BEEEE | EBR (=] %

RERE E=EBDOTAICLSEHRE

Health Insurance Notification of Injury or Sickness due to a Third-party Act

XELE - BEATHOB AKX, BEMICHEBSETHRALIEELY,  *If the Symbol/Number is unknown, please fill in your employee number in the number field. (1 -1 )
AL symbol BREE
wRKRESF E %
g5 EEE Name
Insured Person’ s —_ —
Symbol and Number %% Number IE 11 Fﬁ' T TEL ( )
Current
. Address
BRRE N BB % £
= L’CL\%>$¥FE Name
= 9_ — =
-t% Injurfg]Pjin sWork Fﬁ E iﬂj’ T TEL ( )
%5 Establishment(Workplace) Location
co| mEBEBREMABHL BRBE
“ zmchprres K % 20
bu% When a Dependent Suffers Name Relation to
= - Accident Insured  Person
& K £ 4% AH
gf m  F F Name Birth Date f£yvwvy A wvvM__ BDD
gE| (FBOWET) TE-oE m [T TEL ( )
B erpetrator
Fa?lg (Other Party in Accident) /S;c;::;
% FR
13 = " Name
mEZE OB K —
Perpetrator's Workplace Fﬁ- E iﬂ_j‘ T TEL ( )
Location
m g & M 0 B B
T~ B 05 & Reason
When the Perpetrator is Unknown
e . P HEE AR FEvyvwy A wMm H bb
=% Z\
Name of Injury/lliness gate of FRI-FR B SR
ccurrence Around : AM/PM
EERORR BHD - EHEL - BASNMR - O (
Circumstances at Time of Duri . . )
uring work/Commuting/Personal outing/Other
Occurrence
¥ £ 05 M
Location of Occurrence
i# Al HBESEH® - N\(IFH - BERESEH - HT70 - T )
=z Type Automobile accident/Motorcycle accident/Bicycle accident/While walking/Other
q B ABHH - BEEM [ “5E]
Eﬂle ZERE~DEHEEE Yes: Personal injury accident/Property damage accident [ Police Station]
) é Report to Police & . (Ef
9 No: Reason )
=w<]
= B & #H F
Bk O E B Self Other Party
(THADIGEIFREAN)
Degree of Negligence
(Leave blank if unknown) 0,1,2,3,4,5,6,7,8,9,10 0,1,2,3,4,5,6,7,8,9,10
RIEROTOHEARE
Payment at Reception OFH (EEE1t) B8 Paid by other party (insurance company) 14~ A B1$8 Paid by patient [1Z D4t other ( )
Desk of the Hospital
ZFOREERR - , . .
own Optional Insurance AE’{% = {%l‘ﬁ% Personal Injury Insurance: Dﬁﬁﬁ LT: - ’5’%) Used/Will use Dﬁﬁﬁ L,"‘é[,\ Will not use

O RESHAEHE (NFBHIRVOHAERR) 2B
Traffic Accident Certificate (original certificate for personal injury accident)
EEic | PEEOSL(FRHIBEOHTT)
%E?é%ﬁ Copy of medical certificate (only if available)
® RLEDBERFFEER, BLURCLHE

For cases involving a death: Certificate of family register and Death
Certificate
@ REELTLSEEITRHEAEDEL

If a settlement has been reached: copy of settlement agreement

Documents to Submit
with this Notification

{EE;IE] Important Notes
SEE®REORBLEOSAORRAE. FRRKRSBERAEh, BREARRIELEEA,
-Injuries or illnesses during commute or work are covered by Worker's Accident Compensation Insurance, not health insurance.
SBEDEFGVISHADDLT . HFEAZNEE. BRIERE - BEEEIREELLTITRALLSEY,

-Regardless of degree of negligence, please list the other party as perpetrator and the insured person/dependent as victim.
x@k'tai&@ﬂy?&lﬁl EALT *Regarding Personal Information
CORBEEICKYMYS-EANERIT. BREROSHELECRELTHEAL.
o BBICIE—UERVLEE A
Personal information obtained through this notification will be used exclusively for health insurance administrative procedures and will not be used for any other
purposes.

FRERRKRMEE (R7.1)
FR Health Insurance Organization (January, 2025)



EHEERITBEE

Accident Occurrence Status Report

(1-2)
s e Bz 5172 Ot
T E=H k4 CEBR) g £ FISE (PHE-FHLSOB)
ya Name v Name Driving/Walking/Other Passenger
(Other party/Third party) (Patient) (Party A's vehicle/Other vehicle)
EE » 5 BEABES (F-7®-FK)
= E54 Present ~ Own signal (Green/Yellow/Red) | —B§{=1E4Z254;  Present ( =4 - 48F4))
Taficsignal | TrafficLight A% Ly FBFANERS (F-#-7F) Stop Sign A A (Own side/Other side)
or Sign None Other side signal(Green/Yellow/Red) ﬁ None
. ZEW
Z | TEm ‘ B , . N
Speod | Party A's vehicle km/h (#IBRSEE Speed limit  km/h) Pvaerrt]si/cllaes km/h (HIBREE Speed limit  km/h)

Please illustrate the positions of the vehicles and the victim at the accident scene.

