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

(BIEV) BRARPT RS, DR

National Pension
| R4

®

Employees' Pension Insurance

.

Medical Certificate

wr &

(For blood/hematopoietic system

disabilities, and other disorders)

BERE1205-07

Form No.120-7

ESWTO)SHH TRAL TS,

-
(&

-

QHEE |

rEn

HOY B

1% G 2QMN AT

Sl

1BEOLTTHOY $ LR 6T £

=

E2H E TR UE E
1) U0 paseq ST )

@
=
[
=3
=
<
=
=
P
=

JE AR BRI (i » 385 L35 - 2 Dt o fE )
Full Name Date Of Birth Y/ M/ D Age( ) Sex Male / Female
K4 AAEH A Lo |PER
i A H sty e B/ &
House number , Street , City , State/Province , Postcode , Country
Address
£ BT
Confirmed from patient record
IRk ChER
@Date of onset Statement of patient
(DName of IR OIEEAER B Y/ M/ D KADHANLT
disease/injury 4 A H ( oy VA / DH)
that caused the
disorder Confirmed from patient record
R - . PR CHER
W5 DR N L7~ (@ The date the patient was first .
B . Statement of patient
medically treated for @O v/ M/ b RADR T
QDT= D CTERiDBH A 212 B P IS H
( YA/ MA/ DH)
@ Cause of the (®Existing ®Medical
desease/injury disorder(s) history
BRI XTI Date of initial consultation #J24H B (Date: Y/ M/ D)|BEfFREE BEAEE
. . If the disease/injury has healed «-- Date of recovery ( Y/ M/ D); confirmed / Estimated
@Whe.ther the disease/injury has been cur.e.d RO T i Je H e e
(including whether the symptoms have stabilized).
SRR -T2 GER N E EL TR O BN HIRFCE A IRhE . .. Possibility of i t of
L;ﬁgn (n);;(;gj)\ BEIEL TREDONR DB TER R If the disease / injury has not healed = s;rfli@ltérlnz of improvement o Yes / No / Unknown
° ° ER N - N QYIRS 72 J N A ~H
EIRHIE- A I SERD LSS HiA H B
(®Findings at the first visit to the medical
institution issuing the medical certificate.
DB R E R R T 30 T DRI T S
Date of initial consultation
(Date: Y/ M/ D)
MBEAR 22 A H
®Contents and duration of Frequ&nsy of Frequency 3% ( /year 4 )
treatment,reaction,clinical ;)%%lﬁa o Average Frequency F¥E%  ( /month H)
course,duration,other important ; - - -
informaton ;‘gg of operations Date of operation
BUEETOIRFRONE., KU, IR, #8, Name of tion( y| (Date: Y/ M/ D)
DB E LIpHHIE Name of operation -
oMz & Fifid FEAR (0 F A H)
AOCurrent symptoms and other
references
BUEDIEIR, Z DB B L7255
current . right . right Uncorrected Corrected
High Weight I kg tGr P N H kg Vls?fl FifiR MR HiE
5 R healthy state s %@%t left a;:ﬁujjy left Uncorrected Corrected
@) Measurement cm i kg = ke LR R HBIE
il Hearing level Best discrimination percent maximum
(Date: Y M D) WL~ )L i BB E IR K mmkHg
. Accommo . Blood
& H H | Visual field dati right
i _dation FE dB y| pressure -
AR i RE fiE minimum
left &/
EE dB % mmHg
(2Classification of general conditions (Date: Y/ M/ D) (Please select the item and circle one.)
—RIREBX SR ( iF A A) BN 35 0EBATENNL2F O THATIEZY, )
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.
R CTHRTEENA T HIBRE ST DI L7, BRATERISFIZSDEZHHD
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.).
WREEDRERADY . WRTHEIIHIBRESZ T 203, BT BB EITTELLO FIZIE, BOFHE, FERL
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.
BATRHDEDVDOIEITTELD, KHD UL B2 L5 HY | R EIETE20 3, B D50%LL EidifEL TW0aho
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.
HFOEDVDOHDREDZLIETEDN, LIXLIEN AR ET, BHD50%LL LIFHAKRL THY, B TIERA~OIMEENZIT R AT RELRo7ob 0
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.
HOFEOLIOZLLTET HICNBZNLELL | & ABRE RO DL IO B Te i~y NEZIZIRODH D
Condition of the disability
fEE DR
@3Blood and Hematopoietic Organs [present disorder (Date: Y/ M/ D)]
MK - 5 LEF ( == A H BUE)
1.Clinical findings
B R IT B
(1) Subjective symptoms (2) Objective symptoms (3) Laboratory results
B FEAER it BT 3R WA ki
Fat‘igicA(No/ch/Sovorﬁ) Eas}l);ﬂinfoctivo (NO/YOi/SOVCFC) a. Peripheral blood test (Date: Y/ M/ D) b.Coagulation system test (Date: Y/ M/ D)
ST (I - AT ) SBRUAE (I - A7 - ) A LA £ A R WEE R L

