected or provided medical services of any kind
(hereinafter “Medical Service Providers”). This authorization shall be irrevocable, valid and in effect until the final settlement of insurance claims.
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I, the undersigned, hereby irrevocably authorize any Medical Service Providers to furnish MSI with such Medical Information as hereinabove defined, including but
not limited to:
1.Medical record and/or report describing the details of medical services and/or medicines rendered
2.Medical opinion as regards the cause(s) and symptom (s) of the injury or sickness of the Insured Patient, chronological history, nature and period of the medical
treatment rendered, preexisting medical, physical, mental or clinical condition and present or possible disability, if any, of the Insured Patient; and
3.Any other form of medical records, including but not limited to X-Ray. MRI or any other information recorded in optical, electronic or magnetic medium.
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CAVEAT . Authorization must be given personally by the Insured Patient, provided that it may nevertheless be given on
behalf of the Insured Patient by his or her guardian.heir, agent, or any other person legally so authorized.
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Such sensitive information of individuals as medical or hygienic information shall NOT be obtained, used or disseminated to any third parties EXCEPT for such
occasion as we obtain the insured's consent to permit us to do so for the purpose of proper insurance services and to the necessary extent, as provided in Rule
53-10 of the Japanese Insurance Codes.






