Agreement of Authorization (GHAIZ23)5 [FIE=E)
KEFBIRASOBICSE LT 5720, BHOSETRALTIZEN

+ Person who deliver overseas (/M HEZ L7-F)

Name (FK44)
Date of birth (44H H) Year Month Day
- Delivery date (Hi#EH) Year Month Day

* Name of Medical Institution ([EFHEEI4)

- Address of Medical Institution (including postal code)  (ZE5HE B DO FTAE M - TR 2K 75-)

- Telephone Number of Medical Institution (=&EHEEIDEREE )

To: Choufu-shi

I, the person who gave birth abroad, authorize the Choufu-shi staff and its subcontractor to
inquire and obtain any and all factual information related to my application document(s) for
Childbirth Lump-Sum Allowance including delivery date, the place of delivery, and any
treatment records from the one who assisted the delivery (medical organization etc.) in order
to verify the fact of the delivery. Any photocopies of this authorization will be considered
effective and valid as the original.
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Signature (E44#H)

This document must be signed by the person who deliver overseas. However, if the person is a

minor, an adult ward, or deceased, the legal guardian or legal heir must sign.
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Signature (£4)

Self (&AAN) - Guardian (BlFe#) - Heir (EEMEA) - Other (Zofh) (

Address ({F7T)

Date (GEAH) Year Month Day