Palpitation (No/Yes/Severe)
oiE (- 7 - F)
Shortness of breath
(No/Yes/Severe)

BElih (& - 7 - &)
Fever (No/Yes/Severe)

FE (I - - )
Purpura (No/Yes/Severe)
SREE (I - - )

Menorrhagia (No/Yes/Severe)
Akl (& - fF - &)

Joint symptoms (No/Yes/Severe)
BAERAEIR (I - - )

Swollen lymph nodes

(No/Yes/Severe)

UooSEifERR (g -
Bleeding tendency (No/Yes/Severe)
H -
Thrombus tendency

Him e (-

(No/Yes/Severe)
AR (-

JIPHE (% -

f - #)

H -
Hepatomegaly (No/Yes/Severe)
H -

Splenomegaly (No/Yes/Severe)

JopE (% -

f - )

2In column a, please fill in the date and test results
before treatment.

Hemoglobin level ( )g/dL
~NES O

Platelets ( ) X104/ uL
1/

Reticulocytes ( ) X104/ uL
AR i ER

White blood cells ( )/ L
SHiIkZ

Neutrophils ( )/ L
I ER

Lymphocytes ( )/ L

Y oRER

Pathological cells ( ) %

tiok i)

afiliT IR EATORIO A A, A EEZTEAL TTEE,

In column b, please enter the test results and dates that will best indicate the

patient’s condition.

b, FebIE TR ESE TEOMAERIE R U2 D A 2R AL THITZE N,

Coagulation factor activity ((No.

BEEEFEECGE AP
vWF activity ( )%

VWEIE
Inhibitors (No / Yes )
Ay —( - )

APTT ( ) second
»

P T ( ) second
W

c.Other tests
OO
Imaging tests (test name
(L35 e T4
Findings FTR. (
Other tests (test name
OO WAL
Findings FTR. (

factor)

(Reference value

FEUERE
(Referenc

FLHE(H

)

)%
second)
1
e value second)
1
) (Date: Y/ M/ D)
i A A
)
(Date: Y/ M/ D)
R A A
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2. Treatment status

HE RN
Red blood cell transfusion #RifEk#G . ( times/month) (A [m])
Platelet transfusion /N i ( times/month) (A [E)]
Replacement therapy i FeiiEik ( times/month) (A [al)
Fresh frozen plasma  #7EESRS MA4E ( times/month) (A E)
Hematopoietic stem cell transplantation (No/Yes (Date: / / )
G (& - ) AoRa( P A A)

Chronic GVHD (No/Yes) (Light / Moderate / Severe )
BHGVHD (€ - ) (e - o A5E - )

Findings
Zig

3.0ther findings
sy

@Immune dysfunction [present disorder (Date: Y/ M/ D)]
SEHEEEE == A B BUE
1. Laboratory results 2. Physical symptoms
Bt IR
i (DSevere fatigue and easy fatigability that require bed rest for more than one hour per day for more than 7 days per month  ( Yes / No )
[tems of examination il [Date of examination ##:H [Average volume LF TBSHILL RO %R IR % 208 T BIEE Oy B K OB 9628 2T B B Ed (A7 - 1)
WA H a P @Due to the progression of the disease, there is a weight loss of 10% or more compared to normal weight (Yes / No)
TREEDBEIT DT80 | R FHI L 10% L EOKRERA 23S (F - M%)
CD4’p°Sifi}’°‘ T-lymphocyte count @lrregular fever (above 38° C) for 7 days or more per month for 2 months or more (Yes / No)
CDABKPETY >/ SEREL /ul RIZTH L EOREDRI (38T E) 2325 B L Hgi< (- 1)
(Please enter the results of the two most recent consecutive tests conducted at (@Mushy stool or watery diarrhea 3 or more times a day for 7 or more days per month (Yes / No)
least four weeks apart before the onset of symptoms, and enter the average 1 EZ3EILL EDPRIRAWUKEE FHIAZ BT A UL EHD (F - M%)
value in the rightmost column.) (®Vomiting more than twice a day or nausea lasting more than 30 minutes on more than 7 days per month (Yes / No)
(BUE B LARTO4E [ LA_EDBIFEZ 38T HEML 723 5 BT 2m O A fE 2T AL, 1 AIZ2EIL EONEH 5 NE305 L EDIESK A HIZTA LL EdD (F - M%)
— L OWIITZ DO EETLALTEENY, ) (®Palpitations and shortness of breath occur almost daily (Yes / No)
RSB LARDAERAME A DI IS (F - M%)
I L . Date of examination 17 H (@Side effects from HIV treatment causing disruption to daily life (Yes / No)
tems of examination Unit . s
e ey (besides symptoms (D to ®)(when receiving HIV treatment) (fF - %)
PUHIVIRIEIC LD B & ARSI AL U ARIER 155 (Yes / No)
White blood cells (OO DFEREERL) (BIHIVIEE £l L T D54 (F - M%)
4 1l ER R /ul (®Require restrictions on daily life activity such as a ban on eating fresh foods (Yes / No)
Temoglobin count AERERRHR O EEE LSO A ‘%’iﬁ@iiﬁi@%ﬂI§E75§JZ~E’C“§>€) ) (F - M%)
e g/dL (®Have had a history of opportunistic infection such as oral candidiasis, herpes zoster, (Yes / No)
NEZEE LV H . . e . . . L.
herpes simplex virus infection, molluscum contagiosum or condylomata acuminata within the past year (F - )
Platelet count X104/ 2 L VELINIZ ORERN T DA 0E | HRRIEIE | B~ LR AL RREYUE | AR Y MERR e (Yes / No)
/R 4ou REmrvm—AEO AR REGUE OBEE R HS (F - M)
HIV-RNA level @®Unable to receive HIV treatment for medical reasons (Yes / No)
HIV-RNA & copy/mL [ 2 BR R IZ KO PTHIVEIE S TEARWIRRETHD (SEVAR AT )

