(Request) Please fill in clinical findings, etc. to the extent that you know them based on the medical records.
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National Pension

Form No.120-6-(2)
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5 A . . For kidney disease, liver disease, and 1205 06-(2)
A Medical Certificate " v
@ Employees' Pension Insurance % W o= diabetes)
EEE{J%{%@ Rz (R IR - BERIR OB E )
Full Name Date Of Birth Y/ M/ D Age( ) Sex Male / Female
i AR A e A A é% L [ B/ &
House number , Street , City , State/Province , Postcode , Country
Address
£ P
Confirmed from patient record
@Date of onset Statement of patient
(DName of BRORAEFEAR Y/ M/ D AANDHNT
disease/injury i s SR YAE/ MA/ DH)
that caused the - -
disorder %j;f;;goﬁdﬁgom patient record
HEG DR LT o1 (@ The date the patient was first ;atomcmz)f stiont
4 medically treated for ) B v/ M/ D A DT P
OO7=0 D CERIOB A= H P A H
( Y4/ MAH/ DH)
@ Cause of the (®Existing ®Medical
desease/injury disorder(s) history
B OSRIR XN Date of initial consultation #JZZ4EH H (Date: Y/ M/ D) | BEA7 BEEIE
) o If the disease/injury has healed Date of recovery ( Y/ M/ D); confirmed / Estimated
@Whe.ther the disease/injury has been cur.e.d R AT [T ® Je H e ez
(including whether the symptoms have stabilized).
EIRBRS T2 GER DS EE L TR DO ES A CE7eu ke . . ibili i
Zé?@j;,géﬂ)\ HEL CIRTR ORI " If the disease / injury has not healed E;Iflspl?cl)hng of improvement of Yes / No / Unknown
VRN VAL VB ki3 Ni
EIRBIES TR WEH SRR LS 707 HLiA H B
(®Findings at the first visit to the medical
institution issuing the medical certificate.
W EAERR IR B 31 D AIR2 T AL
Date of initial consultation
(Date: Y/ M/ D)
MBEAB fz2 A =]
©@Contents and duration of Séigﬁﬁr;%ri Frequency %% ( /year 4 )
ini > . DI E
treatment, clinical course, e Average Frequency F¥E%  ( /month H)
duration, and other important - -
information. H%SEFOJ;’ of operations Dates of operation
BUEETORBOPE, WM, B, ZOfh Nom of operation o ate: v/ M D)
BELIRHEH Name of operation
2 * Fii4 FifrEA R ( £ A H)
Measurement Height Maximal Use of antihypertensive medication
FH aE cm Pulse Blood pressure ISON mmHg R £ SE D AR H
ate: eight E times / minutes f inima 0 es
D Y/ M/ D) Weigh ilTeiE! / JiliNES M 1 No / Y
( E A A) K kg [al/ %y /b mmHg b A
{DClassification of general conditions (Date: Y/ M/ D) (Please select the item and circle one.)
— IR XK F A H (Y 15bDERATENDPLOEZOTHATIEEN, )

a. The patient is asymptomatic and can engage in social activities without restriction. The patient can behave in the same manner as before the onset of the disorder.
MR CHATEENCTE, FlfRE =T HZ L7, BIFATEFRFICSHEZDHHO

b. The patient has mild symptoms, and his ability to do physical work is limited. However, he can walk and do light or sedentary work (light housework, clerical work, etc.).
REEDIERADY . WIRTHBITHIRESZ T 53, BT B0 EITTELLD FIE BOFESHE, F5RL

c. The patient can walk and care for themselves but may need some assistance at times. The patient cannot do light work but is active at home for more than 50% of the day.

