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0 CONSENT AND REPRESENTATION

THE UNDERSIGNED HEREBY AUTHORIZE ANY HOSPITAL, PHYSICIAN WHO HAS ATTENDED OR EXAMINED THE INSURED, TO FURNISH TO THE
COMPANY, OR TO AUTHORIZED REPRESENTATIVE ANY AND ALL INFORMATION WITH RESPECT TO ANY SICKNESS OR INJURY MEDICAL HISTORY,
CONSULTATION PRESCRIPTIONS OR TREATMENT. THE UNDERSIGNED HEREBY AGREE THAT THE TOKYO DISTRICT COURT SHALL HAVE AN
EXCLUSIVE JURISDICTION OVER ANY LAWSUIT IN CONNECTION WITH THIS CLAIM AND THAT A PHOTOCOPY OF THIS COMPLETED CLAIM FORM
SHALL BE CONSIDERED AS EFFECTIVE AND VALID AS THE ORIGINAL.

FURTHERMORE, THE UNDERSIGNED HEREBY AFFIRM THE STATEMENTS COMPLETED IN THIS CLAIM FORM, INCLUDING THE BELOW
MENTIONED 1) & 2) IN THIS COLUMN, TO BE TRUE AND CORRECT.
1) THE ACCIDENT MUTUAL AID COVERAGE UNDER WHICH INSURANCE CLAIM IS MADE, WAS APPLIED FOR AND OBTAINED IN JAPAN PRIOR TO
THE INSURED'S TEMPORARY OVERSEAS TRIP AND THE INSURED IS A LEGAL RESIDENT OF JAPAN WHO IS CURRENTLY RESIDING IN JAPAN
AS OF THE DATE OF THE CLAIM IS MADE.
2) THE CLAIM FOR THE COVERED BENEFIT OCCURRED DURING THE COVERED TEMPORARY OVERSEAS TRIP WHICH BEGAN ON THE DEFINITE
DATE AS EVIDENCED BY PROOF OF TRAVEL DOCUMENTS, SUCH AS PLANE TICKETS AND PASSPORT WITH DEPARTURE AND/OR ENTRY

STAMPS.
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