AEICEADS EJ,%;E
Agreemént of

- BREAE _ H___“H
- Starting date of medication "~ Year Month Day

- BE
(BHA)
(R ‘
(A H) #_ A___H

- Patient

(Name of pétient)
(Address) -
(Date of birth) Year Month '‘Day

AR - | | |

R REEZI ) | £ RAORHE, , i3
AH THOBE LA HSERE L 72 B, IR IR BRI 5 5 BE O
RTREFOLAK. B, RENE) EHEET LD, FEEHORBMEIILSOT,
BRETHET O LFITRRET, SRED S RRUTHT 2 WRORHER I B I LI
AL ET. | | | |
7, LEHERICHEZD. RAR—RNOIC—BBREERBEEIE, NAK— 2
ABJIHICRRT S LB TRARLET.

To:Kizugawa city _
I (patient who has received treatinent), ‘ ~_and my head of house
A hold, ' authorize KizugaWa city 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 treatrhent, place,
énd any treatment records and inforrhation from the medical organization in order
to verify by submitting the related application forms. | -
Also, T agree to submit a photocopy of my passport if it is necessafy along

verification process written above.