EMFEEIRABRE (ERIEEZ m TEEALTTSILY) Accident Scene Diagram (indicate road width in meters)

=
4
i
5 P&
5 (HF )
Vehicle A
IF (Other party)
é z &
) Vehicle B
E EITAHR
%J&}Z Direction
z £ 5
5 Signal
& -
) —FfF 1k Y
K Stop Sign
;g A & >
Person
= EE:
_LE Bicycle > ﬁ
x Ay
X Motorcycle
Ly
Please provide an explanation of the above diagram.
i
L, A
<o
T =2
é B
Ly i
JE
AFERBEHEAESICHELTLREDEBYBRENLET .
| hereby report the above information to supplement the attached Traffic Accident Certificate.
# A H . FEDBER( )
(YYYY/MM/DD) zlz;rﬁ' Relationship to Party A
ZEDER( )
Relationship to Party B ame
FRIZERIRMAE

FR Health Insurance Organization




(1-3)

& W o ) & S @ ok
Treatment Status (in order of treatment)

(

Al UNE £ A HMo F A BFET | XXHLRES ()
(1 ) Hospital Name Hospitalized YYYY MM DD to YYYY MM DD *Payment Category ()
AT B £ A HMo F A BFET | XXHLRES ()
Location Outpatient Visits YYYY MM DD to YYYY MM DD Payment Category ()
Al N £ A HMo F A BFECT | XXHLRES ()
Hospital Name Hospitalized YYYY MM DD to YYYY MM DD Payment Category ()
2 : ,
e &l £ A HMo F A BFECT | XXHLRES ()
Location Outpatient Visits YYYY MM DD to YYYY MM DD Payment Category ()
Al UNE £ A HBHMo F A BFET | XIZWREH ()
(3) Hospital Name Hospitalized YYYY MM DD to YYYY MM DD Payment Category ()
At &l £ A HBHMo F A BFET | XIZWREH ()
Location Outpatient Visits YYYY MM DD to YYYY MM DD Payment Category ()
RS TN 7 RERERER (BOTXL 7) 1 B (2BCAREA) 7 mMEHEHE
*Payment Category: A. Health Insurance Used (Payment at reception desk) B. Self-pay (Full Amount) C. Paid by Perpetrator

I EEREER (BEOTXKH #) (OO WEETEERBBEICERLTTIL)

D. Health Insurance Used (No payment at reception desk) (Please confirm with the medical care facilty if unclear)

AR RAH £ AE BERTH (&m¥Z$2H): & A H
Expected Recovery: Around  YYYY MM Treatment End Date (Final Visit): YYYyY MM DD

XIRRE T DANCIEDTBRIZT EHRIZELY, *Please contact the Health Insurance Organization before reaching a settlement.

hJ
e

HiSEEE M O mEoE il - MSFO B

SRR RITF0AE: £ A BA¥E#E ( malf= - XBH )

Settlement or compromise: As of YYYY MM DD (Concluded/In negotiation)

Tk EALVOEKRERKR

Specific details of settlement/discussion:

RE AR LG G RETREE) TR !

*No settlement or compromise (waiver of claim): Reason

MEZLMEZDOEZTRIRESA,I ., RES - ARE - FRNEEEZZTHATRLEISEEALTTRSWD
Please complete the following if you received advance payment, medical expenses, nursing fees, etc., from the perpetrator or their liability
insurance company

KEZFTTOWEWNGEEE, BAFRETY

*No need to complete if nothing received

Settlement Status/Compensation Payment Status

Type of compensation: yen YYYY MM DD received
lﬁ\gﬂgﬁo)% E . Fq ﬂi H E %ﬁ
Type of compensation: yen YYYY MM DD received
Type of compensation: yen YYYY MM DD received
| AECER)POREFEDHEGESICOEDIFTTTEIL) XARELLEWMEGEIIRHETETYT,
o
'§ Method of work loss compensation during treatment period (circle applicable letter) *Not required if no work loss
c
o N h ~ =
R 7 mEsEsranm < BELIGE® U BFAOABE~HR
F Ol A. Paid by perpetrator B. Paid by workplace C. Claim filed with other party's compulsory automobile liability insurance
g
- = LY 12 =
| T BROASGERBEATER F+ BRAKROGHEFUEEHERFE H TO#( )
2| D. Claim filed with own personal injury insurance  E. Planning to claim injury and sickness allowance from health insurance  F. Other ( )
FRERRIRMEE