BATRH DEDYDOZEITTEDN, FHD LA B L IR Z b HY | BT TEROA, AHD50%LL RIFEEL THhDHO

d. The patient can do some self-care but often requires assistance, spends more than 50% of the day in bed, and is virtually unable to go outside on their own.
HOFEOLVOBHLEDZLITTEDN, LIEUIENBIARLE T, BHFD50% L FITBKL TEY, B TIHEI~OIMENEERFTREL 2o T2b D

e. The patient is unable to care for themselves, requires constant assistance, and is forced to stay in bed all day. The range of the patient’s activity is limited to the area around the bed.
HFOFEOLVOZLLTE | WICNMBIZLEEL | & AR Z IRV DAL, IHBNOHFIPH2S B F e da~y NEDIZIRODH O,

Condition of the disability
REE DIREE

@Nephropathy [present disorder (Date:

Y/ M/

D)]

(If the patient has renal retinopathy or diabetes, please also fill in the necessary information in (4 the Diabetes Mellitus section.)

BHRA ( i A HELRE) (B PERERRE X IHE IR 2 & 0F 3201 Cid, BRI (@) OflCH L EFIHEZ AL TESN, )
1.Clinical findings (3) Laboratory results (Refer to the instructions before filling out this table.)
fife R T B RS GEA ELOEEEZSR)
(1) Subjective symptoms (2) Objective symptoms Date of examination i H Date of examination % H
HRER AT R Items of examination Hi#1E H Items of examination ##E H
Nausea / vomiting Edema (No/Yes/severe) . [
(No/Yes/severe) E (- - ) Daily protein in the urine (g/day) S(E;gﬁll(ﬁlngucngn(Bgéiﬁ)mﬁggégt/ \e/
Bl (- f - ) anemia (No/Yes/severe) 1RREAE(/R) BCP) (B(£G°£ 1’3CP°£’EﬁcE’*”BCP"}::—p)
Anorexia (No/Yes/severe) i (2 - F - ) %, %, EBCPE
BERE (& - F - &) Acidosis (No/Yes/severe) . ) -
Headache (No/Yes/severe) FIUR—VR (M - - %) Errs;‘ilr?nircl gzsan/cg/(lrlrr)mc :Fotal cklolcstorol(mg/dé)
SR (- - ) Symptoms related to renal failure oL AT m—L

Dyspnea (No/Yes/severe)
WEOR R (- A - )

BARARHEESK
Neurological symptoms
(No/Yes/severe)

R (I - - )

Vision disorder (No/Yes/severe)

JRER/RIVT F=1t

Protein in the urine (qualitative)
REA GEM)

LIRSS

Blood urea nitrogen (BUN)(mg/d¢)

Red cell count(X 104/1:0)
R EREL

Serum creatinine(mg/d¢)
MiErL7F=r

s (A . .o
BARE (% - A - &) Hemoglobin(g/d#) eGFR (m¢/min/1.73n7)

N A= 1=2 (n¢/%3/1.73m)

White cell count( 1¢) 24hour urine volume (m¢/day)

F 1 Bk 1HRE M/ H)
2.Kidney biopsy (No/Yes) (Date of biopsy: Y/ M/ D) ini

E,%zggjrﬁy psy w0 ety psy - . . Platele‘t’ count(X 104/10) ](Emngd/(ﬁenr;ous creatinine clearance

Findings /M WEPEZV T F =2 - 27U T 5 2/ 5y)
TR

Total protein in the serum(g/d¢)
MmiERER

LR

Arterial blood (HCO3-) (mEq/0)

You do not need to fill in columns that are unrelated to the extent or condition of the patient’s disorder. (Please cross out irrelevant fields.)

AN DREEOFREE K ONREEICHE BRI TR T 2L ZITHV EE A, (EBIGRZMIE, RIS IOHIHL TSN, )




Form No.120-6-(2)
1205 06-(2)

Condition of the disability
REE DIREE

3. Dialysis
N LBk

(2) Initiation of dialysis (Date:
N LEHBR%A B

N TBHTE AL ORRR I

RSN CIoA0HE & -
Clinical findings Fff /.

