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Certificate by the Physician
Date of delivery
Name of Mother
S Name of Father
Eﬂ; State of birth Birth or Stillbirth
= In case of still birth Pregnancy months
] Name and Address of attending physician
(-
ate
Address
Signature
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Letter of Consent
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To: MAZDA Health Insurance Society

I,asa persoontrnwhodeliveroverseas, authorize MAZDA Health Insurance Society
and its outsourcing cactor(s)to refer and obtain any and all factual information
related to myapplication document(s)for ChildbirthLump-Sum Allowanceincluding
information of delivery date, place, and any treatment records from the delivery
assistance (medical organizationetc.)in order to verify the factof the delivery.
Further, I agree to fill out other document(s)if countries, regions or medical
organizationsrequire tosubmit 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.
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-Personwho deliveroverseas

(Name)

(Address)

(Date of birth) Year Month Day



