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Written Pledge (In connection with injury or sickness due to a third-party act)
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I hereby acknowledge in writing that I do not object to the Health Insurance Society exercising my right to submit a
claim for damages and to seek compensation for damages from the party responsible, up to the amount of benefits

under Article 57 of the Health Insurance Act, in the event that I used health insurance for the treatment of injuries

under the Health Insurance Act following the accident that occurred on the victim [name: ] due to the
improper actions of the party responsible [name: ] at the scene of the accident
[Location: ] on the date )/ o)/ D).

I also pledge to comply with the following terms:
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1. T agree to notify you in advance of all details before settling with the party responsible.
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2. T agree not to give the party responsible blank power of attorney.

3. T agree to notify you promptly and without omission of the date of receipt, details, and amount (assessed value) of
any money or goods received from the party responsible.

4. T agree to notify you in advance of all details before making any claims as a victim under automotive liability
insurance. I also consent to the attachment of the victim’s Rezepts (medical cost details) (copies) to documents
submitted to the casualty insurance company when filing claims for damages and to inquiries submitted to the
casualty insurer and medical care institutions with regard to matters deemed necessary concerning the victim,

including the conditions under which the accident occurred and the status of treatment.
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