Letter of Consent (AR B RIEE)

Starting date of treatment (Ja¥%BHAEH) Y& M(H) D(H)
Patient’s Full Name (W& 44)
Date of Birth (4E4FH H) Y (4F) M(H) D(H)

Name of Medical Institution ([ EHEI4)
Address of Medical Institution (including postal code) (#F4+ 0 EJHE R O P AL « B ER =)

Telephone Number of Medical Instiution (EREERIOEEES)

To : INDUSTRIAL MACHINE HEALTH INSURANCE SOCIETY

I (the person who received medical treatment), , and the
head of my household, , authorize INDUSTRIAL MACHINE
HEALTH INSURANCE SOCIETY and its outsourcing contractor(s) to inquire and obtain any and all factual
information related to my overseas medical treatment benefit claim application that | submitted on my own accord,
including treatment date(s), the place of treatment, any treatment records from the medical organization indicated
above in order to verify the fact of the treatment.

Further, I agree to cooperate in providing additional documents along with filling out any consent letter or
authorization letter that countries, regions or medical organizations may additionally require.

% Please write in the local language of where the medical organization is located. We will be referring to it during the inquiry.
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Signature (4 - ¥#FE#)

The insured person who received treatment shall sign one’s signature. However, in the following case, the guardian
(if the insured person is under age), the guardian of adult (if the insured person is an adult ward), the legal heir (if the

insured person is deceased) shall sign one’s signature.
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Patient’s Full Name (JEEH4)

Signature (%1 >) :

Address ({£AT) :

Relationship to Patient : Self Guardian Legal heir Other ( )
(/B3 & DBIR) AN - HUERE - REMBA - Tofl ( )

Date (GEAH)