FR Health Insurance Organization




EHOEZRTHERATIEHERKRICONT

Automobile Insurance to be Used for Accident Injuries

RIREZHNER REELD
Policyholder Relationship
1%@%*i% Name with Owner
Insurance Company R ——
Name mEHEED
(% %A) Relationship
(Named Insured) with Perpetrator
= RES
RIg %t AT BaE A
ﬁ Insurance Company Ir'\ml:ur?:n(t):;
3 == Address .
BB R RIR ) HE#K 5L Contact Information: ( Company
Compulsory Automobile - Representative
Liability Insurance =5 & S HELEE
=2 W = .
% . : Vehicle ID
Registration Number
Number
]
% BRENHERS 2 1 51 B From £ yyyy A wvm H bp
(V) Compulsory Insurance | ”P E, d
> Certificate Number nsurance Ferio Z= To & yyvy B vMm B bD
?e%\?c%g)vjiﬁf_m% (hu%%&@ﬁﬁﬁﬁ Relationship to perpetrator: )
RIR=# A ZHAEES
Insurance Company Policy Certificate
Name Number
Gl T R4
EERKR .| ‘e mE BaE A
Optional Insurance Insurance Company Name of
Address Insurance
% Company
o E#X S Contact Information: ( Representative
S = F
) From YYYY A Mm H bD
L RIREZHNER = I= 24 fE
Policyholder Name Insurance Period
Y ETo £F yyyy A mm B bp

KEBOEFAXFEDERRSHIBYUBRICTHERDSIZ, BT HRALTZE,

*Please confirm with the other party or automobile insurance company representative and be sure to complete.

K% Name

FR#E R Rk &

FR Health Insurance Organization



i & S &
Statement of Reason for Inability to Obtain Personal Injury Accident Certificate

B ASEHBOOXEELEARDSAF TEEN - BHESHRZEN,
B Please explain why you were unable to obtain a traffic accident certificate for personal injury.
(ASFBHBVOXBESHAAENFTENTO T BEEFOH OSBRI LNEE X, BALTLZEL,)

(Please complete even if a traffic accident certificate for personal injury is attached but victim's name is not included.)

(RME) (Front)

ZEHNBMT, REBROH (FEEET) THo11280

Injury was minor, requiring only examination/outpatient visits (including scheduled)

ZEANBEMT, PR TARERTLE LI T FED) 7286

Injury was minor, treatment completed (or scheduled to be completed) in short period

) AELIS DB (BE G, A L) TRELLFMOTH
Accident occurred in non-public location (parking lot, private property, etc.)
EYLEFEORE (EHEEAMICRELTTSEN,)
Circumstances of parties involved (please provide specific reason)
X~g:’z€ia (IE B JReason
&L,

* Please circle the
applicable items.

P =T N N
BB T Z0fth (BEEEKRICEEELTIZSN,)
gfg?il%t( Other (please provide specific reason)

* If multiple items apply, (}E B JReason

please circle all that
apply.

& ERA BHREEOBHZETO TVWSBAEICE. LTFISREL TS,

4 _If accident was reported to police, please complete the following:

BHEE - = 5
Police Station Where SPoI!ce Oé:cer n EHEAH &£ A =]
Reported tation arge Date Reported YYYy MM DD
(FIBLTL\BI5E) (If known)
REAN =

Turn to back side=" RBBHEAHAEHNRITEIATOAENGE S, FERTSA TV IR BERSGIABITHEA/TA
ANVBEICRY, BEOEHRLESE, REBN. RESHEFELTALTLIN,

listed on the issued traffic accident certificate.

B ASEROEREMR TS0, BREDRALLZRE - FNEHMELLES .

B To verify the personal injury id we request si or the printed names and seals of the relevant parties.

Fill out the accident party information, date/time of occurrence, location, and other details on the back side if and only if no traffic accident certificate has been issued, or if your name is not

