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HEREBY AUTHORIZE ANY HOSPITAL, PHYSICIAN, OR OTHER PERSON WHO HAS ATTENDED OR 
EXAMINED ME, 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, AND COPIES OF ALL HOSPITAL OR MEDICAL 
RECORDS. A PHOTO STATIC COPY OF THIS AUTHORIZATION SHALL BE CONSIDERED AS 
EFFECTIVE AND VALID AS THE ORIGINAL. 

被保険者を診療又は治療した全ての病院、医師及び関係者が、保険会社又はその指名する者に、被保険者に関
する全ての疾病、傷害の記録を提供することを、下記署名には承認致します。なお本書の写真複写も本書と同じ
効力があるものと認めます。

Authorization (同意書)

SIGNATURE OF INSURED   被保険者の署名 SIGNATURE OF CLAIMANT    請求者の署名

ADDRESS  住所ADDRESS  住所

㊞ ㊞
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Yes

Yes

Recovery

No

No

Transfer

If “Yes”, what and when?

If “Yes”, when and which hospital or doctor?

Age

Attending Physician’s Statement (診断書)

Each item should be completed correctly and in good faith

5. Has patient suffered any other disease or infirmity affecting this condition?

6. Has patient and prior treatment dor this condition?

7. Period of Hospitalization

8. Encircle those days when patient consulted you as outpatient
Month of 1 9 17 255 13 21 293 11 19 277 15 23 312 10 18 266 14 22 304 12 20 288 16 24

1 9 17 255 13 21 293 11 19 277 15 23 312 10 18 266 14 22 304 12 20 288 16 24

1 9 17 255 13 21 293 11 19 277 15 23 312 10 18 266 14 22 304 12 20 288 16 24

Month of
Month of

8. (For refrence) Encircle those days when patient supposed to be entirely unable to go work?

9. Date of recovery or transfer

10. Detail of residual disability if any

To

To

     From

     Days FromFor

Date

Address

Telephone SIGNATURE OF ATTENDING PHYSICIAN

1. Name of Patient

Date of Birth

Address

Sex

Occupation

2. When did patient first consult you for this condition?

3. When did patient’s symptoms forst appear?
or when did patient sustain injury?

4. Cause, nature, condition and progress of injury or sicknes
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海外旅行傷害保険請求書（裏面診断書）
貴社保険約款及び特約条項により、下記の通り、本書及び必要書類を添え、保険金の支払を請求します。

Claim for payment of benefits
Overseas Traveler’s Personal Accident Insurance
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