PROOF OF LOSS FORM

The furnishing of this form, or its receipt by the Company, must not be construed as an admission of any liability on the Company,
nor a waiver of any of the conditions of the insurance contract. Any person who knowingly and/or with intent to injure, defraud, or
deceive an insurance company or other person files a statement of claim containing false, incomplete or misleading information,
may be guilty of insurance fraud and subject to criminal and substantial civil penalties.

1 - COVERAGE INFORMATION - This information can be found on your Insurance I.D. Card

Insurance Company:_Liaison International - Name of Group/Plan; FON12-120101-01TM  pojicy/Certificate # 11VLN12-52085

Coverage Effective Date: Coverage Termination Date:
(Month/Day/Year) 09 07 2014 (Month/Day/Year) 02 26 2015
2 - PRIMARY INSURED INFORMATION 3 - CLAIMANT/PATIENT INFORMATION
Name of Insured: Rodney Larson Name of Claimant: Rodney Larson

Date Of Birth (Month/Day/Year): 09 27 1944 Date Of Birth (Month/Day/Year): 09 27 1944

Sex M []F Sex M [ ]F
4 - CURRENT ADDRESS 5 - PERMANENT ADDRESS
Current Residence Address: Permanent Address In Home Country:
Royal Park Hotel 4713 Dominick Drive
Ning-gyo-cho, Tokyo Japan Minnetonka, MN 55343
USA
Daytime Phone # (952) 960-1935 If Applicable, Date scheduled to return to Home Country:
Email Address: rodlarson100@yahoo.com (Month/Day/Year): 03 07 2015

If Applicable, Date of Arrival in US.
(Month/Day/Year):

6 - MEDICAL INFORMATION

If Injured, provide details, such as how, when, and where injury occurred.

| had an episode around noon on Monday, January 20 where | experienced heart palpitations and
numbness in my left arm and leg. This condition lasted for about a 1/2 hour then subsided. The rest
of that day was quite normal. Then, again on Tuesday, January 21 | again experienced another
episode similar to the one on Monday. However, this time the symptoms did not subside and lasted
for about 2 hours. | then decided | had better seek medical attention and asked my co-workers to
help me get to an emergency room. For the rest, see the attached Attending Physician's Statement.
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NAME OF CLAIMANT/PATIENT POLICY/CERTIFICATE #
Rodney Lester Larson 11VLN12-52085

7 - If lliness, advise when and where symptoms first occurred and nature of illness:
see Section 6 above.

8 - Name and Address of Consulting or Treating Physicians:

Dr. Yamato Fukui, St. Luke's International Hospital, 9-1 Akashi-cho,Chuo-ku, Tokyo,
Japan 104-8560

9 - Have you ever been treated for this lliness before? Wy [N
ifYes, When? 1999, 2006, 2014

10 - Provide Name and Address of your Primary Care Physician in your Home Country:

Dr. Bella Shklyarova, Park Nicollet Clinic, 3900 Park Nicollet Blvd., St. Louis Park, MN 55416

Dr. Levi Tan, Maasin City, Southern Leyte, Philippines 6600

11 - Indicate other Employer / Private/Government Medical Insurance coverage. (Include name, address, policy number and
certificate number of Insurer):

Medicare, Part B

12 - Please advise names of any prescription medications you are presently taking or took during the past 6 months not related to
your injury or illness:

Furosemide, Lipitor

13 - Please advise names of any prescription medications you have been prescribed for your injury or iliness:

Diovan, Atenolol, Plavix, Pletaal, Amlodopine

|, the undersigned authorize any hospital or other medical-care institution, physician or other medical professional, pharmacy, insurance support organization, governmental agency, group
policyholder, insurance company, association, employer, relative or benefit plan administrator to furnish to Seven Corners, Inc. any and all information with respect to any injury or illness
suffered by, the medical history of, or any consultation, prescription or treatment provided to, the person whose death, injury, illness or loss is the basis of the claim and copies of all that
person’s hospital or medical records, including information relating to mental illness and use of drugs and alcohol, to determine eligibility for benefit payments under the policy identified
above. | authorize the group policyholder, employer or benefit plan administrators to provide Seven Corners, Inc. with financial and employment related information and documents. | agree
that | will provide Seven Corners, Inc. with any medical records, or other records, requested by Seven Corners, Inc. to process the claim. | understand that my failure to provide requested
documents to Seven Corners, Inc. may result in denial of the claim. | understand that failure by any of the above referenced entities or individuals to provide information or documents to
Seven Corners, Inc. may result in denial of the claim. In addition, | hereby certify that the above information is true and correct to the best of my knowledge and belief. | understand that any
false statements made on this form or omissions of information requested by this form may result in denial of the claim. | acknowledge and understand the Fraud Notices on Page 3 of this
document.