¢ ERERICEKYASEHIAZEIMELTVFEAL ASERDOERITHEHYFEA.
@ Although | have not obtained a personal injury accident certificate for the above reason, | confirm the personal injury accident occurred as stated.
5 = ENE| A B
Party Involved £ B Address T Date of Entry YYyy MM DD
BEH
Witness
Z 0t
Other ( )| K& % Name
X B4TREBIZOMEL TS E =
*Please circle the applicable items. Phone ( )
Number
GE % @ = . B #E % Rk 56 . B H. BB ZERRKRICHER (X %165FHK)T 2581, REZHEFB(ZH
HE . EBEEBKRFLE)DDO A FRLIETEEEOASANIDEALCESTN ., BEZEZLLZBMDFER(CEZSEISEER) T 215
BIZF. BEERT-RI0A . FFEEEDAMTRALI:ZEL,
Note:  This section should be completed by the insured party (policyholder, driver, etc.) or a witness when filing a claim with the compulsory automobile liability insurance (Article 16 claim).
When the compensating party files a claim (Article 15 claim), this should be completed by the party receiving compensation or a witness.
(R4 62 A FEITHOITITV T 5,
(For Insurance Company Use) Check all applicable boxes. BEE HYE
O ASBHELTOER~DOBHOLEMITOWNT, HALELS, Manager Person in Charge
Explained necessity of reporting personal injury accident to police.
O FREFBEOHRILY. FLEUTORE-HRITEY . AGBRHOERCHBRVEEHALEL,
Confirmed personal injury accident occurred as stated through verification of claim documents or through the following investigation/confirmation.
¢ 52 B Date Confimed @ FEFRSE confimed with @ FERFA % confirmation Method
Fvww  Aw Boo | O Hospital OB %E#H witness [13BERH Driver I E A Victim [EIE L5 Repair shop (1 DAth other ( ) O EE Phone X% Document IE 4 Interview
Fvw  Awvw Boo | OFRR Hospitael O B BFE wimess (3EFEFE Driver IHEE Victim CHEIE T 15 Repair shop [1Z DA other ( ) D%5% Phone 13X Document DI Interview
Fvww  Aw Boo | O Hospital OB %E#H witness [1BERH Driver IR E & Victim [HEIR L5 Repair shop 1 DAt other ( ) O3 Phone C3XE Document CIEH Interview
& ZOfth-FFEEEE
Other Notes/Special Remarks
£ yyyy A mm B bb 1

[ EESEE HWEES Victim Name: EH A Accident Date:

Case Information




(NS BHGEAEAFTRERE &RHE)

(Back side of Statement of Reason for Inability to Obtain Personal Injury Accident Certificate)

(4 i : Z UTRIERI o)
(Following items not required if your name is listed on traffic accident certificate for property damage.
BTl
%5 A A A A 2 B : HE xR
Date/Time of Occurrence M DD 1 : approx. Weather
PM
® % 5 M
Location of Occurrence
* A ( )
Address Phone
K £ *%AH B ( ) years old
Name Birth Date (YYYY/MM/DD)
G
pay| BB E R BRERR
A |BREHE SHEES S =
Compulsory No. =
‘Automabile Compulsory Automobile Liability
Liability Insurance, Insurance Certificate No.
EBES EHEORKR Ean = . P
Rogisretion No. Status at  accident SEE5 Driving/ [E3& (B - Z.) Passenger (A/B)/#>4T Walking/Z M fth Other
* A B ( )
Address Phone
K % ifﬁﬁ H F A B ( )F years old
Name Birth Date (YYYY/MM/DD)
Z |BEBER BREERR
Party | [& 22 #3 5% SHEES ES =
B Compulsory No. =
‘Automabile Compulsory Automobile Liability
Liability Insurance, Insurance Certificate No.
EREE EHEBEORR Fh= D/ [ . e ]
Rogistraton No. Status at accident SE¥5 Driving/ [E3& (B - Z.) Passenger (A/B)/#>4T Walking/Z M fth Other
£ A BEE ( )
Address Phone
K £ ifﬁﬁ H F A B ( )F years old
Name Birth Date (YYYY/MM/DD)
%’l
o |EEER BRERR
5| c B 22 9 5% SHEES % =
Compulsory No.
papomate O Ravanen Coce .
& —
= FHEOKR _ _
3 ﬁﬁ &S ] i SBEE Driving/ [R5 (R - Z) Passenger (A/B)/#51T Walking/Z M1t Other
2 Registration No. Status at  accident
[<]
5 A &S ( )
8 Address Phone
£
c K £ 4F AR B( )7 years old
Name Birth Date (YYYY/MM/DD)
by | B B B 12 BRERR
o |BRR#%E SHEES % =
Compu‘so.ry Compulsory Automobile Liability No
L lﬂ“‘wmzz'r‘:nce Insurance Cerificate No.
| Liability Insurance
BEREE EHEORR FH i) . i ]
Rogistraton No. Staws  at  accident SB¥5 Driving/ [E3& (B - Z.) Passenger (A/B)/#>4T Walking/Z M fth Other
£ A BEE ( )
Address Phone
K £ ifﬁﬁ H F A B ( )F years old
Name Birth Date (YYYY/MM/DD)
Slamae BEERR
c |BRR#%E SHEES % =
Compulsory No.
ompn o o
Liability Insurance
pp—— EREORNR - ~
ﬁﬁ 55 o SBEEL Driving/ [R5 (R - Z) Passenger (A/B)/#51T Walking/Z D 1th Other
Registration No. Status at  accident

¥ ERICEHAFEENREATELGMGEICE, AL ERRERHL TS,

* If accident parties cannot complete the above, please provide the required information on a separate sheet.




Example ABESGIREATTREHE

Statement of Reason for Inability to Obtain Personal Injury Accident Certificate

(RME) (Front)

Submit this when the police report was handled as property

B ASFHRVOXBRBEAELSAF TETH BBEELSRA LS, damage, the accident was not reported, or the name is not

B Please explain why you were unable to obtain a traffic accident certificate for personal injury. listed on the accident certificate, making it impossible to issue
,

(ASFHROOZEFHEBENSFASNTOTH HEEOFOBARMAENEAE. ] 3 personal injury accident certificate.

