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In line with the decision to pay a benefit based on the Health Insurance Act, | hereby agree to allow the FR Health Insurance Organization to inquire with
related organizations regarding my health insurance enrollment record, insurance benefit record, medical care benefit record, medical treatment record,
pension, and other information related to the receipt of insurance benefits in line with relevant laws and regulations, and | also agree to allow these related
institutions to respond to inquiries from the FR Health Insurance Organization and to allow the FR Health Insurance Organization to obtain these responses.
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If you wish to apply using your My Number instead of your insurance card symbol/number, please consult with the FR Health Insurance Organization.
2. UBLVORFEORIRBEIGHFEEE. XDEE. CRAS. ERMAS. AIR-HEBICTRTDERAL TSN,
When applying for charges forward, please fill out one Application Form for Medical Care Expenses for each patient, treatment month,
medical institution, and type of visit (hospitalization or outpatient).
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If you only received a prescription for medication rather than treatment, please complete sections ®, ®, ®, @, ®, and ® accordingly.
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If the cause of injury/iliness in section @ is due to a third party act, please attach a separate “Notification of Injury or Sickness due to a Third-party Act” to this document.
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