Cautions in drawing up a medical certificate
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No. Item(H H 4) Instructions (71& $1H)
iii. Complications of Requiring If there were coexisting diseases and/or complications
hospitalization treatment requiring hospitalization treatment, please write the
name of the disease(s), the date of onset,and the date of
diagnosis.
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v. In case of malignant neoplasm If there are no histopathological diagnoses, please write
Including carcinoma in situ, other bases for diagnosis.
non-invasive carcinoma, and
CIN3
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iii. Outpatient Circle the dates of hospital visits aimed at receiving pre-
hospitalization and post-discharge treatments. Make sure
to write the total number of days for each month.
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Special professional Intervention

If a vascular catheter test was performed on the heart,

please write the laboratory findings.
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Operation If vascular catheter surgery was performed on the blood
vessels of the limbs, and if multiple sites were operated on,
please write the site(s) operated on as your comments on
the surgery.
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Radiotherapy If radiotherapy and/or cancer thermotherapy had been

Quantity in total

performed, make sure to write the method of anesthesia

Gray GBq and the date the treatment was performed(duration), etc.
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To Asahi Mutual Life Insurance Company English only: Please type or write in block letters.

MEDICAL CERTIFICATE(Attending physician's statement)

1. Patient’s Name (25 K4) Sex (#5)) Patient’s Date of Birth(Z:4A H)
(SURNAME : #f) /(FIRSTNAME: %)
[OMale (3B) / /
OFemale (%) Month Day Year
2. Name of Disease and / or In] ury (9%4) Onset Date of Disease/Injury (f5#%:4:) | Diagnosis Date of Disease (2 H)

i . Name of Disease/Injury for Hospitalization(Operation) ({5#4)

/ / / /
Month Day Year | Month Day Year
. . / / / /
i . Etiology (5®) Month Day Year | Month Day Year
iii. Complications of Fequiring Hospitalization treatment (&)
/ / / /
Month Day Year | Month Day Year

iv. In case of malignant neoplasm /ncluding carcinoma in situ, non-invasive carcinoma,

and CIN3 @xaoga)

Histopathological diagnosis (BRI W)
Date of diagnosis@in) / / TNM classification(pTNM)
Month Day Year
3. Period of Medical Treatment (&#eiR)
i .Date of Initial consultation (¥JZR) / /
Month Day Year
ii . Hospitalization (Akz)
from / / to / / [0 Discharged GERz)
The 1st.
Month Day Year Month Day Year [0 Inpatient (ARzH)
The 2nd. |from / / to / / O Discharged
[0 Inpatient
Disch: d
The 3rd. |from / / to / / O} Discharge
[J Inpatient
iii. Outpatient (GBE?) : 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 123456738910 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 123456738910 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 Day(s)
4. Special professional Intervention (&) :Check the box
Type O@®Cerebral angiography (s n7—sviasr) [1@Cardiac catheterization(iins—7 i)
yp O®@Laparoscopy (Eregims) @Thoracoscopy (faesinz) G Mediastinoscopy Githasiinz)
Name of Intervention (f#4) Date of Intervention (f# H)
/ /
Month Day Year
Type of anesthesia ‘D@General anesthesia (&) @Other anesthesiazomoiEy @ None (L)

5. Operation (including surgical Intervention) (#4#) :Check the box

Type O@Laparotomy*Laparoscopic surgery (i-igrss v 54 (JB®Endoscopic surgery (774~ a7 54f)

O@Craniotomy @i J@Burr hole opening (#iy) [J@Thoracotomy* Thoracoscopic surgery (- fulss F i)

Address of hospital

O®Intravascular surgery (w#s—1=i) @Others( )
Details |[0 In case of skin grafting 25cii or above (i Fifi25ci Ll FThb)
Name of Operation (Fii4) Date of Operation (F#fiH)
/ /
Month Day Year
Type of anesthesia ‘D@General anesthesia (&) [1@Other anesthesia(zook#Ey 1@ None (kL)
6. Radiotherapy| Region (4Bir) \ Quantity in total GasiE) Gray GBq
(Bt RS Period () from / / to / /
Month Day Year Month Day Year
‘ Type of anesthesia ‘D@General anesthesia (&g #Hy) [@Other anesthesiazofoFiiy) [1@None (FEkL)
I hereby certify that all the information given is correct.
Name of hospital / /
Date: Month Day Year

Country Signature of doctor