(Please complete even if a traffic accident certificate for personal injury is attached but victim's name is not included.)

O 2HEHLBMT. BEEROH (FEEEL) THOI1=0
Injury was minor, requiring only examination/outpatient visits (including scheduled)
ZELNBEMT, AP TARERTLEGLUIRT FED) 126

Injury was minor, treatment completed (or scheduled to be completed) in short period

Ea NELS DB (BEEIS . EHLE) TRELEEROI0
Accident occurred in non-public location (parking lot, private property, etc.)
ERLYFEEOFE(EHEERMICRBLTIZEN,)
Circumstances of parties involved (please provide specific reason)

X,;ﬁiif’ﬁa 4 B JReason
F2E0,

* Please circle the
applicable items.

X EHICHLT e .
BIBAIE, TS Z 0t EREEAMICEEHL TESL,)
TIZOM%ELT . "
preis Other (please provide specific reason)

* If multiple items apply,
please circle all that
apply.

H HH JReason

& ERAN FEHREEOBHETO>TLSHEICIE, LITFIZREL TS,

4 _If accident was reported to police, please complete the following:

B 000 b HIE e
) = Police Officer in = HA -3 A =)
PollceRStah?tn(\’Nhere Station Charge Date Reported 00 YYYY o MM 00 DD
epore (HIBBLTL\3184) (If known)
EEN =

Turn to back side=~ /ﬁiE%ESI%IEBE%ﬁ%ﬁéh‘CL\ﬁL\i%ﬁ, FERETSNTOSORBEHEAEICHBAA
BWMEEIZRY . REOFHRLEE, REBRK, RESHFELRAL TS,

Fill out the accident party information, date/time of occurrence, location, and other details on the back side if and only if no traffic accident
certificate has been issued, or if your name is not listed on the issued traffic accident certificate.

To be completed and signed, or name

B ASEHROFEEREZRET -0, BREOERALLIRE HMNEHRELET, printed and sealed, by the other party in
B To verify the personal injury accident, we request signatures or the printed names and seals of the relevant parties. the accident, or a witness
& LREBERICKYASSHEHAEELMELTOVELAN. AGBHROBEICHESYEEA.
4 _Although | have not obtained a personal injury accident certificate for the above reason, | confirm the personal injury accident occurred as stated.
4FF _— .
g i A H
O Party Involved 1% PFT Address xxx-xxxx Date of Entry o0 wry © wm © oo
BEH
Witness
ZTDAth
Other ( )| & £ Name Henry Taylor
X HuTBEEICOMELTEEN & @&
*Please circle the applicable items. Phone O O O ( O O O ) O O O O

GB) HWEE.BHEzRD

” This section generally requires the address and signature or printed name and seal of the other party.
If unable to obtain these from the other party and the person is forced to complete it themselves, the

E.EBFLE)OD

SlziE. BEEES =R, injured party should sign or provide a printed name and seal. Additionally, please write the reason in the

Note: This section should be completed by thf  margin at the bottom of the form.

When the compensating party files a cl

Person in Charge

Example:
-t _; —tmeTe e =_ """"" - - Disagreement about degree of negligence prevented obtaining certification from other party.
(RIESHL6E AR ZEYTHOTAT * Other party refused to cooperate.
(For Insurance Company Use) Check all applicable boxes. R H
O ABFEHRELTOER~DEHOBEMEICDONT, HBALEL. Manager

Explained necessity of reporting personal injury accident to police.
O FREGREBEOERICEY. FEUTORE-HRICLY. ASEROERICHBLVIEERERLEL .

Confirmed personal injury accident occurred as stated through verification of claim documents or through the following investigation/confirmation.

& FEEEH pate Confirmed @ REERSE confirmed With @ REERAIK confirmation Method

Fvww B owum B oo| O9&RE Hospital (1 B BE witness (138 &5 Driver 1#HE # victim (&R T35 Repair Shop [1Z DAt Other ( ) 0% 2% Phone (X & Document CIEI 3 Interview
Fvyw B owmum B oo| O9&RE Hospital (1 B B#& witness (138 &5 Driver 1#HE # victim (&R T35 Repair Shop [1Z DAt Other ( ) 0% 2% Phone X & Document CIE 34 Interview
Fvyw B owmum B oo| O9&RE Hospital (1 B BE witness (138 &5 Driver 1#HE # victim (&R T35 Repair Shop [1Z DAt Other ( ) 0% 2% Phone X & Document CIE 34 Interview

* TOH-HEEREE [

Other Notes/Special Remarks

J

z2 ==
[ Ciﬁl:fhﬁon #EE B Victim Name: E# A Accident Date: £ yyyy B MM

H pp




(NEEHAAEAFTRERE E@)
(Back side of Statement of Reason for Inability to Obtain Personal Injury Accident Certificate)
If no traffic accident certificate is issued, or if your name is
not listed on the issued traffic accident certificate, please
fill in the information about the accident party, date/time

of occurrence, location, etc.