@) v ez Larsim ﬁm@% 23,

Signature of@nt/ﬂaimant or Parent, If Claimant is a Minor
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PAYMENT AUTHORIZATION FORM

For an ACH, if the bank is located in the United States, complete boxes 1 and 2. (The names in box 1 and 2 must match.)

For an ACH, if the bank is located outside of the United States, complete boxes 1 and 3. (The names in box 1 and 3 must match.)
For a wire transfer, complete boxes 1 and 3. (The names in box 1 and 3 must match.)

For a check, complete boxes 1 and 2. (The names in box 1 and 2 must match.

Bl N

METHOD OF PAYMENT - ONE MUST BE SELECTED

W ACH [ ] Check [] International Wire Transfer
OnlyinUS.$, Canada $ Check will be written and shipped to
Euros & Pounds person in “Contact Information”field.

1- CONTACT INFORMATION

(PO. Boxes are not accepted)
Name: Rodney Lester Larson

Physical/Street Address: 4713 Dominick Drive, Minnetonka, MN 55343
Email: rodlarson100@yahoo.com Telephone Number; 1-952-960-1 935

| authorize Seven Corners, Inc. to contact me using the email address | provided in this form to discuss and/or inform me of payment confirmation.

2-US ACCOUNT INFORMATION - COMPLETE FOR ACH PAYMENT IF BANK IS IN THE U.S. (NO FEES APPLIED)
(Name in“Contact Information” must match name on bank account)

Account Type: W Checking [] savings
Name: Rodney L. Larson Full Bank Name: First Minnetonka City Bank

14550 Excelsior Blvd., Minnetonka, MN 55345

Account Holder(s)

Complete Bank Address:
ABA Routing Number: 091014458 Account Number: 299671

3 - INTERNATIONAL / NON-US ACCOUNT INFORMATION - COMPLETE FOR WIRE TRANSFER PAYMENT OR ACH OUTSIDE THE U.S.

Preferred Reimbursement Currency:

Full Bank Name: Branch Name/Number:

Complete Bank Address:

Account Holder(s) Name:

(Exact, full, legal name(s) of account holder(s) as it appears on bank statements. Joint accounts require all names.)

Account Number:;

Complete the fields below as appropriate for your specific account. Please contact your bank to confirm the exact information required

to successfully receive a foreign funds transfer.

Routing Number: SWIFT/BIC:
IBAN: CLABE:
BSB: Sort Code:
Other (please specify):

| hereby authorize Seven Corners, Inc. (hereinafter COMPANY) to mail any payments to the above listed address and to deposit any amounts owed me for reimbursement
of medical expenses or services rendered by initiating credit entries to my account at the financial institution (hereby BANK) indicated above. Further, | authorize BANK to
accept and to credit any credit entries indicated by COMPANY to my account. In the event that COMPANY erroneously deposits funds in my account (by way of example, |
am not entitled to the funds or the amount of deposit Is incarrect or such funds are deposited in the wrong account), | authorize COMPANY to debit or credit my account
in the amount necessary to correct the initial deposit, but in no case shall any debit exceed the amount of the initial deposit. | further agree COMPANY is not responsible
for any transaction fees charged and will release Seven Corners of any liability in the event of lost or stolen payments,

nQbéw‘zM L‘zj%}( (m(sm\ jﬂfwfré 21, 20)5

unt Holder Signature
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(ID:0012379301)

St. Luke’ s International Hospital

9-1 Akashi-cho,Chuo-ku, Tokyo Japan 104-8560
Phone: 03-3541-5151  Fax: 03-3544-0649

Z W # ATTENDING PHYSICIAN'S STATEMENT

BEY4 Patient name BEEFEAH Date of birth

LARSON RODNEY September 27 , 1944

JEARZYBI 7= H Date when illness or injury was noticed | fE8RIC &K 2 %% T3 2. Is the condition due to pregnancy?

