HEICED AEIEE (Agreement of Authorization)

FLBRT 47 (To: City of Sapporo)
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I (patient who has received treatment) and my head of household authorize the City
(Municipality) Office or its staff, and its subcontractors to refer to 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 review its contents.
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*You may be asked to fill out form information if countries or regions, or medical institutions
require submission of their specially formatted agreement of authorization or letter of proxy.
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(% This is not compulsory to be filled in if the patient is the one who will sign the document)

@4 (Signature) F
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The insured person who has received treatment shall provide his/her signature. However, a
guardian (in the case that the insured person is underage), an adult guardian (in the case that the
insured person is an adult ward), or heir (in the case that the insured person is deceased) shall sign
provide his/her signature.



