OVERSEAS TRAVEL INSURANCE CLAIM FORM
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CLAIMANT HEREBY MAKE A CLAIM FOR INSURANCE BENEFITS, BY CONFIRMING THE ACCURACY OF THE CONTENTS HEREOF AND ALSO BY AGREEING TO THE MATTERS MENTIONED BELOW. IT IS FURTHER UNDERSTOOD THAT A
PHOTOGOPY OF THIS FORM SHALL BE CONSIDERED AS EFFECTIVE. AND VALID AS THE ORIGINAL.
1. ERFAEHSUERIG S IN CASE MEDICAL INVESTIGATION IS REQUIRED.
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CLAIMANT HEREBY AUTHORIZE ANY HOSPITAL, PHYSICIAN, OR OTHER PERSON WHO HAS ATTENDED OR EXAMINED THE INSURED, TO FURNISH TO CHUBB INSURANCE COMPANY OR ITS AUTHORIZED REPRESENTATIVE (HEREIN AFTER CALLED
“THE COMPANY”). ANY AND ALL INFORMATION WITH RESPECT TO ANY SICKNESS OR INJURY, MEDICAL HISTORY. CONSULTAION, PRESCRIPTIONS OR TREATMENT AS WELL AS COPIES OF ALL HOSPITAL OR MEDICAL RECORDS.
2. #1TRERDIFA / IN CASE BAGGAGE CLAIM IS MADE.
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CLAIMANT HEREBY AUTHORIZE ANY SELLER OR ANY OTHER SOURCE FROM WHICH THE BAGGAGE AND THEIR CONTENTS WERE OBTAINED, AND ANY OTHER INSURANCE COMPANY TO FURNISH TO THE COMPANY ANY AND ALL
INFORMATION WITH RESPECT TO THE BAGGAGE OF THE INSURED.
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IF, UNDER THIS INSURANCE CONTRACT AND ANY OTHER CONCURRENT SIMILAR INSURANCE CONTRACTS AND/OR MUTUAL AID CONTRACTS, | RECEIVE CLAIMS EXCEEDING THE LIMIT OF LIABILITY PROVIDED FOR UNDER THIS
CONTRACT, | AGREE TO RETURN ANY AMOUNT IN EXCESS OF SUCH LIMIT OF LIABILITY IMMEDIATELY TO THE COMPANY AND ANY OTHER INSURANCE COMPANIES AND/OR MUTUAL AID ASSOCIATIONS CONCERNED FOLLOWING
INSTRUCTIONS, IF ANY, FROM THEM.ALSO, IF THERE EXIST ANY OTHER CONCURRENT SIMILAR INSURANCE CONTRACTS, | CONFIRM MY AGREEMENT TO AN ACTION TAKEN BY THE COMPANY AGAINST THE INSURERS OF SUCH
CONTRACTS TO PAY AMOUNTS IN EXCESS OF THE PORTION HOME BY THE COMPANY.
4. fDRBERHZFAIBSKE 7 INQUIRIES, ETC. TO ANY OTHER INSURANCE COMPANIES, ETC.
tOREZNELHBH5E T3 BHDPZORBRINFORERR S - LEFFICHL TAMORIBMAEBASRERET 2LODICKBELRER CHARERFZNONT ASTHEFEHIC
I 2HR.IIVRRLSEFICHATZER) 2RETIIE A ZOBRERBSL - HESHIOREEZIFATHIE. ZOERERBRSH - HESHIBHARRT I FELHIOR M
ZFHATRIIEICDODVWTARLET .
IF THERE ARE ANY OTHER CONCURRENT SIMILAR INSURANCE CONTRACTS, | AGREE THAT THE COMPANY PROVIDES THE INSURERS OR ASSOCIATIONS CONCERNED WITH INFORMATION NEGESSARY FOR CLAIMING THE PAYMENT OF
AMOUNTS EXCEEDING THE COMPANY'S LIMIT OF LIABILITY, THAT THE COMPANY RECEIVES AND USES SUCH INFORMATION RECEIVED FROM THOSE INSURANCE COMPANIES AND MUTUAL AID ASSOCIATIONS, AND VICE VERSA.
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CLAIMANT HEREBY AGREE THAT THE TOKYO DISTRICT COURT SHALL HAVE AN EXCLUSIVE JURISDICTION OVER ANY LAWSUIT IN CONNECTION WITH THIS GLAIM AND THAT A PHOTOCOPY OF THIS COMPLETED CLAIM FORM SHALL BE CONSIDERED
EFFECTIVE AND VALID AS THE ORIGINAL. FURTHERMORE, THE UNDERSIGNED HEREBY AFFIRM THE STATEMENTS COMPLETED IN THIS CLAIM FORM, INCLUDING THE BELOW MENTIONED 1) & 2) IN THIS COLUMN, TO BE TRUE AND CORRECT.
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THE OVERSEAS TRAVEL INSURANCE(OTA) COVERAGE UNDER WHICH INSURANCE CLAIM IS MADE, WAS APPLIED FOR AND OBTAINED IN JAPAN PRIOR TO THE INSURED'S TEMPORARY OVERSEAS TRIP AND THE INSURED IS A
LEGAL RESIDENT IN JAPAN AS OF THE DATE OF THE CLAIM IS MADE.
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THE CLAIM OGCURRED DURING THE COVERED TEMPORARY OVERSEAS TRIP WHICH BEGAN ON THE DEFINITE DATE AS EVIDENCED BY PROOF OF TRAVEL DOCUMENTS, SUCH AS PLANE TICKETS AND PASSPORT WITH DEPARTURE
AND/OR ENTRY STAMPS.
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FRRBBICARL. FRICERZMO LREE%EFERKUE Y. | HAVE READ AND AGREE TO THE ABOVEMENTIONED TERMS, AND HEREBY FILE AN INSURANCE CLAIM WITH CHUBB INSURANCE.
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| HEREBY APPOINT THE CLAIMANT ABOVE AND THE PHYSICIAN OR THE HOSPITAL AS MY REPRESENTATIVE TO FILE THE CLAIM &
ON MY BEHALF IN CONECTION WITH THE ACCIDENT DESCRIBED HEREIN.
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./ SOMETIMES CREDIT CARD COMPANIES OFFER CREDIT CARDS WITH NO-ADDITIONAL CHARGE INSURANCE ATTACHED. IF YOU HAVE ANY OF SUCH CARDS, PLEASE CIRCLE THE CORRESPONDING
BRACKETS AND FILL IN YOUR CREDIT CARD NUMBERS.
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./ HAVE YOU PURCHASED ANY OTHER OVERSEAS TRAVEL INSURANCE FOR THIS TRIP? HAVE YOU ALSO PURCHASED ANY INSURANCE POLICY OTHER THAN OUR OVERSEAS TRAVEL INSURANCE,
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