CcCHUBB

Overseas Travel Insurance Claim Form
(For Medical Expense/Rescure's Expense)
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OVERSEAS TRAVEL INSURANCE CLAIM FORM (FOR MEDICAL EXPENSE/RESCUER'S EXPENSE)
BARITRIEREARE (aREH - PUREH)

EHARRBSBRICET SEAMEE, RELOOET (RBETHLOND, TULHOES &) 5 LTS —C 2 DRHROT 0 LIS,
FIRT 32 &7 5 UL BAASRE LAEE T3R5V T, AABREIE, IR, RHT 32 & CRELET.

I hereby agree of collect, use, and provide personal information related to this claim to the extent necessary for the performance of the
insurance contract (e.g., for determine claims payment , for calculation of the payment, etc.) and to provide various services, as well as to the
extent necessary for your business.

1.22%15%R Policy Information

SZHIEE - A TS
Policy No.

L&

Policyholder's Name

HRATEARS (YYYY/MM/DD)
Travel Period

RIRER LA S 5L (FRITR4AE)

Travel Company

2. {RBRELEEKRE Claimant

RARPREEFEREF (FFRE UTHRRE LB F T, L RIRRENRREDHZR . FHEFOANTHERIIZE L,
Please note that usually claimant would be insured. For special reason such as insured is a minor, a person in parental authority would be claimant.

ZiE (7 )AT)
Policyholder (KATAKANA)

(From) ms — (To) xT

WARIRE K& WRRERLZ (7UHF)
Insured's Name Insured's Name (KATAKANA)
£FHH (YYYY/MM/DD) A=)L7 RL R
Date of Birth E-mail
FIRFEE & DRIE AN Self (] $4EH Parent in Custody R . ]
Relationship from Insured | [ 3% %4855 A Legal Heir Sex OB Male %M Female
HEHES _ _ HeEE S (EH0RVADH) _ _
Moblie phone No. Other daytime phone No.
e = _
Address T

3. {fE2F 35 Bank Account Information

KPURIRE LR TEQVRROEENGVRY | REESHAT FIRRREOEZ CIEE LTV, HRREDRHFEDZE (FHHEEOEZ CHEEWVWET
F9. WRERBRELUSNNOOBZIEESINZHE G, AIESHEOCREZBBVT 35N TVET,

Please note that usually insured 's bank account should be written at here. If claim for a minor, parents' bank account can be written. For a remittance to others,

we might ask you for an extra document.

(] SR (B 5 5 & SRITE) OEAZIAVWEE (Japanese Bank Account /Excluding Japan Post Bank)

SRR ORT UEHREE OJA O {ERESE
Name of Bank Bank Shinyo-Kinko Japan Agricultual Bank Shinyo-Kumiai
X4 OXE OXIE [ H3RPT XEJI—R
Branch HQ Branch Local Office Branch Code
meEl . . . OEEES (7#7)
P . (] E& (Ordinary) [ X4FE(Checking) Account No.
A% (WRREAABZOAEEAHL T W) (B HF)
Name of Account Holder(Insured's Account) (KATAKANA)
0O 55 &£ BITOEAZIAWHE  (Japan Post Bank )
WS 5 & ERITEIREES (5H7) SEHES (8H7)
5 digits No. 8 digits No.

OFEZE (HEREAALGBZOEEZAAHLTZESWY) (W9 HT)
Name of Account Holder(Insured's Account) (KATAKANA)

O MIFETO S CREFTER TRENCERF & SRITOEZE H3F5 DF O H:ERA)

By Check: For a person who resides in the United States of America (A Bank Account and physical address in the United States of America is
required)




4. FHNIATDAZE Detail of Accident or Sickness

4 H (YYYY/MM/DD) Bl (2485 %EED)
Date Occurred Time (24 Hour Format)
ERUER T / SHHT
Location

ERARENT /R DORERR

Description
L3P 2YRNVN
Diagnosis
ERKRE 4 #1528 (YYYY/MM/DD)
Hospital Name First-Visit Date
FMTE v v a LR AT AT —EREZZIToNFELIEH? =
Have you received cashless medical service loacally? 113U (ves) H WV (No)
BREaEhTI N ? -
Are you now u/nder medical treatment? 113N (ves) H WV (No)
O [F0) (Yes) O LWL (No)
DTCAERICEAL TREEZ e EhB Y FTH
Have you ever had any treatment for this condition? FUDIFE W | VWD TIH ? When? (YYYY/MM/DD) ( )
If Yes SBEIRT Condition: [ 38% Under Treatment [ 38% Cured

