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This document certifies that if | have received insurance compensation based on the Health Insurance Law,

| shall agree that the Sony Health Insurance Society shall act to claim compensation from the responsible party
within the amount of benefits provided by the Society pursuant to Article 57 of the Health Insurance Law, and
the Society shall receive such compensation.

| also pledge to comply with the following terms.

1. If attempting to reach a settlement with the responsible party, | shall provide advance noatification of such details.

2. | shall not submit a blank letter of attorney to the responsible party.

3. If receiving payment in cash or in kind from the responsible party, | shall notify the Sony Health Insurance
Society of the date of such receipt, the nature of such, and the amount (or assessed amount) of such payment,
in full and without delay.
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