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(If you are applying for a disability pension and have multiple diseases or injuries, please fill in a separate form for each disease or injury.)
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Medical history | Name of disease or injury
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Date of onset Y/ M/ D [Date of initial visit M/ D
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Please read the following notice before filling out.
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In the next section, please fill in the details of the disease or injury that caused the your disability, from the onset to the present, in chronological order without omitting any period.
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Please fill in the period during which you were receiving treatment, including the length of time you visited the hospital ambulatory, the number of visits, the length of
hospitalization, the progress of your treatment, any instructions given by the doctor, the reason for changing hospitals or ceasing treatment, your daily life situation,and employment
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If you have not visited a doctor for some time, please provide specific details, including the reason, the severity of your symptoms, your daily life situation, and your employment
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Please also include any diseases or injuries that may have caused the disability that were identified during health checkups, etc.
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If you have visited the same medical facility for a long time, or if you have not visited any medical facility for a long time, or if a long time has passed between the onset of the

disease and your first consultation, indicate this period in stages of 3 to 5 years.
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Name of medical institution
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Employment and

daily life situation
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2. your current situation (at the time of your application).

1. Please fill in the relevant bold field the situation when your disability was recognized (1 year and 6 months from the date of the first
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Please describe the situation on the given date.

Please enter your job type (job description).
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Please encircle the applicable number for restrictions on your daily life.
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