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To: Numazu City (Municipality) Office
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.

Also, I agree to submit a photocopy of my passport if it is necessary along verification process written
above.
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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.
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(Signature)
(Address)
(Date) Year Month Day
(Relation to the insured) : Self -+ Guardian - Heir + Other

2% This agreement of authorization expires six month after the signed date.

(WE4) i 5

(fEhE)

(H ) ¥___A__H

(5EEKR) DEEAN - RPN - REAKA - HAh ( )
K OARFEEHBMELLE 6 MHAHE.

() ]l

Ta)!

(27 bl 2 o

Sxpefoj Al Rl Ak WAdEAE 7EH( )

2 BN AHARE 694 FEIUG



@mﬁa%a)
(og) ___
Aui) un 1nou i '
(mmﬁuﬁuﬁﬁ’m’iﬂm) : mwﬂamm * Qinnses " menlaesssu * o
DS ‘ﬁmammmmmﬂuﬂauuumﬂ 6 eMITuIN A

fods, EROHIE, BERREEIN S FTE OIREEREERR & 2 RD bNEHE, FIEOBRICLEREL T
WIE< 2 L 0b Y £,

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.
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