For pension claims
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When applying for disability pension, you must indicate the date of first medical consultation at the medical institution for
an injury or illness that caused or contributed to the disability. This is the certificate form used for this purpose.
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MEDICAL RECORD CERTIFICATE
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Full name
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Name of injury or illness
i
Date of onset ) M) (D)
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Cause or trigger of injury or illness
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Course of illness from onset to the first medical consultation )b ETORKE
Do you have a reference letter from a previous doctor? = Yes / No (If yes, please attach a copy.)
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*If your medical record contains information 1 This information was obtained from the medical record of my
regarding your previous medical consultation,. first medical consultation. FZEEOBIEsR VR L-EOTT,
Plegse cgcle/tAhe appropriate number on the right: 2 This information was obtained from the medical record dated
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©® Date of first medical consultation: ) M) (D)
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(@ Date of last medical consultation: ) M) D)
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Outcome at last medical consultation (cured, transferred to another hospital/doctor, treatment discontinued)
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(® Summary of treatment details and course of illness from the first to the last medical consultation
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Please circle the appropriate number (1-4) below: kDM +5% 5 (1~4) ICOEE ST TIESV,

If you circle more than one answer, provide details in the blank space to clarify the content.
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Regarding the above— 1 This information was obtained from the patient’ s medical record.
provided information PRI LDFLMLTbOTT

SR 2 This information was obtained from the patient information form and hospital record.
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3 This information was obtained from another source ( ).
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4 This information is based on a patient’s statement from ) M) (D)
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Name of the medical institution Name of the department in charge of treatment
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Address Physician’s Signature
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(Place of submission) Japan Pension Service (#£H%5t) H A4E 4 Ht (Please also see the back side.) (EifHIE<EEN,



For pension claims
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Requests when filling out the form
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1 In the “®) Name of injury or illness” column, fill in the injury or illness that caused or contributed to the
disability.
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2 In the “® Date of onset” column, fill in the date when the injury or illness occurred. If you cannot specify

the onset date, fill in “Unknown” or “Unspecified”.
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3 In the “@ Cause or trigger of injury or illness” column, fill in “Unknown” or “Unspecified” if you cannot
specify the cause or trigger.
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4 In the “® Course of illness from onset to the first medical consultation” column, fill in the name of the last
medical institution, the consultation period, details of treatment, etc., together with the course of the disease
from the onset to the first consultation, if it can be confirmed from the medical records of your visit to the
previous doctor.
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If you have a medical record from a previous doctor, please include the date this record was taken.
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If you have a letter of reference from your previous doctor, please attach a copy.
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5 If you listed more than one injury or illness in the “@) Name of injury or illness” column, number each injury
or illness and fill in the “® Date of first medical consultation” and “(?) Date of last medical consultation”
columns for each injury or illness, so that it is clear which injury or illness these dates refer to.
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6 If you have circled several answers in the “00” column, specify in the blank space which information is given

for each answer.
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Please note that if you only circle “4. This information is based on the patient’s statement dated

(Y) (M) (D)”, this will not be proof of the first consultation date.
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7 Please fill in with a black ballpoint pen.
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