Y/
i A A
(3) Condition and frequency of dialysis (excluding peritoneal dialysis) (Number of sessions

N gt SRR (N5 BR<)

(4) Clinical course after initiation of dialysis

A (ST, IEEEHT, i)
M/ D)

(5) Complication resulting from prolonged dialysis (No/Yes)

1%

(1) History of dialysis (No/Yes) (hemo dialysis, peritoneal dialysis, hemo filtration)
NLBEIFEOEMOAF I M -

[m1/38, 10

/week, Duration per session

/hours)
i3

4. Other findings
ZDADFT R

clinical course #%if#
(2) Others
Z0fth

(1) Kidney transplantation & #46 (No/Yes) (# -« £)(Date of transplantation :

BAEEA A & A

(3Hepatopathy [present disorder (Date:
(In case of complication of kidney disorder or diabetes mellitus, important information should be reported in section 1 for diabetes mellitus or @nephropathy)

Y/ M/

D)]

FRRA ( ia A H HJE) CHERIE UL B IRIE 2 & 0F 9261 Tl BR (@) BER (@) OfICh B HIEAFTEAL TEEN, )
1.Clinical findings (3) Laboratory results (Refer to the instructions before filling out this table.)
R R T B, TRAT AR A EOFEEESR)
(1) SubjCCtiVC symptoms (2 ObJCCtiVC symptoms It r inati Reference | Date of examination f§i#H It £ inati Reference | Date of examination f§i#H
B w3k ems of examination e ems of examination e
General malaise (No/Yes/Severe)  Atrophy of liver (No/Yes/Severe) RAHEH it % HE e AT H it 5% R A
LHEOE (& - F - #) IR (& - F - ) NG rati
Fever (No/Yes/Severe) Splenomegaly (No/Yes/Severe) AST(GOT) (1U/0) /\/thga 10
FEEN (I - - ) ER (& - H - &) ( )
Anorexia (No/Yes/Severe) Edema (No/Yes/Severe) ALT(GPT) (1U/0) Platelet count (X 104/ué
BHCRIR (8 - £ - %) I - - ) MR
Nausea / Vomiting Ascites (No/Yes/refactory) ] Prothrombin time (%)
(No/Yes/Severe) Bk (B - £ - A GEIBHE) v ~GTP (1U/0) vy
HOLNEM: (B - F - %) Jaundice (No/Yes/Severe) - -
Pruritus (No/Yes/Severe) wE (% - fF - #H) Effﬁgé%tzﬂgilurubln (mg/de) :{AO;ZEQ}P‘I:?S(%EOI (ng/de)
FRGZORE (I - fF - &) Dilatation of epigastric veins st vt s A
Painful muscle cramps (No/Yes/Severe) Alkaliphosphatase (1U/0) Blood ammonia (ug/d¢)
(No/Yes/Severe) MEBERRIRARSE (I - A - %) TIVHYRAT 74— mf7re=7
AR (% - H/ - ) Hepatic encephalopathy Total protein in th a0
Hematemesis / Hematochezia (No/Yes (degree: ) m%;%%%ogeln in the serum (g/d¢) AFP  (ng/m¢)
(No/Yes/Severe) FEvERGAE (% - & - JE)) -
e R (HE . A . ) Bleeding tendency (No/Yes/Severe) Ef(r;;l/él;gu/mm (&/d0) PIVKA-TI  (mAU/m¢)
L (- A - ) (Method:BCG, BCP, modified
type BCP)
(BCGi#, BCPi:, i EHIBCPIE)
2. Grade according to Chﬂd*Pugh Classification The patient has not consumed alcohol for 180 days or more. o-xlo-xlo-x
Child-PughlZ & %Hgrade In case of alchoholic cirrhosis 180 F LA BT b a— /LA RURL T2,
A.(5-6) B.(7+8+-9) C.(10+11 - overl2) TN AR D Receiving necessary treatment on an ongoing basis. o-xlo-x|lo-x
1280k ke T B iR R A E ML T,
3. Liver biopsy (No/Yes) Date of examination ( Y/ M/ D)
AR |- F BRAEFH B i A A
Findings  Grade( ) Stage( )
a0 JL—f P
4. Oesophageal varices 5. History of treatment of hepatoma (No/Yes)
3 - H 72 DI S IR mw A
(1) No / Yes (Date of biopsy: Y/ M/ D) Surgical treatment i (frequency [H1%% )
- A WRAEAR 4 A A Local therapy maT#EE  (frequency [k )
(2) Past history of haematemesis/melaena  No/Yes ( times) Arterial embolotherapy BRI T (frequency [=l% )
M- if - F LD BEFE R "o A Al Radiation therapy Hi#igis (frequency EI¥ )
(3) History of treatment ~ No/Yes ( times) chemotherapy b4k (frequency [=1% )
BRI IR - B
6.History of treatment for spontaneous bacterial peritontis and other conditions associated with cirrhosis.
RN R RN 58 2 o0 At SR 25 A LA 3~ 2075 HE OO TR IR
Findings
TR
7. Prescriptions 8. Other findings
TR O Z OO
(1) Diuretic (No/Yes) (4) Albumin / plasma preparation (No/Yes) (1) Liver transplantation (No/Yes)(Date of transplantation : Y/ M / D)
FIpRA (% - ) TAT IR (- ) JHRE (% - 4) BHEAR i A A
(2) Special amino acid preparation (No/Yes) (5) Platelet transfusion (No/Yes) clinical course
Rk T R (I - ) iR (5% - ) it
(3) Antiviral therapy (No/Yes) (6) Others
LAV (8 - f) Z A
specific content (2) Others (Ultrasonography, CT scanning, MRI, etc.) (Date: Y/ M/ D)
BRI Z O (BB - CT - MR AR %) i A A
@Diabetes Melitus [present disorder (Date: Y/ M/ D)] (If renal complications are present, please fill in the necessary information in the Renal Disease (1) section.)

