MEDICAL CERTIFICATE(Attending physician’s statement)

To Nanairo Life Insurance Company, Limited English only:Please type or write in block letters. E UE

1. Patient’s Name (GB%K4) Sex (H3) Patient’s Date of Birth(“E4EH H)
(SURNAME: It) /(FIRSTNAME: 4) OMale (*8) / /
OFemale (%) Month Day Year

2. Name of Disease and / or Injury (554)

i . Name of Disease/Injury for Hospitalization(Operation) (554 ) Onset Date of Disease/Injury (#4511 H)
Check the box
[0 (Physician’s opinion FEfifi#ft &)
O (Patient’s report HF i)

/ /
Month Day Year
i . Etiology (s) iii. Complications (&)
iv. In case of malighant neoplasm GEVEEEHOHE)
Histopathological diagnosis (B2 1)
Date of diagnosis @) Month / e / veur TNM classification(pTNM)
3. Period of Medical Treatment (&)
i . Initial consultation (#]i2) :from / / to / / O Final Consultation (##)
Month Day Year Month Day Year [] Under Treatment (jgEd)
ii . Period of hospitalization (AB¢)
The 1st. from / / to / / O Discharged GEBz)
Month Day Year Month Day Year [0 Inpatient (AFiH)
The 2nd. |from / / to / / O Disch.arged
[J Inpatient
iii. Date treatment was received as an outpatient Gil#) : Please circle day (s) Total
month /year 12345678910 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 Day(s)
month /year 12345678910 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 Day(s)
month /year 12345678910 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 Day(s)

4. History of present illness (W2 £ToOf%E) : Please indicate when and how symptom first appeared

Present condition and Clinical course(#]Z2 o i LOWH)

5. Special professional Intervention (4&f#) :Check the box
O@Cerebral angiography (i gri—iips) [@Cardiac catheterization(ilgh— i)

Type O@Laparoscopy (Elkegskis) @ Thoracoscopy (ks G Mediastinoscopy(thasitn)
Name of Intervention (##4) Date of Intervention (l# H)
/ /
Month Day Year

Type of anesthesia ‘D@General anesthesia (25 [@Other anesthesia@ofosrEr) @ None (Fili7L)
6. Operation (including surgical Intervention) (i) :Check the box

O@Craniotomy @ik [J@DBurr hole opening (s (1@ Thoracotomy* Thoracoscopic surgery (Bi- il FFi7)
Type O@Laparotomy+Laparoscopic surgery (- s F 549 [1@Endoscopic surgery (774~ 2275
O®Intravascular surgery (ies7—»FiH) [1@Others( )

Details |[J In case of skin grafting 25ci or above (fi % @ifti25ai bl %)

Name of Operation (F4i4) Date of Operation (FfffH)
/ /
Month Day Year
Type of anesthesia ‘D@General anesthesia (&g gy [1@O0ther anesthesiaz ooy 1@ None (iF2L)
7. Radiotherapy| Part (i) Quantity in total (&) Gray (Rad)
v Period 0ui) e Month ] Day ] Year ° Month ] Day ] Year
Type of anesthesia ‘D@General anesthesia (&g @Other anesthesiazofoiy) 1@ None (ifraL)
I hereby certify that all the information given is correct. / /
Name of hospital Date: Month Day Year

Address of hospital

Country Signature of doctor




