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To: Allianz Fire & Marine Insurance Japan Ltd. TeL. (03)-4588-7580 Fax. (03)-4588-7593
Anzen Bldg.,
6-6 Motoakasaka 1-chome, Minato—ku, Tokyo
T107-0051
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In case your claim amount does not exceed¢100,000, this declaration may be substituted for a doctor's diagnosis.
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Patient Name Date of Birth Year Month Day Sex Male Female
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Part Affected Head Face Neck Body Hand Arm Foot Leg Other
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Date of Occurrence of Injury or Sickness Year Month Day
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From Year Month Day |Please encircle the dates when you actually received medical treatment in hospital as outpatient.
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| HEREBY DECLARE all the descriptions as above are true and also HEREBY AUTHORIZE any
hospital, physician, or other person (s) who has attended or examined me, to furnish to the company
any and all information with respect to my sickness or bodily injury,
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