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%E:ﬁtﬂiﬂﬂ%f*ﬁﬁﬂ%ﬂ 58 TO:Tokio Marine & Nichido Fire Insurance Co., Ltd.
REOABHEECEERVC EEERL FRRESEEF RV EUETRBSERICHED, I request the payment of insurance claims in agreement with the content

here of and the following descriptions. | agree to regard a copy of this form

TRENEBEICABWVLET BB ABNEHAE LU AN G DHNDERBHET, as effective as the original.
1. FIREIFTTERICIEE T 2RRMER BN TIAK IES L IRAZ L > THIWD RSN H D EFRHE T, 1. Please remit the insurance benefits to the bank account below. | admit that

- remittance shall constitute payment thereof.
2.1%%;??7%1:@53’%5%22@%@ 2. Cases of illness or injury Pa
ORFBLEHSHNKRERINSE QAT S E VWD) £EZDIEET 2EAREH/ZIEHAEIMNMT Q) agree that Tokio Marine & Nichido Fire Insurance Co., Ltd. (the company) or its proxy
P BB8HRE AT, [BIFRE 1 VD) D REE DIV R T 2EBH LUV PV RI Y 2 — either in Japan or foreign countries (e prow) acdires and uses information ()
RHCHELEE CEmER R RE FIRT 50 L. bk U B B R B T B R B Ly L o o, > 57100 21
éa%E@Tf%E"ﬁ%E%TEL oL, _ . ()l agree that the company and the proxy provide the medical institution or the physician
QEH S LUBHRENHAE X LIZHAEIN CALAEZERE ITEE L I-EEEES. o (LI, [EEEE4ES (the medical institution) who examined or treated me either in Japan or foreign countries
Z 10D T U TOICED-EHE TISBEBERAIBE T I & P LU. EEMESENSH L LUER with such information, and the medical institution provides the company and the proxy

Bl L IR CREBHRARIT S L, * gggﬁ%ﬁgrmgzgla%%gns details such as a doctor of medicine's certificate and a medical
KERBEDBEDODNS - ERDIZEEAZER T 2O ELRDIZEE - 2ERIIBPHASZSEZDOEE bill to verify the insured's symptom and the extent of treatment given to him/her, as well
B L UBKRIES - BRAZER T 21OV ELRDIFPEREBREZEHF T, as family registers to verify the identities of the claimant(s) and inheritor(s).
3 MDRBENEN B BIES 3. Case of concurrent insurance contracts

