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Date submitted (Y/M/D): OO/ O / O

AT - FrE4 /Employer/section:  TEL 06 (999 ) 9999 FRAED B G A H
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% = 1 (seal)
g
S %; EEAR i A A Bigs R /Detailed descriptions of circumstances of the accident
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TEL 999 ( 9999 ) 9999 ALTLEEN,
mEEsy  |WRRE KA - gdkis (5 Draw detailed descriptions of the scene of the accident, using
Category of |Insured perso(family member) the symbols in the key below.
injured party
XSy W - mEE EEiSE e Zoft ( )
Accident category [ [Party responsible/Injury due to own negligence/Other ( )
- K4 /Name: Ichiro Kempo #ff/Relationship Eldest son
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PEEOBE | pate ofbirth wMD): OO0 4 O O
I the injured [ g s £ 512, B L <o B EFEERAL TS C50, (7 IS T LTV BB ARY)
party is a If the dependent lives separately from the insured person, enter the address where he or she Go0) [e]
dependent student resident at a remote campus). /TF\ 8
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i) : : : :
; n signal at intersection heading toward _____
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fizmzseL <Al Stationonthe  rail line, I was struck at point “x” by a 3 060
LTS | yehicle driven by the party responsible as the vehicle made a
Cause/status of ioht £ . f ioht sid
aceident right turn, coming from my right side.
Describe indetail | Fyesee o776 12 ko T/ Ui iz oV ONEH OIS L OHH O | |
theactionsolthe | |31 <ieaLc<rany,
pal:iifhresp;)lnm ef Describe in detail the actions of the party responsible and the actions of
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the victim
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accident FI=E/Oth, o Enter the portion of the fault lying with you and with Lﬁ%’?ﬁt . @ 12 7-‘1 _ *Cﬁﬂﬁ;lfﬁ Ik =
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Injury status occurred
 Names of #Hm B E —BEL T
11}11]\i£y/s1ck11.e§s, Direction of 7}'_— [ AY] 6 Stop sign
whe ei(’ecf“”“g movement Bicycle,
inpatient or
outpatient treatment, motorcycle
fatalities, etc.
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Treatment began: )/ )/ (D) (inpatient/outpatient) Treatment expected to end: approx.: (V') o)/ D)
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Treatment status| =7eFEB - 4 F/Medical care institution: Name: 7l Write d({wn the name of the mcd.lgal. care mSFltutll()n thrc TEL )
( ©) you received treatment and specific information for this
prognosis, —~ - — treatment.
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Third party | Date of birth (Y/M/D) : / / Occupation Employer of third
(other party) it PUAAdpezae [ i A< &V, RBIO & & RD & H T party (other party) fy FAdd e [, LA AL 2 S, ABIOE & AN E T
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b f the inf ! b y of the inf
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Auto liability #i1%# (L4 /Name of person in charge: party (other party)| 14 # x4 /Name of person in charge:
insurance of third TEL ( ) TEL ( )
party (other party) | {RIRGEK : WEE I AT RE
Insurance claim: Victim/Party responsible Police station with
jurisdiction
ASERBERREGEASLIEE [Be sure to fill out this section if using personal injury protection insurance.
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@ Be sure to attach a “written pledge (Injury or Sickness due to a Third-party Act)” to this notice.
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@ After submitting this notice, immediately submit the traffic accident certificate (for accident causing injury or death) issued by the Japan Safe Driving Center in the case of a traffic
accident. In other cases, notify the Health Insurance Society of the receipt no. for the notice of damage submitted to the police.
@ Be sure to enter the name, address, and telephone number of the other party’s insurer. If you use health insurance for examination or treatment following the accident, the Society
will pay the medical care costs (not including your copayment) up front and submit an invoice for reimbursement to the insurer of the party responsible after treatment is complete.
@ If using personal injury protection insurance, be sure to provide the insurer name and other information under “Other” above.



