Letter of Consent
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To: Shinkoushouji Health Insurance Society

I, as a person who deliver overseas, authorize Shinkoushouji health insurance
society and its outsourcing contractor(s) to refer and obtain any and all factual
information related to my application document(s) for Childbirth Lump-Sum
Allowance including information of delivery date, place, and any treatment records
from the delivery assistance (medical organization etc.) in order to verify the fact of
the delivery.

Furthre, I agree to fill out other document(s) if countries, regions or medical
organizations require to submit consent letter or authorization letter in their format,
and agree to provide help to submit other document(s) if it is necessary along
verification process written above.
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+ Address including postal code and telephone number of the medical institution

overseas

% Please write in the local language. We will be referring to it during the inquiry.