= - o N o In cases where, for the same loss or damage, or expenses, there exist the present
Bl —DEELEIBRCH L T ARBBERON S 2 DRIBIZIE S UMt DIRIEZHZE (RIRZ2HY, insurancevzl:onrtract rand other concur((rent insug;]ancer cgﬁtracts. etc. r(me)zjllni_ng ins%rrance
HEZHOZDMWDR DB Th 2H R0 T B—DEEZEX L EERICHL TRIESSE AT 5E4)%  contracts, mutual aid contracts, etc., irespective of their names, under which insurance
NV T DUNERE L&) 1 B 5. TdLL T OB 20 (L E T, caits, clo 3 pad f e same los 1 damage, o oxpenses; the sae meann
ORI CEHONIREREF DT LB CRRREDSH\VEZ (T THSS(ICIERIRZZH TED SN IR @l return immediatefy an excess, if any, of the amount of an insurance claim, etc. provided
IREEABZ I-EAC DV T B FFOREREZOEDBERRAT-HEEBBICRET D (B for in the insurance contract (subject to instructions on the manner of repayment, if any,
FlFDREZNEDIBERG AT HEENSREFEDIEEN D TS5 (T TDFFEICRENED), ®fr’gm the compa\lny, other insurantpe cfompanies or tmutua\ aid aisociati%ns, etfl'.)? iy 1
ObDOREZNEN D 2156, BN Z DREZZEDEESRERT - HBFZ (WL TEHOEIESH % e I O e el Al A s o Came & YOI Share ot iaolity o
B DEAKETD L, ®Frgrlr? ?ﬁéa:g:dcgfrg%ﬂ;sé :?;L;n%iniat%?lsr%%ﬁtliggzaﬁncé 3@%%2ihéi%mpany provides
OMDORREZNEN D DIEE MDFRRENE %S | EZ () TV DIEBERRAEH -FEH WL T EtnaiB the insurancehcompanies, nrutt,fla\ aid associations, etc. of the cofncurrent insura;nce
BRINAED S Z 5 oo (i N[ 1Y N = — |EE: == /T I 3 PN tracts, witl i ti i t it
BRERBL BRI SIOCBELIRIRDERICBIT SO AFFROALSEBZZIOONS, {5502 i (eening informaton concaring the Amountof iabity fr peyment and
}% EREEE LE%?Lé [BER AH B f‘uggﬁéﬁﬂxﬂ & 'i?ﬁﬂ%@@—?—?fu%?é |EJ§|§2€’ . ?215@71&)\ 8tt other details of the insurance contract, the amount of loss or damage and other details of
M2 DREZHEDIBERBST -HBEEANIRHET 2 & FDEEREAST-HESENORMEAEZ (S F an accident, claimability of the case, and the amount of an insurance claim payable, etc.),
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92T & FOEERBAT EFENSHANRMT 2T BLO S SIREAESH FIFET2I L, or receives suich information from those companies and makes use of t, and vice versa.
(BABRDF }EHE E"]! . A [Pl\j/\;g%sn?y%fsg?ﬁeogef:g:glIi‘r?flomgg;agfoggstomers to make decisions on the acceptance
BEFROBABRICOEEL TR RIRSIZ DI, f%@%ﬁﬂ’\ @Wﬁg (BERENDREFDIEERIMD  ofinsurance, to respond to insured events (including confirmation of the facts relevant to
ERPER T DIBERBIC OV TIBERBATREPERE LT IL— T ) NTCOEZRAESHET) FE  ourinquires, etc:t r\:\/itr_ml_thke reﬁl/lated dgstinati??, and co_nﬂrma‘titondbetwe}?n non-life in)suragcte
FOBZILVS LUEEER - U —ERDRMHE-BNATSOCHAI BTV REET, companies or within Tokio Marine Group (") concerning related non-life insurance), and to
= o =% . - . e : PRV N ay insurance claims, provide various products and services, and information.
CR)FU (& Bt R— L= (http://www tokiomarine-nichido.co.jp/) SRR ES L, F) }yi’lease refer to our V?/eb site (http://;v)vww.tokiomarine-mch\do.co.jpﬁ for details.
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SIGNATURE | RS ERBOES - LoBEIR E-mail

R JURF
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fth D IR IREZXIEF (OTHER INSURANCE CONTRACTS) \

D DEABIETBBOS X, FRICTEALIEEL,

Please fill in accurately by referring to the example in Page 5.

ﬂﬂ(:;@%’géﬂt Ry BOEBESICTEALIESL), If YES, please fill in.
s, '/I— = = SES
MR RIS Om 0% RIREHE AHES REREROEH,
HOETH? i ES INSURANCE COMPANY INSURANCE POLICY NUMBER the InSurance companys
512 lﬁgﬁé\:ﬂye other overseas travel (W :::: = O ﬁs
ﬁ%ﬁﬁ ﬁﬁﬁﬁrﬁ@ PEBDBESICTEEALTIEEL), When you have it, please fill in.
I “ N ~y > [—]
Iy H—R% LYy H—REH oLYvhh—kES | BRSEROGH
BE5TITH? NAME OF CREDIT CARD NUMBER OF GREDIT CARD the inaurance company?
Do you haveoverseas‘travel D Fo>Tuhan D DC D JCB D AMEX
insurance incidental to a credit card? NO _

SBMERRIBOILTY kK L =#ERVISA TIJAL
%ﬁﬁ?%%%%ﬁ_hgi& O#FK-TLa |OANA OUuC O=EX

YTOR-IB
SRDR-I)LIRHCREL, vEe O#v3 = O O%

xIf yes, please submit a copy of the passport 3 b= —

o o v D SRR RO R ok

photograph). (jj - t‘ %

(NAME OF THE CREDIT CARD)
KERCEZZNDBUVESEREZRFT LU TLTEEL), Please attach another sheet if necessary.

