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To: Shiga Prefecture Association of Medical Care Services for older Senior Citizens

I (patient who has received treatment) authorize the Shiga Prefecture Association of
Medical Care Services for older Senior Citizens Office or its staff, and its
subcontractors to refer 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 verify by submitting the related application forms.
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Insured person who has received treatment shall sign one’s signature. However, in
the following case, guardian of adult (insured person is adult ward), heir (insured
person is dead) shall sign one’s signature.
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