( Letter of Consent )
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To: Shutoken Digital Industry Health Insurance Society

[, as a person who deliver overseas, authorize Shutoken Digital Industry Health Insurance Society or its
staff, and its subcontractors 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.

Further, 1 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.

HE R (Delivery Date) - (Year) H (Month) H (Day)

- X4 (Mother’s legal name)

f¥FT (Address)

4 H B (Date of birth) - (Year) H (Month) H (Day)

-4 B (Signed Date) H(Year) H (Month) H (Day)
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¢ This agreement of authorization expires 6 month after the signed date.
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