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Health Insurance Notification of Injury or Sickness due to a Third-party Act (Non-traffic Accidents)
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*Injuries or illnesses during commute or work are covered by Worker's Accident Compensation Insurance, not health insurance.
SBEDESVICHIDLT BFAEMEE, BREE - BEBFIWEFLLTITRALESN,
- Regardless of degree of negligence, please list the other party as perpetrator and the insured person/dependent as victim.
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Personal information obtained through this notification will be used exclusively for health insurance administrative procedures and will not be used for any other purposes.
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For accidents caused by the other party's actions, please provide detailed and clear information about your own actions.
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Please draw a diagram of the location where the accident occurred. Also indicate the movements of both you and the other party using red dotted lines.
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Written Pledge (For Insured Person)

(FEHHAEFEHR) £ A H. (FHSEESLPT)
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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
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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.
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{F AT Address

K4 Name

Wik # 3 Dependent

{¥FT Address

K4 Name
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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.
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YYYY/MM/DD

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