SHRRTIEHIN-C

CRIDIK

B L MRIEEEEKER (DESCRIPTION OF ACCIDENT, INJURY, SICKNESS AND THE AMOUNT OF CLAIM)\

SigHE-25H-1928

DATE & TIME OF ACCIDENT, INJURY OR FIRST VISIT

£F YEAR
OAM [OPM

B MonTH
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E& -5

Eapk
BIFH - TR DR
CIRCUMSTANCES
BN TTRTICE S TG
FFBEOREUREAS

TEEALTEEL,

Please describe the accident,
injury or sickness in detail.

ExED
POLICE REPORT
(3%%@%*@%@)
RATETY

BHEIASERAZ CRE<EE L,

EHEEEE NAME OF POLICE OR GOVERNMENT AUTHORITY

SHEFES REPORTNO.

Please submit the original certificate of accident.

iE A 1
( RARETY

(You do not have to fill in in case of sickness.)
WITNESS
Z‘ﬁﬁ@%ﬁﬁ?@[ﬁ%fi)
(You do not have to fill in in case of sickness.)

LENBOEREERLET

| confirm the accident as above.

=Ll

NAME

{XPq ADDRESS

En
SIGNATURE

BURIRE (REROTE £ 12D T7) & DESFH

RELATIONS WITH THE PERSON INSURED

EEH ITEM OF EXPENSE

%8 AMOUNT

EEHE  ITEM OF EXPENSE

RIREZFRER

AMOUNT OF CLAIM

HIBET
TERALEEEW

OERE - A=

I:| TRANSPORTATION EXPENSES

MEDICAL EXPENSES HOSPITAL CHARGES

,,,,,,,,,,,,,,,,,,,,,,,,

,,,,,,,,,,,,,,,,,,,,,,,,,,,,,

Please fill in in local currency.

RRSEROHE ron

BIIDN TRRUCEIT BTER (CLAIMON INURY OR SICKNESS) \

RRSEREN10PM%EBA 2556 RURRN SRTSNDHEX L FRO2HE@ESMO I 1S,

When the amount of claim exceeds 100,000 yen, please submit a medical certificate or have the physician fill in the certificate in Page 6.

SR BT L HOSPITAL NAME

SOFEKESNDBIN - TRIIC OV T ATRERINSIBERZZIT TV HNHEENEIN? | J Lz [ IEW
@ls your claim related to the medical treatment arising out of an injury or sickness before the inception of the travel? NO YES
@SONBIFH - THEITARSNE LA ? Ounzx Ok
@Were you hospitalized due to the injury or sickness this time? NO YES
QBT F+ 93 1R A7 1 Al H—E R ETHBINE LD Ounz DL p LERREEECRACTR,
(3Did you use “cashless medical service”? NO YES Please fill in the name of the hospital.

hospitalization?

auivNNolsano S il of MR

Please attach another sheet if

privately-owned car please fill

OABRE BN OHICELUIRBEIHDEIN?

@Have you incurred transportation expenses for visiting the hospital or

KRICEEENBVIBSFRRRERML TS,
UICFEE RICHAXE [BIREES(BXRAEO
BEFERKEREE TR ZTANS A, TRELESL,

necessary.

Please submit the form filling in: [1]date [2]section [3]fare (in the case of a

in the distance to the medical institution)

YES

RS XEE TEALTIES L,

+ Please fill in means of transportation and section.

DL\L\z (& }

‘2258 AMOUNT

KORERZ 2RRRE CTHEILNTEDHRGIC AR CECRET S L 6RER

[FBTENTEDH—EXTT,

It is the name of the service that you are entitled to medical treatment free of charge when the medical expenses are covered in full under the overseas travel insurance.
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X1 Y—ERDOTHBHEZEOFRBIESBIMNRITRROA LA R T v I TSRSV A—Y T —REBY —E R &> THRATPICHRBL I XA—Y T —2X
DIEECFRLBEE (RIRS) 24 MEERUNBBES ST VS B TUW K CE T HERICEBEEEHIL CBAVNT [CEFUY—EXTY,
A=V =R B[ A=Y T — BB Y —EXDTERNE 12 BBDFEUVIEV e DA T EHBEDBESMNEES RO VK IEERDET,
OFX Y —EANTREIFIERERICIRD F T, BINCTIHESPE A —ERFTRHVLTELAMRET,

