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To Yasuda Nipponkoa Health Insurance Association
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I consent to the verification of the details stated in my application for overseas medical expenses
reimbursement, including the date, location, and content of the medical treatment received. This
verification may involve providing the submitted documents to the relevant medical institution or

practitioner for confirmation, and obtaining necessary information from them regarding the inquiry.

E %4 H Date of Signature : F H H
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Please ensure that the signature for the person who received medical treatment is primarily

provided by the individual themselves. However, if a representative signs on behalf of the

individual, please also sign in the designated 'Representative Signature Field' below.

HE 4 Patients Name :

44HFEHH Date of Birth : 4F H H

£ Ff Address :

O RILANDEAR Representative's Signature Field

K % Name:

¥  PF7 Address :

B E X728 & DA%  Relationship to the Person Who Received Medical
0 $IMEE legal guardian
(R AP KK D4 if the person is a minor)
O &R adult guardian
(KA RAEER R R D4 if the person is an adult ward)
O EEMHEA statutory heir
(RADFETE L T B354 if the person is deceased)
O % Oftt others ( )




