CEANHEICRIHEER—KE)
HECBEbSEESE (Agreement of Authorization)
- HEH Date of giving birth Year & Month B Day  H
- HE#& Insured person who gave birth to a child
(HEZEK% Name )
({£PFT Address )
(4488 Date of birth ) Year 4 Month B Day H

(%85%) ARREFHR

Fh (HELEE) &L RADETE, (. ARERBETOBE H 5 W,
ARARBHAZTELLFEEDN, HERFERICHLIER (HEZT-BR. 5. BETADOAR) &
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HEZITHZLICRABLET,
Fro. LR CHRELGERELT O ARREHA/NIXR—IEIRRL, ZOOE—5RH# T 2LCRABELET.

To: Mayor of Kawachinagano City

| (Insured person who gave birth to a child) and my head of household, authorize the

Kawachinagano City Office or its staff, and its subcontractors to refer and obtain any and all factual information
related to an overseas Lump-Sum Birth Allowance claim(s) filed or to be filed including date of the birth, place, and
any midwifery care records and information from the medical organization in order to verify by submitting the related
application forms.

Also, for the confirmation mentioned above | agree to show Kawachinagano City Office my passport and submit a
photocopy of my passport.

Z £ 18 Signature

ELIE BEEZITEHRRBRERANTOTRIN, BERDGEIL. FHIEE (RANRKRREDNFE). REHRRACK
A HERERANDZE) . EZERFEA(RANFETLTNDIEE)NEBRALTTREL,
Insured person 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
sighature.

(K4 Signature)

(47T Address)
(B Date) Year 4 Month H Day _H
(FBELDEAR Relation to the insured)
KA Self - #FH#EHE Guardian - JAEMEEEA Heir - ZDfth Other [ )

mH. BotlE, EEEENOHEORIEECZERZERDONIFE. MEOEHICLESTHEZLHL
EELCZ2ELrHY FT,
Also, we might ask you to fill out the formatted documents if countries or regions, and medical institutions required

submitting their format of agreement of authorization or authorization letter.

X OTFRELTITDOWTRALTLEEL,

X Please fill it out about all the underline parts.