*2 (CIATTIBL - BRS SUBRIBICE o 7R E AL TES LY,

KMECEEENRBVSERBEZRMNL TS,

UETRIEENDIHERICH > THBER]
OZHPEENSE MRBAMS TR <KMETHELX T,
OSHLETH TH>Th, 1B 11T OVNTIOBMAMNREERDET,

OZBARDENE - RIAEFNBVEE REREZHZILVTERVEENHDET,
OELVDRRERB DD WRRENRITITEPICETIDUTOENODRICRO T T BB RE, IV Iy bA—R TURSR
A—R EFVR—Y—TR—FEHE SV RERBRSBVBDAHDEIT DT, FHIT THELIIESL,

- WRRENFE T DY
« IRATTERIERICIRIRIRE D Z DIRIT DT HICANSEE TED 1™
* ZOATOBRICHANDLTREFEDENTED TV HDERFEXT,

X EEDABRBEZHRAL TV DD THD REDH I WIEOFHBEC DEFH L T NMBSMRITRIEE BRIENRE LUERIZ IBRIEE,

RIREDFRFHS (CBIT DFMIL, BINRITRIRHAVAAIRT v T |2 TELIESL,

HRIICEE T DHESREEIE (CONFIRMATION ON SUBROGATION) \

RAIREDNHDFNCHENT BB ICKDNMETRFRICLDIEEIC
FUTEHICEIDRIREDNIWONTIR(E, EHICKEENBET D
ZEBIUTEI~AICRBLET,

Under the endorsement with the subrogation clause,
when an insurance claim is paid by you on the damage
caused by an accident done by a third party, | hereby agree
that the right of subrogation is transferred to you and to
the following items(1 through 4):

1. BENEENRESNICDBEDNRERSNABEERELNHEBEEZOM
NASHDBERADH S EBEP. HDVWEEBELCOVWTIAE=EFH S
ZEONAZEHOIBEENLBMELE—EZORLILIBZEICE EPHIIC
B (CER L MOV THZELE T,

2. EXRBECOVWTNEBICHULET 2N EZSHEFKERL. EHLD
SIONTRREZRECEHICBET DI EZHEBLET,

3. BHICBEUIENDRES LUTRDIH  EHNODRDICH U, B

DIERE DN BERITRERPHCITVNET,

EANNMEZCHU REEZTETDILDICHERBEICEVNT LD

BABRNCER SN BB ENEZ KELICIRHI DI ECARLET,

BAE

4.

1. In the case where | was contacted by a public institution, etc. or
other agency to inform me that the offender who caused the accident
was arrested, or the stolen articles were found later, or when |
collected all or a part of the damage irrespective of the pretext from a
third party concerning the said damage, | shall contact you
immediately to discuss the future handling.

2. | hereby confirm that any and all rights to claim compensation for
damage to the offender who caused the accident concerning the
said damage shall be transferred to you within the limits of the
insurance claim paid by you.

3. In order to preserve and exercise the rights transferred to you, |
shall promptly create documentation, or take any other necessary
actions in response to requests from you.

4. | hereby agree to provide proof of damage, etc. indicating my
personal information to the subrogee, within the range necessary for
you to exercise the right of subrogation to the offender who caused
the accident.
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( EZAB FEEABIET SN S 2. FRIC

TERALEEL,

OO ABlZCBROS A, ERICTRBAL S,
1&@1%@%&"]%%R INSURANCE CO NTRACTS) \ Please fill in accuratLely by referring to the exam:le in Page 5.