BTl
¥4 A A8 & 3 R H ol PSS
Date/Time of Occurrence 00 YYYY o MM o DD 10 B 15 approx. Weather Sunny
¥ £ 5 P -
Location of Occurrence Near
T (T
Address COMMYY x X x X Phoune 00 ( (o]e; ) 0000
K 4 444 A8H XXFE XAXXH (XX)F years old
Name Henry Taylor Birth Date (YYYY/MM/DD) (XX)
A C* " O® Marine & Fire Insurance | 2o == =2 E ABCD123 =3
ompulsory Compulsory Automobile No.
Automobile Liability Insurance
Liability Insurance Certificate No.
g % = WD KR . =
R%gii%atﬁ ;\"—": Yokohama ¢ 2000 @® itusﬂjt acifie/nt Driving/ [R3& (B - Z) Passenger (A/B)/251T Walking/%Z (it Other
* A BiE ( )
Address Phone
K & Jane Wilson 4%AH XX XA XXB (XX)F years old
Name Birth Date (YYYY/MMW/DD)
z E B % * Eﬁﬁiﬁéﬂﬁ
Party| [ 22 #9 5 A ES ) =
B Compulsory ©x0 Insurance Compulsory Automobile No. XYZ98765 =
Automobile Liability Insurance
Liability Insurance Certificate No.
2 % o , EHEORKR| - _
ngitﬁ :‘_": Yokohama ¥ ¥i 0000 Status at accident Driving/ [R13& (B - Z) Passenger (A/B)/251T Walking/%Z (it Other
T i ( )
Address Phone
K 4 4% AH £ A B ( )¥F yearsold
Name Birth Date (YYYY/MMWDD)
i
Plagag BRERR
VIR 2 4% AHERS 5 o
5| C =
Compulsory Compulsory Automobile No.
Automobile Liability Insurance
= Liability Insurance Certificate No.
ap—_— BEREORR _ _
§ ngitﬁ ;\"—": Status at accident JEEE Driving/ [F] 2 (B - Z) Passenger (A/B)/#51T Walking/Z M1t Other
°
g £ B ( )
8 Address Phone
£
& K £ 4% AH £ A B ( )¥F yearsold
Name Birth Date (YYYY/MMWDD)
ol B E R BRERR
| I 22 4 5 ABEEE | s
Compulsory Compulsory Automobile No.
Automobile Liability Insurance
Liability Insurance Certificate No.
BERES BERORE . o
Regisretion Na. Status at accident JBEE Driving/ [E15& (B - Z) Passenger (A/B)/#51T Walking/Z& Dt Other
* A BiE ( )
Address Phone
K & £5£/H £ A B ( )¥yearsod
Name Birth Date (YYYY/MM/DD)
S lamER BRERR
ITESES MHEES | = s
Compulsory Compulsory Automobile No.
Automobile Liability Insurance
Liability Insurance Certificate No.
] EHEFORR —_— .
ngitﬁ ;\"—": Status at accid;nt BB Driving/ R 2 (B - Z) Passenger (A/B)/#51T Walking/Z D1t Other

X LREICEHAFEENTATELIMGEICE, ARICDEFEERBL TS,

* If accident parties cannot complete the above, please provide the required information on a separate sheet.




FRIEFEEORBGH S

FR Health Insurance Organization

oA = (BetrBRa )

Written Pledge (For Insured Person)

(FEHHAEFEHR) £ A H. (FHSEESLPT)
(BT HMFTT (K4) EDFHITIY, B (R EKA4) D
o T RBR U DV TR PR BRIE IS LD 1 2 T T2 35 B8, FLSETF 5 IR L TR 3+ 2 B IHE RS KA
Z | PERERBRIEICEE D E BRI G DN IS TEE L) DB E S A2 H T 52 LI EFE N RN 2% Z2I0H
Hzh > TENLET,
RBEOE TROFHZETTHZE2ERLET,
Regarding the accident that occurred on (Date of accident) YYYY/MM/DD at (Location of accident) which involved another
party (name) , when receiving benefits under the Health Insurance Act for the insurance claim involving damages
received by myself (patient name) , | hereby pledge by this written document that | have no objection to your

organization acquiring and exercising rights to claim damages against the other party under the Health Insurance Act and receiving
compensation.