MROMEE (M - )

BetkomE (1 - )

AR P75
(3) Disabilities of physical (No/Yes) (Symptoms and Findings

SER - BT LA

HRRRBEOREE (- ) Sk - BT LA
)

BERE ( £ A AEE) (BSOHEZROLH]TIE, BHREE (@) OB EFEREZ AL TESW, )
1. Disease type (Select one from the following types and circle it.) 3. Condition of treatment
T (TN OFRENZOZ L TLIEEN, ) TRk
(1) Type 1 diabetes  (2) Type 2 diabetes  (3) Other types (name of disease: ) (1) By insulin (drug name: ) unit/day, times/day, unit/kg(weight)
1RUBE IR S5 2R IR ZOMOB 54 AL AN D CEAI4 ) B/ A [ml/H. HANT kg (1K)
2. Laboratory results (Refer to the instructions before filling out this table.) (2) Treatment other than insulin (specific treatment: )
WA GEA FOREESMR) AL AV LIS OIEHRIZ L% (BARRIZ2 100 : )
Items of examination Date of examination 4 H 4. Difficulties in blood sugar control
fRAHEA M= ha— L O R EE7 R
(1) Severe hypoglycemia with impaired consciouseness, preventing self-recovery (No/Yes) (  times/year)
0,
HbAlc (NGSP) (%) T XY [ CEE A TRV BT (18 - ) ( Ieal/45)
— — — (2) Hospitalization due to diabetic ketoacidosis (No/Yes) (hospitalization — times/year)
Fasting or after meals blood glucourse [Fastng/meds aer (1 Fasing/mels aer (| Fosting/meals aner (0| g0 pie 20 LT LR ey (e e ’
mg/dL) - hiid b i ; . :
5‘;”,;5#1 o e (3) Hospitalization due to hyperglycemic hyperosmolar syd. (No/Yes) (hospitalization times/year)
SR R S L LB R B A RS D A (- A1) (ABE Ia1/4)
- . R Finding
Has been receiving necessary insulin H A
treatment continously for more than 90 I
days prior to each exam date. O X O-x O - X
AhAE B KOENZ90 B LA ke L Tl B A
ARYARRE LRI TN,
Fasting or as needed C—peptide level (ng/mL)  Fasting / as needed (Date: Y/ M/ D)
2GR MU ERERE L C 7 F R ZEfERE - R wmEHR £ A A
5. Complications
A OfE
(1) Eye disorders (No/Yes) (Symptoms and Findings ) (2) Nervous system disorders (No/Yes) (Symptoms and Findings )




Form No.120-6-(2)
B 1205 06— (2)

Z MDA ( £ A A ZE)

1®Other metabolic disorders [present disorder (Date:

Y/

M/

D)]

(Subjective or Objective symptoms, Laboratory results, etc.)