_ SAICTEALTEEL), I YES, please fill in. N\
fICRHSN TS ERELS A . . 46040
oI IRl Of 98 RBRLE T5ES [RREEROEH fthIc B8 O RER R ‘ﬁ’JfJ
HDOETH? VES INSURANCE COMPANY INSURANCE POLICY NUMBER the insurance company? HIRESENT L
[ ) B IR ) ¢ ﬂﬁ O ﬁs LPREL,
NIRRT D . 2’:‘?@}‘5 DBEICTTEAL 7‘;‘\'5(,10 When you\have it, please fill in. _ ESOEERREED
LYy kH—KE LIy REH oLIvbn-kES | RESEROSR BEROBEL BETIO
P/EBETITH? NAME OF CREDIT CARD NUMBER OF CREDIT CARD Y Company?g - N
Do you have overseas travel O&->TLvaLy mhie OJCB OAMEX E%%ﬁfﬁ?%f&@ﬁ
insurance incidental to a credit card? NO - -

N HTRRABOIL Yy K L =H#ERVISA OJAL REZWESHET,
EEE L mretus Daw Duc 0% .
B0 —IB,
hgapds U 2o Ok 5%
#If yes, please submit a copy of the passpo 1T E==1 o -
Cop i e v B R R ol
photograph. —
(NAME OF THE CREDIT CARD)
v FHFICEZENRUVIBEERHEZERTL TLIEE L), Please attach another sheet if necessary.
SHWRREIIBIH RGN, 3 L URIEREKE (DESCRIPTION OF ACIDENT, INJURY, SICKNESS AND THE AMOUNT OF CLAIM) \
Oi-=Eg- 728 £ YEAR B monTH H par B85 Ly \ Ra
ﬁ%wﬁcoﬁﬁ«ﬁwwoﬁ FI:S//TVISIT HFAM [OJPM 8 (R IhEERS) pLAg? I / SHRR. BEFA -
E——— o SOWRIFTE 7 UE
) — vz
S(jbq‘.:ﬁﬁo)qﬁﬁﬂ rrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrrr WE’][L—L_ EEA<T 3[,\
CIRCUMSTANCES
BUMTHRCESTIE | L L reui—a nl] e o s aai e
FRIFEEOFHRELREE
TEAKRERD, e T T
Please describe the accident,
injury or sickness in detail.
§ g =] Hj JEHEEER2EZ NAME OF POLICE OR GOVERNMENT AUTHORITY SIS REPORT NO.
POLICE REPORT
(C‘ﬁﬁ@%ﬁ?ﬂ)lﬁ[i)
EATETY
(You do not have to filin in case of sickness) |  SBtEFBAERAA CIRH </ZE L), Please submit the original certificate of accident.
5 @b EHRRLE iz
D%I'I{I\Ej;ﬁ | colErm]l%e afdaegm as above. a’ ?Fﬁ, ADDRESS ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,
(3‘9%%@3%%@%[3) o TEL Teepmon® —_———]
SARETY E==1 L R ERERE R h R
(You do not have to fill in in case of sickness.) NAME St RPONS WITH THE PERSO) FRED - .
B 1TEM OF EXPENSE /lﬁﬁ AMOUNT B mEM OF EXPENSE &%5 AVOUNT ﬁ REFEKREEZENT
RESHIE | pEERATNE. z OBKORE, 28
MEDICAL EXPENSES HOSPITALWGGES
B ] F e S FoanmEeEAC
Il PRESCRIPTION CHARGE FOR MEDICINE (] | e AN
ZHEET L mmmE L edan =y
TEALEEN I Fosrommarion expenses O
Please fill in in local currency.
FREBREHE o
\J
v = e RREFREN100P2BZ B8 RARRN SRTSNBIEL IR hE @EbMOFH IS, )
B CTRRICEIT BT IBR (LA ON IR RSCIESS N e o S e REA 105N
5>
JRBRZ HOSPITAL NAME e—\ ZBZ2 %5 RAIK
STEKSNGHIN-CRIICON T, FTBEAIN S REEBI TV HE0BSENETA? | [ 1A% R SFETSNI2 li‘ﬁ
@ls your claim related to the medical treatment arising out of an injury or sickness before the inception of the travel? NO YES % i 7": ‘; ﬁ’ﬁ ﬁ 0) El?
g | @5EOBIA THRITARSNEL LA ? Bunz OBY @BHX&DN(M“M%&@
Fnﬁ (@Were you hospitalized due to the injury or sickness this time? YES D i g_
= QBT+ + vy 1L R 4T 1 Al H—P R ESHESNELN? Bunz Oy  LEIRREIETEACEDN ° )
B | @Did you use “cashless medical service™? Please fillin the name of the hospital.
2 | @AREILERO I ICEL BRI BN ETH? SRR K& CEA T L,
‘f, @Have you incurred transportation expenses for visiting the hospital or . Pleasa fill in means of transportation and section. )\
e} hospitalization? !
2| AECEBESNALBSHBEEREL TS, Ouiz G b Rﬁfa’“ﬁﬁl‘nﬁ‘*ﬁﬁ
2 [ICFAEE [RICHABXE [B1RZES(BRBED Yo A VES ' DIBESE. 2 TOHER
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Please attach another sheet if necessary. ) ﬁgﬁ AMOUNT "‘ _BA < T g L\
Please submit the form filling in: [1]date [2]section [3]fare (in the case of a ;
privately-owned car please fill in the distance to the medical institution) J
XERERAE 2RERRE THEXILVTEDHAIC MR CECSBBEI DI ERERERITDT <‘:73\'C§Z>b‘ EXTY,
W Itis the name of the service that you are entitled to medical treatment free of charge when the medical expenses are covered in full under the overseas travel insurance. ~
EITRIBENDTER \ ©0eAfEI 88052, ERICTEALS ), BAROBENEEE, B
=y X—h—TE | M | BAE B ANEAD |ENE EURSAE RHRAE, £ FFRTE
STOLEN/DAVIAEGED ITEM TSYVRRBRE | quanTity " RErAER PRICE PURCHASED I;\ﬁTE PUEF'(:_C}H%ASED RIEZNE; PRRLEEFEM c =
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DEEICHRUBEE(RRE) 2B MEERHNABES I VWSETORKCET HBRICBEEE S (BX VN TITELY—ERTY, J
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Q@AY —EZRDTRFIEARENICRD F T, BINCTHEDE AP —ERFTRHFVLARET,

