To the Doctor
Please give simple description of Accident/Illness for Insurance purpose.

A 7 — 73 Ao g Il LA A 2

Japan CO-OP Insurance Consumers’ Co-operative Federation

MEDICAL CERTIFICATE
(%‘) Iiﬁ‘ %) (English only: Please type or write in block letters.)

Patient’s Name : (GER&HKZ)
(SURNAME:#f:) (FIRSTNAME: %)

Sex : (M) Patient’s Date of Birth: (ZF4HH)
[(Male  (%8) / y
[ JFemale (%) Month Day Year

Address in Japan: (HZAD{1:AT)

Occupation: (% %)

(ARt & 713l Bea RO K & 75 5 7215 %)

A. Cause of Injury or Disease which caused Hospitalization or Hospital-attending for Treatment:

Name of Injury or Disease: (5i#H4)

Date of Pathopoiesis or Injury: (F&W - Z{EFEHO)
/ /

Day Year

Check the box Month
[J(Physician’s opinion [XRliffE7E) [](Patient’s report 5 H 1)

B. Cause of A: (AD i)

(Bt & 72 12RO E K & 7 - 72 478))

Name of Injury or Disease or Action that Caused Injury:

Date of Pathopoiesis or Injury: (3% - 2EFHH)
/ /

Month Day Year

Check the box
[J(Physician’s opinion X[l 7) [ (Patient’s report & & H )

In case of malignant neoplasm CEVEFT MDA

Histopathological diagnosis (HERHERZZ1E2 )

Date of diagnosis (G2 ) /

Month Day

Year

TNM classification (p TNM)

ICD-10: ([EIE5E0 55 %5)
Check the box [ ] Cancer CEM:#EM)

[ Intraepithelial Neoplasia (RPN 4E)

[] Others (% Ofth)

Date of First Medical Exam: (#J#24FH H) Previous illness (if any): (BETEAE - £59%)
/ /
Month Day Year
Period of Hospitalization for Treatment: Month | Mark O on Day(s) of Hospital-attending for
ONSAERED 1 Treatment: (FLEREHEEN 2O TILA)
from y y to y v 1 2 3 4 5 6 7 8 9 1011 12 13 14 1516
Month  Day  Year  Month Day  Year 117 18 19 20 21 22 23 24 25 26 27 28 29 30 31
Period of Hospital-attending for Treatment: |1 2 3 4 5 6 7 8 9 1011 1213 14 1516
(Gl Be i 301 R 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31
from Yz v to v VZ 1 2 3 4 5 6 7 8 9 1011 1213 14 1516
Month  Day  Year  Month Day  Year 117 18 19 20 21 22 23 24 25 26 27 28 29 30 31
The period in which you,_out of the qbove 1 2 3 45 6 7 8 9 1011 12 13 14 1516
durston, ordered the patent g recive 171819 50 223 23 00 35 20 27 38 29 305
BRI, BESEANEE & 72 IR A BT 1 2 3 45 6 7 8 9 1011 12 13 14 1516
3 LR 7- B 117 18 19 20 21 22 23 24 25 26 27 28 29 30 31
from Vs Vs to V VY 1 2 3 45 6 7 8 9 1011 1213 14 1516
Month  Day  Year  Momth  Day  Year (17 18 19 20 21 22 23 24 25 26 27 28 29 30 31
Period of Using Retainer: ([#7E5 o>{di H 1) Kind/Name of the Retainer: ([f5E 5 0 F%H - 4 55)
from / / to / /
Month Day Year Month Day Year

Operation 1 (including surgical intervention) (F1fj) : Check the box

[ @ Endoscopic surgery (7 7 4 )N—Z2 3 —TF1)
Type

[0 ® Thoracotomy * Thoracoscopic surgery (B - alesi ~F1kr)
[0 ® Laparotomy - Laparoscopic surgery (B - JEEE: F T

[1® Craniotomy (BHEAT)
[0 @ Open neck surgery (BH i)
[J® Others (ZMDfth)

Details

[]In case of skin grafting 25cni or above (fE/ZIfifE25cilh - TdH 3)

Date of Operation (F-#fi )

Name of Operation (Ffki#)

/ s

Month Day Year

Operation 2 (including surgical intervention) (Ffff) : Check the box

[] @ Endoscopic surgery (7 7 14 )N—Z2 3 —TFfi§)
Type

[J ® Thoracotomy * Thoracoscopic surgery (B « fijess  F1hv)
[]® Laparotomy * Laparoscopic surgery (B - JEESEF Tl )

[1® Craniotomy (BEAT)
[J @ Open neck surgery (BHZH)
[1® Others (ZDfh)

Details

[[]In case of skin grafting 25cni or above (i i fi25cnilh - TdH 3)

Date of Operation (T-#fi H)

Name of Operation (Fili44)

/ /

Month Day Year

156053

2025.3. 2,000 KYM



Radiotherapy Under-gone in Connection with the present case: (Jx4H##IE4})
Name of Therapy: ()5 ) Quantity in total: (F&f &)

Period: (M)
from / e to / /

Month Day Year Month Day Year

History of the Patient from Pathopoiesis or Getting Injured up to the First Diagnosis:
CRIRD 5 Wiz £ TOREIRFEE)

Present Conditon and Clinical Course (including Objective Symptoms, Treatments Given, and its Results) :

(WIRZIE DT i ds K O, AT, WERNE. MREEE)

Examination Undergone in Connection with the Present Case: (ZZf# L 72 %%)

Date: (%FHH) Findings: (/i %)
Roentgenography: (X####r) ot~ ey 7 Year
CT(Computer Tomography): (CTH:i%r) Month Dy eur
Electroencephalography: (hihkes) | . . 7 vy 7 Year
Electromyography: (f7 XI#i#r) vt 7 Dy 7 e

Name and Address of Doctor from whom the Patient got Previous Treatment, if any: (i &)

Name of Doctor: ([Efifi4)

Name, Address and Country of Hospital: (ki . {Eir. @) Tel: (& &)

I hereby certify that the above-stated are true and correct: ( EFEDEDGEHWZL £9, )
Name, Address and Country of Hospital: (Fbi4. {Eir. [H)

Date: (fFHH)
Tel: (FH&R) / /

Month Day Year

Name of the Doctor (Print): (EAi&—#ET) Signature of Doctor: (& %)

* In case of cervical syndromes (e.g. vertebrae cervicales sprain), lumbago or back pain, please record
existence of objective symptoms, and if any, describe the examination findings. : (FEERAEMENE. I -

TWROEGA I, ENFTROAEE, & 255 I2I3RMAENET L TOMRZBILA)




