OVERSEAS TRAVEL ACCIDENT INSURANCE CLAIM FORM Only for Inbound
BAKITESRBLERE ¥ BABRORYRVICANIAES ANV ER

Mail Adress : kashinjikouke@daidokasai.co.jp

% TO THE DAIDO FIRE & MARINE INSURANCE CO.LTD
I hereby claim insurance money after confirming that the contents of this form agree with the facts and agreeing to the following items.

* KEIX KB EREHAR 58
AEOABINBEELEERLNLEHEL, FLTROEBICAEL. RREEZFRLET, Day Month Year
Date of Claim / 3&K R

| % Please write your name as it appears on your passport. ¥/SAR—hR— LTI ALEEL,

Name K# Address {£fT Phone Number TEL
L]
Insured
WIRIRE
NameX K#& Address {£fT Phone Number TEL
Claimant
=RE Email Address
Relationship to Insured #{RiE D%
[ Insured xA [ Person in Parental Authority smi#% [ Legal Heir #xtsA [ Other zotn

XERRELRALE S, BARE,

2 | Medical Inquiry Authorization EmEsmRzE

I, the undersigned, hereby authorize all hospitals, and doctors and the relevant people who examined or treated the insured, to
furnish the insurance company or those persons designated by it with all illness and injury records of the insured. I further agree
that a photocopy of this Authorization is as effective as the original.

HWRIRFBEZEXTARLET A TOFRR, EMRVEREDS. RERSHXBZOHERETHEIC. HRBREICEHTIIRTORR. GEDLHERHTHLE.
TREBZAIRZELEY . GBFAENTERTIFELRALANAHIIDERBHFET

Signature of Insured or Claimant Name s#

WIRRE R (SHEREDES Address &7

3 | Power of Attorneyx =i

[ hereby appoint the hospital, the doctor who treated me or OTS Rent—a—car to act on my behalf and entrust it/him/her with full
power in connection with the claim for and the receipt of insurance money for the accident or disease.

FhiE. BEARELAR-EEEF0TSLUAH—HERBALED . ARFREERR) (CRIRIRESOBERLVICREICET 2 —VIDEREEELET.

Signature of Insured #&BRENEL
XNote: Please complete if you received any cashless medical services.
KF vy AL RAATAHNY—ERERTHIFEEIZTHRATEL,

4 | Details of Accident or Disease =##i-iimaons

Day Month Year 0O AM Place 18

Date and Time / BB
O PM

around BstE

Address, Name and Phone

Number of Hospital or Doctor
AR E (XEMOERT- K& -TEL

Have you ever had any treatment for the same symptoms?
LIRTI= A BRI B CARE R = EABYET Ao O Yes O No

When? woceme yesr & around month A&

5 | Instructions for Insurance PaymentX #grexiisss

Bank 17 Branch =& Branch Code =x%mEa—r| SWIFT Code =+ra—k |Account Number nE&s

Country Name =% Account Holder oE#s

X Note: Please complete if you paid any medical fees in advance. ¥A&BE4I TEZBAICTRATEL,