January 17, 2015 . YES ¥ NO

#]7 H Date of first consultation DBIEDEEII TSI NET N,

January 21, 2015 Is there any other disease related to the present
condition?
Hypertension, Dyslipidemia

BEIILMICEEOERZFALIENGHODFT | WDEHTL LI, If yes, give approximate date.

AR In 1999
Has the patient ever had the same or similar | DART DRER TEBRICHEEE S ITE L 72D,
symptoms ? Yes, PCI (percutaneous catheter intervention) was performed three

¥ YES [ NO | times in 1999, 2006, 2014.

HEE DI i Outpatient visit Ak From To
Period of treatment " Home visit *2
¥ Hospitalization APBt  Date :January 21,2015 Date : January 22, 2015

54 Diagnosis
Unstable Angina Pectoris

#%i#® State of illness

Mr. LARSON was transferred to our hospital because of two hours lasting chest discomfort feeling on January 21,
2015. The symptom disappeared at our hospital. There was no ST change on ECG and no abnormalities on Lab data.
But, percutaneous catheter intervention (PCI) with stent had been performed three times before. Therefore, we
estimated that the fatality rate was 30% without cardio angiography (CAG) and PCI. So, we recommended admission
and CAG to him. He was admitted with suspicion of unstable angina pectoris and cardio angiography (CAG) was
performed immediately. CAG showed another occlusion of coronary artery (75-90% occluded mid L.Cx). Then,
Stenting (Xience Expedition 2.5x18mm) was performed and finished successfully. There was no adverse event
during one day observe after the procedure. He was discharged on January 22, 2015.

OB TIaR = 27250 F0%kbit: Name of facility if services were provided for this illness or injury.
No.

B H Date of recovery
He needs Follow up at his regular doctor.

HBEARICBEL T IMIENTWS L2 — TSRS 0N,

Medical services Refer attached receipt(s).
Hf}  Date January 22 , 2015
{7 Address St. Luke’ s International Hospital

9-1 Akashi-cho,Chuo-ku, Tokyo

Japan 104-8560 w4 YAMATO FUKUI W ?«étﬁ\/vo/
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January 27, 2015

To Whom It May Concern:
The two (2) bills from St. Luke’s International Hospital are in Japanese yen. The first bill is for a total of
2,900,599 Yen for the Doctor fees and Hospital fees and the second bill is for 5,850 Yen for Pathology.

The total is then 2,906,449 Yen. 2,000,000 Yen was paid by a friend and the remaining 906,449 Yen
was paid by MTS-Systems-Japan.

The approximate exchange rate on January 21, 2015 was 115.83 Yen/US Dollar. The total bill is then

approximately $25,092.37 in US Dollars.



1of2

https://www.sevencorners.com/insurance/liaisoninternational/thankyou....

hilsoﬂinternatianal

medical insurance

Thank You For Your Purchase!

Your Purchase Is Complete!

( - UIQ‘W YOUT 3
4

Please keep your Virtual ID Card™ with you at all times during your travels 5 e RNERS
Be sure to view the following: Virtual ID Card™ | Official Program Summary |, VIRTUAL 'D CARDS")

Receipt of Purchase Included with your purchase are a wallet ID card and your
complete Virtual ID Card. We recommend that you keep

Purchase Date: 01/12/2015 both with you at all times during your travels. Should you

Credit Card: XXXXXXXXXXXX7481 have any questions about your membership or the

Amount: $316.78 services provided, please feel free to call us at

Address: 800-335-0611, Monday through Friday between 8am to

Rodney Larson 5pm EST or, email us at info@sevencorners.com.

4713 Dominick Drive

Minnetonka, MN 55343 Thank you for allowing us to be of service to you!

United States of America GoHealthPlan Insurance Solutions & Seven Corners,
Inc.

rodlarson100@yahoo.com

Wallet ID Card
! - The person named on the front of this card is eligible for certain
x ‘; SEVENCORMERS ?—?a\\llslr:ngj?;:(ir;;r:;& ServiF::es and Benefits as outlined in the materialgprovided.
For EMERGENCY evacuation and medical assistance, or
Liaison International travel assistance ONLY, call Seven Corners Assist 24/7/365:
Primary Insured: Rodney Larson U.S., Canada & Caribbean: 1-800-690-6295 (Toll Free)
Certificate #: 11VLN12-52085 International: Toll Free Country Access Codes + 800-690-6295

Collect Calls: 0-317-818-2808

Group Number: LON12-120101-01TM For claims and benefits questions (Open M-F 8am-5pm EST):

Eff. Date: 09/07/2014 I Exp. Date: 02/26/2015 U.S., Canada & Caribbean: 1-800-335-0477 (Toll Free)
International: Toll Free Country Access Codes + 800-335-0477
‘! MultiPlan Collect Calls: 0-317-575-2656
Email: info@sevencorners.com
0 \We

Enjoy your travels to JAPAN! Become a Community Member!

