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To: 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, including sub-subcontractors of Medibrain Inc. 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.

H m(X, B8 KD BUFHHRET]

AN TN LANKI P E » RS (X #1
&, A BUEESTT (X B8 A RIET G HRIELEHED thalstt Medibrain
NHHINAS NIESNT IR 3 B BOR R iR s OT IR AL 3 JTFRINED, RS FE BERL
SR BT FRE LS, R R MRAE .

g1, WMULERIMT AR AR NI IR ENIE, AANBFER RS (X, #HE. & 24t

=22 (g w2xhH___ ot Mol McHE = ANEEY) 3
2 A(T,2,1H) 7H /IEE ARl FAFA HIC| 28|10 siel¥H| M- MR

A
rot
do
1
|'O
=)
2
x
A
ral
>
ric
o
[

F

L

0

Lot A A(T,SH) of ofHs MAlsted



Bau Nvinnsiilad (dna/daua/Majiiou)

T (] 105UN155NIINEITA) _uae
minasaua 2N

vafiuganyi winsuaasfivinnisidias (@nna/suamjinn)uawiou via
vdsnande wiwsu (Medibrain Inc.) m'lmauuaunmﬂmnmmmsmao
(@wna/sinuaimitinu)  Teadiiunisdauaingilinissne

uazBusaniaz dayallaiinisdayaningiiedas(sinllinsuaumin
asiagv) INUayaland15AITEINEUNI
Lwamﬂ'«aaawauaﬂﬂa%aﬂﬂ‘namaaswawmﬁamsawam‘snmwmma‘l
UGNUTENA LU IUIANLISUNITINTINEIUIR
doufiuazsuandunuain1ssnsInaIna
uarlunsaifdniugaslddunnidaduniadududayasonanrdnesiu
fazBusanadwaumiidaiiuneliundiay (Ennaldiuaimtion)




Z4 - HEE

Signature
B - BER
M. ol

A15a9UNN - U5eiumsd

F4 - RN, R EZ T TERREARND T > TF SV, RBROGEIL, BitEE Ok
ANDBRBEFEDEE) . FEE RN (RADBKERE RAOLE) | IEEMHA (RAMNET L
TWHHE) NEA. MEILTTS,

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

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