(B FEAEAR - AL FERT 5 - Al 55)

(®Ability to perform daily activities and work with
present symptoms
(Please be sure to complete this section).
HUERED B # AR EIRE ) & O 5 EB6E
BFRALTIEE,)

@Prognosis
(Please be sure to complete this section).
FHUWTFALTIEEN,)

(®Remarks
%

I hereby make the above diagnosis. Date:
(ERoEBOZEILEY,

Name of hospital or clinic:

ORI BHFT D4 )

Address:
(FIT{E 1)

D
A

Name of department responsible for treatment:

(

)
B4 FHA)

Physician’s Signature:
(EERKA4)

Patient Name:
BERKA
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Points to note when completing this document
FEALORE

1. This medical certificate is one of the documents that must be attached to the pension claim of those who wish to claim invalidity benefits under the National Pension,
Employees’ Pension Insurance, and will accordingly be used to verify whether or not the extent of the claimant’s disorder at 18 months after the initial consultation is
applicable under any of the enforcement ordinance appendices of the National Pension Law, the Employees’ Pension Insurance Law (hereinafter, enforcement ordinance
appendices).

It will also be used to establish whether an individual whose disorder was not of an extent applicable under any of the enforcement ordinance appendices 18 months after the
initial consultation fell under any of the applicable states on or before the day preceding their 65th birthday.

[In addition, this certificate of diagnosis will also be used to verify whether the extent of a disorder is applicable under any of the enforcement ordinance appendices for
individuals attempting to claim additional allowances for National Pension, Employees’ Pension Insurance benefits.]

ZOBEER, ERECUIEAESRROBEER 22T EOETDAN, TOELFHREFITL TIRARTTRERWEHO —> T, 412 B b 1446 H 2fim Lz A (COHIMANIZIH-7-LX3, D R)IZBW»
T, [E RAERIEMAT 532K UL A S ARBIERAT 5512 (BUF THIAT BB 1 LD, ) IS4 T DR EORE OIRRBIZH 2L 970y, T, #172 Ab 146 A 2Rl L7z B I T, MiAT AR RICHE S 30RO
FEORETRDPT2H DS, 651KICENET 2 HOATH ETOMIZBNT, BT SR ICHE Y T OREDOREDREIZESTNPEIDEEH O TT, (Fz, ZOBMEL, HRES UIEAESRBROEEFE T O
IFFEOTRE LI2AIETHNFIZONTY | REDIREOS AT A BIR IS T OREICHDNEINELEH T 2D TT, )

2. In section @), enter the date the patient first received medical treatment for the disease or injury causing the disorder, not the date of diagnosis, for the purpose of compiling
this certificate of diagnosis. If the patient has previously been treated by another doctor, please provide the information based on the patient’s statement.
@DMIL, ZOBMEEIER T D72 DB A TiTi | RADEEDFIK LR TG IOV THID TEMOBHREZ 1T o A 2L AL TIEEW, BN ERNAZHRL TODEE 1T RADOH L TIZE>TRALT
IEE,

3. Regarding “Frequency of consultations” in section @), please indicate the frequency of consultations during the last year preceding the onset of the current disorder. (Please
note that one day of hospitalization should count as one medical consultation.)
QOO TZ2HEEIEL ) 1, BUE A M TAERNICRBIT 22 EIEETEAL TTEEW, (e, ABEH £ H i, e 1EIEL THEL TR,

4. Please note the following when filling out the "Disability Status" section.
MEEEOIRRE ) OMIE, IROZEITHEEL CRRAL TSN,

(1) Ensure you fill out all the following sections: M- and @-. You do not need to fill out sections that are not related to the severity or condition of disability. (Please cross
out any irrelevant fields.) If there is not enough space to fill in all the information, please attach a separate piece of paper on which you provide the necessary information.
O~D L VG~DOMIL, 2 TRRALTIZEN, ZHRLSMIOWTIIAR NDREEOFEE &K ORI IEBIR 2T A T LISV EE A, (BEBIRRMIT, RBUCIVHIHL TIES W, ) 28 B4 IR AL E
N2 WEAIE, BINCHUT 2130 S TEIUCRRAL TIEES,