5. FFR (FvyvPalAATFsHIH—ERA) Authorization and Assignment of Benefits

ZFJIX /Authorization and Assignment of Benefits

EEFEREC T v v 1 L AAT A AMY—ERZ2ZR T I5E, YEFRE X2 IEMEZREBALESD, ZTOEFBETHRE UILAREROFERLT
[CZMICET 2 —VIDEREEELE T, o RIRRBELEZRI(IERLLETORM - EM, 3RS RICET ZRFEED 5. ChubbIBERE ()
&7z (3. ChubbIRERER (#) DIER T 2 E(CRRRE (CAT 22 COERCREZEBEROERZRMI B CLICABLET, BB AZOFEETERLY
ADBBE 0 ERDERBADNSHARRINE G- I5E I UARE A Z Akt - M & /2 (3 Chubb IHEMRME (#k) [CBHL IS 2 L2BB L. ARLE Y.

If "Medical Cashless Services” is provided, I, the undersigned authorize any hospital, medical-care institution, physician or other medical professional to file
claims for my medical expenses, to furnish all information with respect to any injury or sickness suffered or to any treatment plan, and to provide copies of that
person'’s medical records and accident information to determine eligibility for benefit payments under the policy number identified above to the insurance
company named above or its representatives. I understand and agree that a copy of this authorization shall be as valid as the original. I understand and agree that
any medical expense not eligible under the policy number identified above must be paid out of pocket to the medical-care institution, physician, other medical
professional, or insurance company named above without further delay.

WIRBEE DES

Signature of Insured

BieE DEL (RBEEDIZE)

Parent’s Signature (If claim is for a minor)

6.;:8BNDI=HEIBPINI-BA Paid Medical-related Expense
MPAUNE - STHABBMIE R £ CIMI K ZE WV, ANRATR T 31553 CEFTHERSNFRICAEREZ AHNDEZHRELSTZEL,
XACMOTZ0T 1 v IV PWHEASHEDORRNERBVET,
Please attach reciept and invoice. If the space on this form is not sufficient, you may attach a continuation sheet made by your own.
Chiropractic, acupuncture, and moxa cautery is not coverd by this insurance.

ERER Bt (vyyymm/pp) | BREIALE RE SHEEH hREH
Expensed Item Date Payee Detail Expense Paid Refund

BRE

Medical Expense

EEAT DAL 77 ZHI &
Prescreibed Medicine
BiEE
Communication Expense

ZDDER
Other Fee

7. 8BZDHRTITIEEZTE I NS Ifyou altered an itinerary due to this case.

MAENE - STHAME EEROME L ETROMEERR TER30EN(EF /v NIE—RE) 2 IHRMALLIEZT V. AWEHINTRT 25HEF. TEFTHER
SNTRRRICHBEEBZAAD LZBREZE,

Please attach reciept, invoice, and document which your original and new itinerary is written on (e.g. E-ticket). If the space on this form is not sufficient, you may

attach a continuation sheet made by your own.

EERIDIRIE (FRATHEPS/N R KT ILGRE) ZEHDIRIE (FATHEPN R KT ILIEE)
Original Itinerary (Flight, Bus, Hotel, etc) New Itinerary (Flight, Bus, Hotel, etc) %ﬁﬁ@ HELSEE
— — xXpense
B4 (YYYY/MM/DD) AAE B4 (YYYY/MM/DD) NAE Paid Refund
Date Detail Date Detail




8. D IRER2E%] Other Insurance
O BN RRAEBNICABENTNBI LYy M= KEBRETT A, e e OO (o)

Do you have any credit cards with non-additional charge insurance attached?

BVWDIES = H—KRERCFIvIDSX. D—KRES. RITEADILY v NREORERICOVTAALTIEZ .

