[ FORINJURY OR SICKNESS (B & -HR.aBel) |

: ; OVERSEAS TRAVEL INSURANCE CLAIM FORM
JI Accident & Fire Insurance BRI RBSERE
TO : JI ACCIDENT & FIRE INSURANGE Co.,LTD CATABERKERBEHEXEE #Hd

| hereby make a claim for insurance benefits, by confirming the accuracy of the contents hereof and also by agreeing to
the matters mentioned below, after appending my signature thereto. A photocopy of this form shall be considered as
effective and valid as the original.

AEDEBABHERLMEBLNOCLEZHERL. RIREZHFERLET RIREFBRICHY, TREBITOVWTRIREFRKERD
ERZI>TRABWLEY . BB AEDEEESTLAELRLA NN HHLDEEHFET,

1.< AUTHORIZATION FOR PROVISION OF MEDICAL RECORDS AND INFORMATION ON THE CASE >

| hereby authorize any hospital, physician, or other person who has attended or examined me, or any government authority or other
person who is related to the accident, to furnish JI Accident & Fire Insurance Co., Ltd. or its authorized representative with any and all
information or documents with respect to any sickness, injury or accident that relates to this case.

L<EREBRORBEIVEHREICEHIIRAE >
BRIRBZZRFLITERL-T A TORKRE. ERF. BLUBERE. TEAGERIERT LHEES SVEREN. E4F:
FZDHERTHEIC. HRREICERT DI ATORR. GEEFEROERERM T HEEERELET .

2. <Purpose to handle your personal information>
JI ACCIDENT & FIRE INSURANCE CO.,LTD or its authorized representative use your personal information for underwriting, claim handling,
and other insurance services that we provide.

2.<fEANEEHRDF A B 8>
BUBIUVZTOEBERLL. BEHROEANERE. RIZSIZOHE, RIREFHAOHE ., REBROSXILBLUVREY—ERIR
WEETILHITRIASE TV EEET,

¥Please fill out in block letters. (TayH 4k TERALTTFELY)
@ Claimant should be the Insured in principle. If the Insured is a minor, Claimant is to be a Legal Guardian.

FREFFRE, FRIEECAANELGYFES  FRIEE D RBEEDH S 1F, REFD AN FHERIZSL

CLAIMANT(GERE)

CERTIFICATE NO. DATE YEAR/MONTH /DAY
BHES Bt / /

NAME () MALE/ B SIGNATURE

EREKA () FEMALE / & |[H4>

IF THE CLAIMANT IS THE GUARDIAN OF THE INSURED, PLEASE CHECK. (G5REMNREZDIES . FTvILTTELY,) | O
ADDRESS COUNTRY (B4) /

LT

CONTACT (DTELEPHONE(HOME) (BEEE(BE)) (@MOBILE PHONE (##E ) ®E-MAIL (A—JL7KLR)

EIRFE

INSURED ( ) MALE/ B DATE OF BIRTH YEAR/MONTH/ DAY
HIRRE ( ) FEMALE / & |44 AR / /

® Please put a check mark for receiving the Insurance Benefit. ((RI8 € ZH A EIZFTyILTTFELY)

If you prefer the bank transfer, specify your bank account that the Japanese Yen can be transferred.
RITIRIAZCHLENBZE L. BAAZZEAREARITOEEZIIEE TS
APPOINTMENT OF RECEIVING THE INSURANCE BENEFIT({Rf& £ L i5H)
BANK NAME BRANCH SWIFT
R174 XIE IBAN
KNS BANK /-‘:DDRESS
SRATIERT
ACCOUNT NO. ACCOUNT NAME
OEES OEAZ
I AUTHORIZE THE RIGHT(S) OF THE INSURANCE BENEFIT(S) FOR THE FOLLOWING ITEM(S) AS THE BELOW.
ENE METREEDRIEEZHEOEREUTOESYEELEY
ITEM ( ) TO (
B Xk

® Fill the details of the occurrence as much as possible. (TZ31 M RHELTTSLY)

DETAILS OF THE OCCURRENCE(ZE it & 44k i)

DATE AND TIME OF OCCURRENCE| YEAR/MONTH /DAY /TIME PLACE (CITY)
EWAR-ZEH-RiERH / / / : 5T (&R )

NATURE OR CONDITION OF

SICKNESS OR INJURY
/ CIRCUMSTANCE OF ACCIDENT

AR R - FHROKR




@ All the original receipt(s) must be attached for the item(s) you have paid (except the public transport).