(2) Regarding the "1.Clinical findings" in the section @-@), report the laboratory results obtained in the two laboratory tests conducted during the past 6 months, In case of

dialysis, the results of renal function tests conducted after completion of dialysis should be reported,
@K OOMOTL BRFRFTR I OREREL. 8562 H BB 52E L EOREFRE L ZNENLALTIIZEN, 2B, N LBITRIEZIML T A ANDOBHEREMAT AR L. YiRIEDE AR TH-> T, FElDiE
Hr IERRTOMRA AT ZFEA L TZS W,

(3) Regarding "Serum albumin"result in"1.Clinical findings" in the section @-@, please circle the method (BCG, BCP, modified type BCP).
Q@K UGMON BEEFTR ORERGED LG T /L7 I T2V TIE, BCGIE, BCPIE X TSk BAIBCPIEOWFINICO% AL TLIZEN,

egarding "3. Dialysis" in section @2, If you entered in the istory of dialysis" "yes," please circle all conducted treatments (hemodialysis, peritoneal dialysis,
4R ding "3. Dialysis" i tion @, If d in the" (1) Hi f dialysi " pl ircle all d d treat ts (h dialysi i | dialysi
hemofiltration). In "(2) Initiation of dialysis", please state the day initial dialysis started.

@M T3 AN T@ L, T(D) N TETHRIED I OA ) 234 | 08 &13, MgENT, BEBEIT X MRIER D> HEML72b DR TIZOZRML, [(2) ALENTBIAA B TR R L 7 N T HIED B B
ZFEALTLES N,

(5) In the case of alcoholic cirrhosis, please circle "O" or" X" in "Has not consumed alcohol for more than 180 days." and "Receiving necessary treatment on an ongoing basis." in
"(3) laboratory results " in "1. Clinical findings" in section @.

Tova— WAEFFEZE O%E 11X, OO T EGRFT L O (3) AR D 1180 H LL L7 /v a— L Z4BEEL TV, | R OHESEL CREEZRIBIEAZ EHEL T D, J OO T X DONT IO TES N,

(6) Please circle the grade at "Grade according to Child-Pugh Classification” in the section (3.
@OWDT2 Child-Pughlzkbgrade) D sIKICOZAFHFTIEE N,

(7) For "7. Details of treatment" in section @), please fill in the details as of the date of onset of symptoms listed at the beginning of section @. Also, for "Specific details," if
there is any treatment from (1) to (6), please fill in the name of the drug and details of (6) as necessary.

BORMOTT IBFEONE | 1E, GOME HOBYE H Rl O WA ZFLAL TUIZEW, Fz, TEAEBNE TV T, (1)~ (6) DIGEIADHE A, BEITEU THEMA R (6) DNAFLZTLAL TIZEW,

(8) In the section @, "2. Test Results," for "HbAlc" and “Fasting or Postprandial Blood Glucose Levels," please enter the results of at least two tests taken in the past six
months. In addition, for "Fasting or Random Serum C-Peptide Levels," please enter test results taken within the past year.

@OMMOT2 AR D THbALe] RO 2R X3 Atk MAERE 113, B F£67 A MICBI 2R EDOBRERBE L 2N THERAL TS, Fe, TEERSGIRERFMIEC7'F MM X, AL TEZE 1ER- AN
2B DA Z AL TTZE Y,

(9) In column @), under “2. Test results,” for “Necessary insulin treatment has been continuously performed for 90 days or more before each test date,” please mark either O or
WOWDT2 MRS OTEFE B LVATC0 B LLEMKGEL TR B A AV AREEZ EMIL TOB DWW T, OXUIX OWFRNICOZM LTSN,

(10) Regarding (1)-(3) in "4. Difficulties in blood sugar control" in section @), please state the number of times during the past year.
@DWDT4 = hr— L O R EE R O (1) ~ ) IZ DWW T, B E VER O EFHEZFEAL TIZEN,

(11) For “5. Complications” in section @), please enter the test results from the past three months that best describe the patient’s condition.

@DWDI5 BHHENT OV T, B FE3» A IZRB W TR E R D IKEL TWHAT AT AL TTES Y,



