Consent Form for Personal Information Protection

In compliance with the Personal Information Protection Law and various related laws, Emergency Assistance
Japan, Co., Ltd. (hereinafter referred to as the “EAJ”) strictly manages the personal information received from our
customers. Please sign in the space below after your name, address and today's date if you understand and agree
to the policy outlined above.

1. Control of Personal Information
The Personal Information received by EAJ shall be controlled by the under undermentioned person.
Emergency Assistance Japan Co., Ltd.
Personal Information Protection Administrator
T112-0002 1-21-14 Koishikawa, Bunkyo-ku, Tokyo
Tel: 03-3811-8121 (Main)
E-Mail: Soudan@emergency.co.jp

10:00-16:00 (Monday through Friday, except for holidays)
2. Purpose and Use for Collection of Personal Information
EAJ shall handle the personal information only within the scope listed on [1] necessary to achieve the purpose
of use listed on [2] below Unless approved by the law for the protection of personal information or other regarding
law. If EAJ needs to change the purpose of use, EAJ shall inform the customer of the change or the revised privacy
policy shall be posted on our home page.
[1]Business content
Medical consulting service and Hospital booking service
Assistance service for those who encounter illness, disaster, accident etc.
Commissioned service of road assistance.
Booking service for transportation, accommodation, restaurants, concerts, etc.
Commissioned service of purchasing, house maintenance, moving, domestic help
General travel consulting service under Travel Agency Act
Any and all businesses incidental to each of the foregoing.
[2]Purpose of Use
@D To perform appropriate operation such as providing services, correspondence, claiming and payment,
answering for inquiries and request in regards to the above mentioned business
@ To operate product and service announcement, providing information, conducting survey, data collection
and data analysis in regard to the above mentioned business
® To perform the business consigned with other business operators in appropriate and smooth manner
3. Provision of Personal Data to Third Parties
EAJ does not provide personal data to third parties without consent, except for the following cases:
D When stated on Private Information Protection Law
@ When EAJ provides to their entrusted company including the local assistance company based upon
business necessity
@ When EAJ share with EAJ’s group company or affiliated companies
4. Entrustment of the Handling of Personal Data
EAJ may entrust the business to their partner company which EAJ appointed to and signed non-disclosure
agreement with EAJ based upon business necessity.
5. Sensitive Information
EAJ does not obtain, use, or provide to third parties information concerning health and/or medical history,
(hereinafter referred to as “Sensitive Information”), except when pursuant to the relevant laws.
* “Sensitive Information” means the information prescribed in the article 5 of “Financial Services Agency (“FSA”)
Guidelines on Personal Information Protection”
6. Claims Procedures for Disclosure of use of Personal Information
EAJ shall accept the request concerning retained personal data, such as notification of the purpose of use,
disclosure, revision, addition, deletion, suspension of use, or provision to third parties.
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I agreed / [0 disagreed the above mentioned statement.

Please sign below.
Date:

Signature:

Print name:

For underage customer, Statutory Agent Name:

Relationship:




Emergency
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Japan

AUTHORIZATION TO RELEASE HEALTHCARE INFORMATION (E®RE#BIRARE)

Patient Name ®¥4:

Date of Birth 444 g:

Hospital [z mh:

I hereby acknowledge that I authorize the Hospital above to
release healthcare information relevant to the arrangements of
my medical treatments to

EMERGENCY ASSISTANCE JAPAN., Co Ltd. ("EAJ")
NRK-Koishikawa Bldg. 1-21-14, Koishikawa,

Bunkyo-ku, Tokyo 112-0002 Japan
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This authorization applies specifically to:
X] Complete medical records and information relating to the
following medical condition, treatment and dates:
Medical Condition:
Treatment:
Date of Service:
X] Pre-existent medical conditions / Prior medical history
X] Medical Bills/ Legal Purposes / Insurance
[] Other:
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I agree that the hospital above, the doctor and the party concerned release
the following information should it be contained in my medical record: Acquired
immune Deficiency syndrome (AIDS) or HIV, Alcohol and/or drug abuse
treatment, or behavioral or mental health services to EAJ or the party that EAJ
designates.

Unless otherwise revoked by my written form, this authorization will expire

on the following date or event: If a date or

an event is not specified, this authorization will expire one year from my date of
signature below.

This authorization is voluntary. I understand that I can refuse to sign this
authorization, and the hospital above and EAJ will not condition my treatment,
payment, enrollment, or eligibility for benefits on my signing of this authorization
except as allowed by laws or regulations. I understand that I may inspect or copy
the protected healthcare information to be used or disclosed.

I understand that I may revoke this authorization at any time by notifying the
hospital above and EAJ, in writing of my revocation. I understand that the
revocation will not apply to any information that is already released in reliance on
this authorization.

I agree that the healthcare information released under this authorization may
be re-disclosed by EAJ and the party that EAJ designates to third parties.

I hereby release EAJ and the party that EAJ designates from all liability and
claim of any nature whatsoever pertaining to the disclosed of information as
contained in the records released pursuant to this authorization. I acknowledge
that a copy or facsimile of this authorization is considered valid as the original.
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Patient/Guardian Signature:
BEREE DEAL

Date:
B4 A

Printed Name:
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If signed by a person other than the patient, relationship to the patient
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