AHERZEEBERE. CEESN-EROBENGIOEAZLT HFLTTSN
SICKNESS OR INJURY (&&{BEEREE)
FIRST DAY OF TREATMENT YEAR/MONTH/ DAY |INPATIENT? 0 YES ¢ ) DAYS NO
Wz H / / ABE [ B LA
HAVE YOU HAD ANY PRIOR TREATMENT FOR THIS GONDITION? 0 YES [ NO IF YES, WHEN? YEAR/MONTH /DAY
DRTICARAERICEL TRBERF-CEnHYEITH ? L WOE | NDTYA? / /
CLAIMED AMAOUNT (C:53KR%E)
DO YOU HAVE PAID MEDICAL ITEM(S) EXPENSE ? DO YOU HAVE PAID TRANSPOTATION EXPENSE FOR TREATMENT?
AEEROBELNHYETN? [OYVES@®Y) ONOHL) [|AERD = NZBEDEIELAHYEST A 2 |[OYES@HY) ONOEL)
ITEM(IER) AMOUNT (£:%8) TRANSPOTATION EXP.(3%@%)
MEDICAL EXP. DATE METHOD ROUTE AMOUNT
BERE JPY(F) B {7 FE 1ZE% &8
PRESCRIPTION /
nEEE JPY(M) JPY(F)
MEDICAL CERTIFICATE /
PHER JPY(M) JPY(F)
MEDICAL INTERPRETATION /
EfBRE JPY(F) JPY(H)
OTHERS ( ) /
Z D JPY(F) JPY(H)
TOTAL TOTAL
it JPY(M) [|&Et JPY(H)
®) Please ask the doctor to fill out. (EEFIZEAZKELTTELY)

If you received Cashless Medical Service, this part is not required.
Fr v AL RAATAHII Y —ERTREINZIEEE. COZHEEFETT
=™ (MEDICAL CERTIFICATE)
2EA BELEFEAA ERERDBRN-A., £ETHE LA
NAME OF PATIENT PATIENT'S DATE OF BIRTH DATE AND TIME OF ACCIDENT OR FIRST APPEARANCE OF SYMPTOM

F A F A H Sl AM

Y M Y M D 1% : PM
2k ABRHRETDAE
DIAGNOSIS DATE AND TYPE OF MEDICAL TREATMENT ( FROM/TO,YY/MM/DD)

O ABR(N) ( ) BfE B F A =]
O @Re(OUT) ( ) [l ES £ A =]

RRFEEREEORES LV

NATURE AND CONDITION OF SICKNESS OR INJURY

SEOERIZDONT, BEFFBEITEEERITTOELEZAN? EROFERIFBBLTOELEN?
HAS PATIENT HAD ANY PRIOR TREATMENT FOR THIS CONDITION? IF YES, WHEN? WHETHER THE PATIENT HAD HEALD BY THE PRIOR TREATMENT? IF YES, WHEN?
Oz [EVDZENDEEZTTIAN? (AR FLDEE. BEAMIZODETLESN ?
OfELy - ( & A B &, &R ) |0y ( £ A BHEE)
SEOREICEET DMMDOERDEE =
DESCRIBE ANY OTHER DISEASE AFFECTING PRESENT CONDITION.IF ANY, WHAT? DATE OF FINAL ASSESSMENT
O#%&L HYDBZE ., BRI F A =] A D#tEs Ok
O&HY ( ) Y M D Healed / Continued / Discontinued
YERL B - fRbR & - X FT - BEEE S - H LU EMB S LT
DATE,NAME OF HOSPITAL,ADDRESS, TELEPHONE NUMBER, SIGNATURE OF ATTENDING PHYSICIAN
fRkt4 . kT, BEES ERZH £ A A

18 & A En

® In the case of injury, please put a check mark.

BEEHRDEE . FIvII—IELTTELY)

CERTIFICATE BY THE THIRD PARTY (8 =38EHA)

THE CASE IS REPORTED TO THE POLICE. (Z&([Z[EHLTL\AI5E)

TH Rz musrEsss

NAME OF THE POLICE OFFICE, PERSON IN CHARGE, & TELEPHONENUMBER

CERTIFICATE BY THE THIRD PARTY, OTHER THAN YOUR RELATIVES (GRIELISY D E=F DEEHA)

NAME (& i)

DATE & TIME YEAR/MONTH/ DAY/ TIME PLACE
EM B / / / &
DETAILES OF THE ACCIDENT
ESG
|, 7 |F VERIFY THE ABOVE IS TRUE AND CORRECT. (L5 &3EBILE T )
ADDRESS ({¥7f) TELEPHONENUMBER (E:E)

E-MAIL(A— )L 7KL R)