As a Seven Corners' member, you are now entitled to Get connected, submit reviews,

access our exclusive WellAbroad.com website. You can  vjew galleries, and read articles

view up to the minute news, travel, health and safety involving all things travel!

warnings for each country you intend to visit while

traveling abroad. The Seven Corners Community is

your source for every vacation,
To gain access to WellAbroad.com, you will need to enter  pysiness trip, safari, family visit,

the user name and password provided below: mission trip, or any other journey

you take. Meet and discuss with

other members of our community for the latest updates for
all things travel!

WellAbroad.com
User Name : RoLarsonll
Password : 52085

:“: http://Community.SevenCorners.com
Happy Travels - ‘WELLABROAD

1/12/2015 3:45 AM
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ARDS™ summary of benefits

Liaison International

Certificate Number 11VLN12-52085 Group Number LON12-120101-01TM
Effective Date 09/07/2014 Expiration Date 02/26/2015
Coverage Days 173 Hazardous Sport Coverage Declined

Medical Maximum $100,000 Deductible $250

AD&D Beneficiary Jovelisa Larson Beneficiary Relationship SPOUSE

View Coverage Letter Click Here

Insured Information

Name Rodney Larson |Date of Birth H 09/27/1944
Purchase Information
Purchase Date 01/12/2015 Address Rodney Larson
4713 Dominick Drive
Credit Card XXXXXXXXXXXX7481 Minnetonka, MN 55343
United States of America
Amount $316.78
rodlarson100@yahoo.com
Highlight Coverage Details
Emergency Medical US$300,000 Return of Mortal Remains: US$50,000
Evacuations:
Emergency Reunion: US$50,000 Loss of Checked Luggage: US$250
AD&D: US$25,000 Principal Sum for Coinsurance: After the deductible, program
Insured or Insured Spouse, pays 100% to the chosen
US$5,000 for Dependent Child. maximum
Questions About Your Coverage & Benefits For Immediate Assistance
U.S., Canada & Caribbean: 1-800-335-0477 (Toll Free) Seven Corners Must Be Contacted:
International: * Ipll Free Country Arcess Catles - As soon as non-emergency hospitalization is recommended
+800-335-0477 « Within 48 hrs of the first working day following an emergency admission
Collect Calls: 0-317-575-2656 (This line is only * When your physician recommends any surgery including outpatient
open during business hours, 8:00-5:00 pm |* FOr emergency evacuation, repatriation, and assistance services
EST)

N o . U.S., Canada & Caribbean: 1-800-690-6295 (Toll Free)
Seven Corners utilizes AT&T for its toll free 800 numbers at .
. ; ) ) International: * Toll Free Country Access Codes + 800-690-6295
www.usa.att.com/traveler/access_numbers/index.jsp. Virtually anywhere in

the world you can dial an access code, then dial one of Seven Corner's 800 | Collect Calls: 0-317-818-2808 (this line is monitored 24 hours a day)
numbers and be connected to Seven Corners, Inc.

Agent Information

GoHealthPlan Insurance Phone: 310-553-8383 Email: motticohen@msn.com

Solutions Toll Free: 800-344-6870 Web: www.gohealthplan.com

1901 Avenue Of The Stars Fax: 310-421-0404 To Renew: https://renewal.sevencorners.com/
Suite # 615

Los Angeles, CA 90067 United
States of America

Please Contact Your Agent for Further Information & Purchases

Claim Submission Preferred Provider Network
Claims Must Be Faxed or Mailed To: To obtain a list of U.S. providers, contact Seven Corners
Seven Corners, Inc. Assist or visit www.sevencorners.com/ppo
303 Congressional Boulevard ° @
Carmel, IN 46032 94! MultiPlan

Fax: 317-575-2256

2 of 2 1/12/2015 3:45 AM
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