If Yes, please fill in your credit card information at below.
[JAMEX [1JAL [JANA O&4F+—2 OVIEW [OFEX OaQ44> [(JEPOS [OI=HFRH—K [DO=F [JCB 317

OtYy>y OHREZ [OSHELL ODA—R [Jau [JJACCS ODamazon [OZ0OMDILTy MA—R[A—R4A: ]
SEORITERZI LSy NREELTVLETH,
h— R4 H— RBES (HTBRICH DD S T L6HT TTDFESEANL T W) YT —HATRE. Mzt BE- N2 E
Credit Card Supplier/Brand Card No.(First 6 digits and 4 digits from End) Have you purchased a flight, tour, or transportation
via credit card?
PP PP PP [ (&Y (Yes) [ LR (No)
KK K 7 (&Y (Yes) 1 LW (No)

XA—RMEEICEL>TE A— RFABAZSYI LYy MA—ROTILF O N—ZFRRICTIREVERUGEDNZTVET,

Please note that we might ask you for a full card number or credit card statement in some cases.

@ HICBHINTVBBIMRTRRIE SV E T, G e L (o)

Have you purchased any other travel insurance for this trip?

BUVWDIESE RIE= % S ES

If Yes Name of Insurance Company Policy Number

SEDHEHRT. VL >y M— REUFRRBIRBREECEFHRESNTVT I, OO Yes) D LLE (No)
Have you reported to any other insurance companies or cedit card companies about this case?

H— Rt/ RESEH

FVDIES » Name of Company
Ifves i BEES
Report Date Company's phone No.

SR DEABERSEW KRWVICDOVT FFEHIICDWVTIS. YitAR— L~R— (https:/www.chubb.com/jp) & ZEL 2L, )

O[F A EMFEE O ZFEREF (CHAHIE T 2 EAERIS. REZHVOET(BERE. FREIIOTE. DIVMFRESOETE) RI%35 | Z k- K8 —
ERORBEZEDOOICFALE T, REEROBGRE (BB, EEEE. BERRAT HF FREROYUTES) . ¥EZTE (REREBEEZED).
ERNOBRRE I ZFatt, ZOMBELGREFREICTLTRHTZ ZENBUET,

QIE=ZHERBIECUTOHREERE. CAAORARLGLKE=ZF(CBAT I ERHOELE A,

GESEICEDLLIES

ADED. BREEIMEDREDTH CHEHHZHETH>T. CAADREEZRZICENRHETHZEF
RREBOZRT ELHELGEE T, RRABEEZ STERTLICRMTIHE

-EEANORBERSEERERICEAL. ZREL S UICHFRRE - TRAZOBFRE (CH U, FREBHATENLILERISS

M (LT« 7)) BRIBABREELECHETEI LT« TBRICOVT . BEEDEY L ERELEHETIVENH R EFZCHVTIE ¥
BET EREREETHE AIREIE=ERME IT3IBEaPHBVET.

@B EREFEOBELEE R HBERT R0, Fo. FESRBEREMLET 20, HOBERBRRMZFLOBTEAT -9 2 HEMNHATSZ 2
ERBUET., FHULI—HREEEABREEREHS DR— LR— (https://www.sonpo.orjp) & Z&EL £\,

OREEHR
TREZH (CHVTRIRESTFIA VR E B R HTRIRE. BESERE. AR NEZERSEXEIRE L. W OFARRETLVEFO—H I E2HERL<

T B MDORREZFAPMOIERZF (I LDy bA— RAFORBRZET, UTMURRE L VWOET, TMRREOFEZECEE MURBRSTE LV

WET,)ZFITBRBRACEVT. RO EICABVWELET,
DYUBZMRRELZN SRBREOTINEZ (FTIEEDERCDOVWTIE. AMEREZHNCE DK FREOTINVWEEER L TRIZ 2L ETERVC &,

BHDSFA S TERRE OV T, HERMFRREUZF IO L THEFERZEITS 2L,
OBEHMD LEQDEHZITS LW (CHELER GHAETREFZNORE. BEREEHCAT 3 HR. SHAVRRECRT 2 1HR) OV T, RREESF

EORTIEREREICRB. MATZ L
BB AEDEEEEELARELRUINNH B L Z2THLET,

RARBICERUI GV L Z2HRL. LRCARDO L RIFEEZFKRLEFT,
Claimant hereby, make a claim for insurance benefit by confirming the accuracy of the contents hereof and also agree to the matters
mentioned above.

§5°K B (YYyY/mMM/DD)
Date

Chubb EERRHIARE
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