(Please enter the results of the two most recent consecutive tests conducted at
least four weeks apart before the onset of symptoms.)

(BUE A LLRTO 4B L O RIfEZ JouCEMEL 7285 3D BT 2 OB AT fE R 2 FLAL

TLIEEYY, )
3. State of ongoing side effects 4 .History of AIDS 5.Due to irreversible AIDS complications, daily life is
HERHGEL TOBRIE R OBk TARFIEDBERE DA 1% almost
[OMetabolic disorder [Lipoatrophy  [JNephropathy [JHepatopathy [Mental disorder [JNervous disorder [BE A REZ = A R PHEDT- O B7e< UTIT H W AEENTEAL
RS URT b7 4 — iR B IR PR R RAREZRIREETHD
JOthers (name of drugs, state of medication, state of side effects)
Tt EEAI4 . ARFIRDL S ORIE R 4R
(Yes / No)
(F - ) (Yes / No)
QEUVARRAAY S
6. State of hepatitis ((JDrug-induce [Type B [Type C  [JOther( )) (Be sure to state if hepatitis has been contracted.)
JF R DRI ( JEAIE B CcHl Z DA ( ) (HFREFIEL CODGEIEL TR L T7EEN, )
(1) Laboratory findings (2) Clinical presentation
TRATFT L Fifh A FIT A
Items of examination Unit Date of examination &% H Esophageal varice (No / Yes) (by endoscopy, by X\—ray contrast medium, Other( )
FieE B ATE R (I - A7) (WHEEICED XBRERITLD, DA ( ))
- Cirrhosis (No / Yes) (compensatory , non—compensatory )
Serum albumin o/dL. i (B - A7) (fRfhE / FEremr: )
M7 V73 Hepatocellular carcinoma (No / Yes)
JFF At e (- f)
ASTGOT) Hepatic encephalopathy (No / Yes) (Contracted within the last year)
FEPERSE (M- )  (FFEURICRIELTIZZERHD)
ALTGPT Ascites (No / Yes / severe )
- ok (B H %)
Prothrombin Time ° Gastrointestinal hemorrhage (No / Yes ) (Contracted within the last year)
A=1N =2 T | Extension Second AR H (4. ) (IFELINIZRIELT=-Z 803 D)
SR
Total bilirubin dL
REULE Y (%) mg (3% Use of drugs causing elevated levels of bilirubin  ( No / Yes))
X BUNLEUED EAZET-THEAIOEH (- f))
@. Other disabilities [present disorder (Date: Y/ M/ D)]
ZFOMOEE &£ A A BUE
1. Symptoms 2. Laboratory results
SR FRAT AR
(1) Subjective symptoms (1) Blood / Biochemical examination
B RAER 1 - A AR A
Items of examination Unit Reference value at the facility | Date of examination A
A TH H HT it % e i
Red cell count
R LR 104/ pn L
Hemoglobin count
~ETOE R g/dL
Hematocrit
RIS %
Total protein in the serum
R E g/dL
(2) Objective symptoms Serum albumin
(et T LTS g/dL