1. HFHBELOE T3 B B H R F EE B RO NS HE B RRA~FER T D13, FHANS
BB A I D B EME T 5,

When the other party or | file claims with automobile liability insurance or various damage insurance policies, | will report this to your organization in advance.
2. HFF LRREATRIET DHEIE, FRNCERBRBHA IO B EME T2,
When attempting to reach a settlement with the other party, | will report this to your organization in advance.
3. MFFITHMO B R EPES2,
I will not provide the other party with a blank power of attorney.
4. HIEERBRICH U THEE T KL T DB T E EHRORBRAL A R ADES 25, IMF 2040
ZEALIZBE, ZEEHA B AR, @8 GHE) 257 D i B IRBRAE & I H L H S,

I will contact your organization in advance when filing a victim claim with compulsory automobile liability insurance. Also, when receiving money or goods from the
other party, | will report to your organization without delay or omission the date received, details, and amount (estimated value).

5. BEFRIRBGHE MRS EFENDADIFROEMEZ T HZEIZFET D,
| consent to your organization receiving information regarding item 4 from insurance companies, etc.
6. M7 AVMAL TODR EIRBR AR E B2 SRR & 3B ReE R 02 LICRE T2,
| consent to your organization requesting disclosure of damage insurance related documents | hold.
7. BEEEARIRIEITER 32 FFEN % A HI L&, B2 ORRE ORIZIZIG TS,
If violations of the Health Insurance Act are discovered at a later date, | will promptly return medical expenses.
8. NG MO BRI DT, BREFRIRBAE G 3 A RO HFEIZ DU T, BT L EER i T
IRBR S FENDIF R AT E G AR T 52 L2 OV TRIE T2,

Regarding the handling of personal information, | consent to your organization receiving information from and providing information to insurance companies, etc.,
within the scope necessary for business operations regarding this accident.

9. 1RIRSE T OBNTTE T A 2 B ERE AR & 5 F (S 372,

| will report the completion date to your organization representative when treatment is completed.

& A H

YYYY/MM/DD

WA Insured Person

{F AT Address

K4 Name

Wik # 3 Dependent

{¥FT Address

K4 Name




FRIEFEEORBGH S

FR Health Insurance Organization

Example I

oA = (BetrBRa )

Written Pledge (For Insured Person)

(FHorAEAR)_2024 4 10 § 1 B (FHEAEST) The intersection near **
\ZBITHTF (K4) _ James Anderson  EDEHEHLICKY, Y7 (2 EHK4L) Jane Wilson )
o T RBR U DV TR PR BRIE IS LD 1 2 T T2 35 B8, FLSETF 5 IR L TR 3+ 2 B IHE RS KA
% BERERBRIEIC L S E B BRI S DN B T L D EHE S A S H T A LI HE RN Z2IE
Hzh > TENLET,

RBEOE TROFHZETTHZE2ERLET,
Regarding the accident that occurred on (Date of accident) YYYY/MM/DD at (Location of accident) which involved another
party (name) , when receiving benefits under the Health Insurance Act for the insurance claim involving damages

received by myself (patient name) , | hereby pledge by this written document that | have no objection to your

organization acquiring and exercising rights to claim damages against the other party under the Health Insurance Act and receiving
compensation.

1. MFTG B L0 5705 A B3R B RHE LR D NS R FIRRA~FE R T 0 &1, Failc
BREBERBHSIZEDO B2 MG T2,
When the other party or | file claims with automobile liability insurance or various damage insurance policies, | will report this to your organization in advance.
2. HFF LRREATRIET DHEIE, FRNCERBRBHA IO B EME T2,
When attempting to reach a settlement with the other party, | will report this to your organization in advance.
3. MFFITHMO B R EPES2,
I will not provide the other party with a blank power of attorney.
4. BIEEMRBRICH U T EE T R AT BRI BRI & CFADEAS 2970, /M F 7 b40n
ZEALIZBE, ZEEHA B AR, @8 GHE) 257 D i B IRBRAE & I H L H S,

I will contact your organization in advance when filing a victim claim with compulsory automobile liability insurance. Also, when receiving money or goods from the
other party, | will report to your organization without delay or omission the date received, details, and amount (estimated value).

5. BEFRIRBGHE MRS EFENDADIFROEMEZ T HZEIZFET D,
| consent to your organization receiving information regarding item 4 from insurance companies, etc.
6. M7 AVMAL TODR EIRBR AR E B2 SRR & 3B ReE R 02 LICRE T2,
| consent to your organization requesting disclosure of damage insurance related documents | hold.
7. BEEEARIRIEITER 32 FFEN % A HI L&, B2 ORRE ORIZIZIG TS,
If violations of the Health Insurance Act are discovered at a later date, | will promptly return medical expenses.
8. T NTHFHMOBRIZHOWT, EfERRBFL G S BIOFEIZOWT, EBHRIT LB T
IRBR S FENDIF R AT E G AR T 52 L2 OV TRIE T2,

Regarding the handling of personal information, | consent to your organization receiving information from and providing information to insurance companies, etc.,
within the scope necessary for business operations regarding this accident.

9. 1RIRSE T OBNTTE T A 2 B ERE AR & 5 F (S 372,

| will report the completion date to your organization representative when treatment is completed.

