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Letter of Consent

VAR RERRIRES

h (BEERITZE) . IR XERERESOME X PR XBREREEN/EI LIEEREN. BIVEERE
HFESBMCHDFER (BEETRET IR, B BENS) ZHERIdh. BFSEHORHEFICLOT. BE
TREZETOIEICRIRZITV. HEENSRRCHITDERORIZRITDZLCABLET.

R, EvtuE, EREENSHRAREPEREREFEROSNTLHES. SXEHCWEFHEELH I DL,
ZOMDEBEEN VB EIRDBE(CHBRMBERDIRRZF CH NI D LB, HETRABLET,

To:Renesas Health Insurance Society

I (patient who has received treatment) authorize health insurance society 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 treatment, place, and any treatment records and
information from the medical organization in order to verify by submitting the related application forms.
Further, I agree to fill out other document s if countries , regions or medical organizations require to submit
consent letter or authorization letter in their format, and agree to provide help to submit other document(s)
if it is necessary along verification process written above.

JEERIAEAHE (Starting date of medication) £ Year H Month H Day

JaEZ % F7=% (Name of Patient)

{¥P7 (Address)

A£&#HH (Date of birth) £ Year A Month H Day

E4 (Signature)

- K% (Name)

- {¥PF (Address)

REZEZITEE EDBMR (Relationship with deliverer)
AN (self) - #HiEE (Guardian) - EEMEHEAN (Heir) - EoAh ( Other) ( )

- B%B{T (Date) £ Year A Month H Day

B, BELIZFEADTOTTEU.
RHB. ROBEE. FHEE (RADKREDRE) . REERAN (RANRERERADES) |
EEABA (RAMNETLTUVDRIES) MEBELULTTFEL,

Insured personperson who has received treatment shall sign one’s signature.
However, in the following case, guardian (insured person is under age), guardian of adult
(insured person is adult ward),heir (insured person is dead) shall sign one’s signature.

X AABEDOEMNRFIBEZENS6HBBITT,
% This agreement of authorization expires 6 month after the signed date.
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