(2) Other test results
OO R
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3.Artificial organ, etc.
N Lhiganss
(1) Colostomy (No/Yes) Dateconstructed (Date: Y/ M/ D) (4) Constant use of self catheterization (No/Yes) Start date (Date: Y/ M/ D)
N LT P92 g EERFEAA e A H H O RO F T T B LY B4R H H s A =}
Date closed (Date: Y/ M/ D) End date (Date: Y/ M/ D)
PASHAEH B A A A W“THHAHA s H H
(2) Urinary diversion (No/Yes) Dateconstructed (Date: Y/ M/ D) (5) Total urinary incontinence (No/Yes) (Retention catheter Date: Y/ M/ D)
PR AT - WERHAHA R H H SEARSR AR FLC <Y BT —T LB s A =}
Date closed (Date: Y/ M/ D) (6) Other operations (No/Yes) (Date: Y/ M/ D)
FASS4ER B s A H (Operation name: )
(3) Cystoplasty (No/Yes) (Date: Y/ M/ D) Z OO T A ® A H
e WA FHHEAR £ A A (Fti )

(®Ability to perform daily activities and work with
present symptoms
(Please be sure to complete this section).
HUERED B # AR EIRE ) & O 5 E6E
(WA FEALTLTEENY, )

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

(®Remarks
e
[ hereby make the above diagnosis. Date: Y/ M/ D
(ERoEBvZELET, i A H)
Name of hospital or clinic: Name of department responsible for treatment:
GRBE SUTRBHE T D4 ) (e 4 fl4)
Address: Physician’s Signature:
(FT 1 1) (PEHT K A4)

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 DS OFLEE R OMRABIZEERIRZMCITFEA T 20 EITHY E A, EBIRZAMNIL. RFICIVEREL TZS WY, )

Patient Name:

BE R4



Form No.120-7
FEXHE1205-07

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
ZoOBKTEIE, BHRES TEEFEESRROBEERIEZTIOETHAN, TOELEFHEREICHLTIRZRT IO 0EHEO— ST, ¥I2 BB 1HE6 H 2B L 72 B (ZOMMNICIE- L&, 0 H) B
T, ERESIERIT AR TR S IRBRIESA T 5B (LU A TSR 1 &), )i Y T AR EOREDIRBIZH 202850 T, 12 B0H 146 H AR L7 HIZIRW T, AT AR 1ICa% 4 R E Ok
EOWRE TN o72H D, 655%IZEIFHETH H ORI A FTORICBWT, fifTHBIRICE Y TOREOREDIREICESToNEINEIEIT5b0TY, (Fio, ZOBMEIL, B RFES XUIEAFESREOFEFETO
INBRADK G L7 AHIETHNEIZONTH, FEEORES I TSRS Y THREICHINEINEIEATHHDTT, )

2. The format of the medical certificate is determined as follows according to the injury or disease that caused the disability. Please use this medical certificate if the patient’s
disability does not fall under any of the following categories and if it is deemed inappropriate to use these medical certificates.

Form No. 120-1: For eye disorders

Form No. 120-2: For disorders of hearing, nasal function, balance, chewing, swallowing, speech, or language
Form No. 120-3: For physical disorders

Form No. 120-4: For mental disorders

Form No. 120-5: For respiratory disorders

Form No. 120-6—(1): For circulatory disorders

Form No. 120-6—(2): For kidney, liver, and diabetes disorders

2 EORAIL, FREDIRIKR LT EH IR TROLBYED TEBVET, ZOBEHIL, ROWTNOREEICHREL T, 20, TNODOBME LM T 52 LA E TRV EBO LN L LI L TIZEN,

1205801 IR

120802 TR - SRR RE - SRR - 2 Lo < - W THBRE . 3575 S S REMRE D
BERXE120503 AR D p

KX 120504 ko ks M

BB 120505 I R S oD i 55 P

#RIF120506— (1)  TEERGIRBOMRE ]
RAE1205-06—(2) BERA, HFRE, BERIFOREE

3. 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.

QDML ZOBWiFH &R T DT DB B T3 AADBEE DK L2 T RIS OV THID TERMOB IR E 2T T2 B 2L AL TSV, BICiDEMAZIREL TS5 a1 AANDR L TUTE>TRALT
STEZEWY,

4. 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.)

@M TEEFEEIE 1%, BUE H BT VFERNIC BT D2 R EEEEAL TESW, (Ris, ABE AL HIE, 2% EER1EEL THHEAL TS, )

5. Please note the following when filling out the “Disability Status” section.
[REEORIE) DML, ROZLITHEL CGRRAL TSV,

(1) You do not need to fill in any fields that are not related to the degree and condition of the patient’s 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.

ARNDIEE DR K ORIEICIE BRI A T DU ERHYEE A, (ERIRZIE, BRIV L TSV, ) ek BEAIICEEA L ENZ2WE AT, BT 2130 D TEAUCR AL TTEE N,

(2) Please fill in section 1(d9) as specifically as possible.
GO, 72 EEIICFRALTZEN,

(3) In column 2 of @, please fill in the blood and biochemistry test results that you believe appropriately indicate the patient’s symptoms.
O 2, MK - A FREMDOIS R EETICRL TODHEBDbNLEDEFTAL TEEN,