*2 ICATIRL B S SURIBICE > TR iBE TRALEE L,
AIRCEBEESNRBVVBER>BIEERML TS,

®



ATTENDING PHYSICIAN'S STATEMENT (EEDZHE)
RREFREN105H%EBX 2B RAURRN SHTSN BB OBIBESRO M <AL,

Patient's Name (8&K+%) (Last Name, First Name) Patient's Birthday (G=4FFH) Sex (451)

OmeE)
) () Month (B) Day(B) Year (59 O F (&)
Date when current illness(first symptom) appeared If patient has had same or similar prior illness, please give first
or injury (accident) occurred G£iEH-ZEH) date of manifestation. BHHENDH 255 (E RIIDFEFEHE TSEALLSLY)
Month (B) Day(B) Year (&) Month (B) Day(B) Year (&)

Diagnosis or condition of illness or injury (2<% 7= [F5ER)

If patient is injured, please give place of accident. (BEEHD5EE. 2EH%E AL ELY)

Date of services (&&= 7ol AR

Month (8) Day(B) Year (&) Month (B) Day(B) Year (&)
Home visit(s) (X2 From (h3) To (&FT  Howmany?____ Times(@)
Outpatient care §M@ERR) From (h2) To (27¢) Howmany?__ Times(@)
Hospitalization (Az) From (h») To FT

Is there any possibility of physical or functional permanent disability due to the injury? (EEEBEH%E > CL\DTREEREBDETH?)

Breakdown of medical expenses GE&EEE D) Date of final assessment GZi#1H)

Consultation fee G2&%) Laboratory tests GEtR&EE) Medication (X&)
M) DE) Y (8)

[ 1.Healed (&7

Hospitalization (ABz&) Operation (Fir&) Other charges (2 DftiEEE) [ 2.Treatment is continuing (#4c)

[ 3.Referred Gxlz- i)

[1 4.Discontinued (ff1b)

Total(&5D [] 5.Death Bt

Address (P

Phone number (EB5EES) Fax number (FAXZES)

Date of preparation ({ERtE1T) Signature (B&F < (F5CBHRED) of attending physician (BXE)
Month (8) Day (H) Year (5F)
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