20254 1H 6 H

YYYY/MM/DD

AR Insured Person Required: Please complete and sign the
insured person section.

—_—

{FFT Address AAOQO1-1

K4 Name John Wilson

If the patient is a dependent, please also
complete and sign this section.

Wik # 3 Dependent
{¥FT Address AAOO1-1

K4 Name Jane Wilson




FRIEEERERAL S A

FR Health Insurance Organization

on = (HFIH)

Written Pledge (For Other Party)

(FlEEFEH R) £ A H. (FHEASAT)
(ZIRWTRA (G 538 H R AL) A BERE ORI S M IR IR - PR aRE (B8 QA4

EDNTIEE LT RBR U LD MRIRBRTE « BRER R H O F I HOW TR IRBRIEIC I DM R AEL TG 6 | (R
TRBRIEIC A S BRI G L RESN 2 EEITTEBIZB SN WL E T,

RBEOE TROFHEZETTHILEERILET,

Regarding the insurance incident that occurred on (Date of accident) YYYY MM DD at (Location of accident)
between me (Party A name) and your Health Insurance Organization's insured person/dependent (Party B name)

with respect to the damages to the insured person/dependent, if benefits are provided under the Health Insurance Act, | will pay
immediately upon being asked for compensation by your organization based on the Health Insurance Act.

Furthermore, | pledge to comply with the following:

1. BB F I E R ERBRLO IS TR B RRA~GE R oL S8, Fall B REARIM A IO 52l E T2,

When filing claims with automobile liability insurance or various damage insurance policies,| will report this to your organization in advance.

2. ERERERPGH A BRIRIRE R BE B ORREIT RO LT 25 A3, FANCERERPGHEICZD B2 R E T D,

When attempting to reach a settlement with your organization’s insured person/dependent, etc., | will report this to your organization in advance.

3. FAAIMAL TS - HfF T LB B IRIRBISR G B2 B R IR & 23 B s R0 Z LIS E 3%,

| consent to your organization requesting disclosure of damage insurance related documents that | hold or can obtain.

e A H YYYY/MM/DD
YA H
Party A
{EFT Address
K44 Name

YR H H IR D B LB MER 25 1f Party A is a minor, parent/guardian

ﬁI_Fﬁ Address

CHFH H EDBIFR)

K44 Name (Relationship to Party A):

PRAEN (Y38 LR MNTHERF 75 N PREREAED AT)

Guarantor (person financially independent from Party A. Insurance company acceptable)

{EFT Address

K4 Name




FREEFE(RIREA HIH
FR Health Insurance Organization

on = (HFIH)

Written Pledge (For Other Party)

(FEHAEFEAA) 2024 4 10 H 1 B, (EiRAERT) The intersection near **
(ZRWTHL (Y958 HI G4, ) James Anderson b5 Rt FEORBRHH -G B PR - Blebka 4 (Y 938 L4 ) __John Wilson
EDRNTTE LU PRBREF LD RBRE - R E DI FIZHOW T ERERBIEIC I DR 0SS AL LT 6 fERE
TRBRIEIC A S BRI G L RESN 2 EEITTEBIZB SN WL E T,
RBEOE TROFHEZETTHILEERILET,
Regarding the insurance incident that occurred on (Date of accident) YYYY MM DD at (Location of accident)
between me (Party A name) and your Health Insurance Organization's insured person/dependent (Party B name)
with respect to the damages to the insured person/dependent, if benefits are provided under the Health Insurance Act, | will pay
immediately upon being asked for compensation by your organization based on the Health Insurance Act.
Furthermore, | pledge to comply with the following:

1. BB F I E R ERBRLO IS TR B RRA~GE R oL S8, Fall B REARIM A IO 52l E T2,

When filing claims with automobile liability insurance or various damage insurance policies,| will report this to your organization in advance.

2. ERERERPGH A BRIRIRE R BE B ORREIT RO LT 25 A3, FANCERERPGHEICZD B2 R E T D,

When attempting to reach a settlement with your organization’s insured person/dependent, etc., | will report this to your organization in advance.

3. FAAIMAL TS - HfF T LB B IRIRBISR G B2 B R IR & 23 B s R0 Z LIS E 3%,

| consent to your organization requesting disclosure of damage insurance related documents that | hold or can obtain.
20254 1 A 6 B yvyyyMwDD

YEHEH
Party A
F AT Address OO00O0Oxx5 - 6

K4 Name James Anderson

YR H H IR D B LB MER 25 1f Party A is a minor, parent/guardian

ﬁEFﬁ Address

CHFH H EDBIFR)

K44 Name (Relationship to Party A):

PRAEN (Y38 LR MNTHERF 75 N PREREAED AT)

Guarantor (person financially independent from Party A. Insurance company acceptable)

¥ Address OOOO X x5 -6

X4 Name XX Insurance Company In charge: Insurance
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