I * Human Resources Développement des Protected when completed _ g

Development Canada  ressources humaines Canada T e T
APPLICATION FOR CANADA PENSION PLAN DISABILITY BENEFITS UNDER THE JICAN 1.1
AGREEMENT BETWEEN CANADA AND JAPAN ON SOCIAL SECURITY ’
#HAREICETI BXREE W FF L OMOBREICETIC h 4 FLHEER Personalérg%rggtgguB?glg
Ic & % EEEED AHER .
- a : AR 5
In which language do you wish to receive your correspondence? Please: ® Read the enclosed guide
BEXIELLDEFEFLELFIN? ' FEHD EEE HFEHC LS LY
L] WIE U IS5V RE
SECTION 1 - INFORMATION ABOUT THE CONTRIBUTOR 7 Y3 v 1- #REEICET % ¥k For use by the
1. Japanese Basic Pension Number or Number on Pension Handbook Canadian Social Insurance Number Japanese
BHAQ ERFEES I FEFIRES N7 5 DHREES competent
| | | | institution on[é
L 1 1 1 1 1 1 1 | L 11 1 1 L1 ;gw%wﬁ i
2. [ Male/ B ] Female/ &
Given Name / £ Family Name / 3 Family Name at Birth / HH£ERF0) 24 Date of receipt:
SR
3. Name on Canadian Social Insurance Card 4. Date of Birth (Please provide birth
HFEHEFEh—FOKS certificate or I(:amily Register) Year/ & Month /A Day / B Verified by:
[[] same as in question 2 or/ BER2(Z R H£EAH( HAETREXIE PR | | | RERE
FIRHL T EE LW 1 | | | '

5. gﬁtﬁé;%atuslj Single / 358 [] Married / BE#& [] Separated / BlfiE [] Widowed / 5@ Hk [] Divorced / 1% [] Common-Law / PH&RE%

6. Home Address (No., Street, Apt. No.)/ BT ( FRUVED . BEEE)

Postal Code / B}{EES | City, Town or Village / mfliT#t Country / F

7. Mailing Address (No., Street, Apt. No.) [[] same as in question 6 or / &EFRE6IC FL 8. In which Canadian province did you last reside?
LASEERT  ( BRUED . BEES) RRCEBELTWED FH DM

9. Indicate periods of residence and/or periods of employment in a country other than Canada and Japan.

AN BRSO ETO EE( ER) #E AL TS,

i i H benefit b
Numec;c?ﬁ]l ;eact%ltt){mtry Residence / B{¥HAS Employment / i FREARE] as_rgﬂugs%é;een
Name of Country EOETO From/ BRf4 Tol &7 From / Bfiia To/ $87 fffﬁﬁ’%ﬂfl)ﬁ%
E# *:I:%{%Bﬁ%% Y?r M%nth Y%e;r M%nth Y%_:ar M(})Elnth Yeér Moﬁnth Ygso 0 l’,\‘\oi
I ] | | | | | | D D
I | ] .| | .| | | | D D
I ] 1 1 1 I 1 1 1 | 11 1 | D D
10.  Since January 1, 1966, have you or your spouse or common-law partner been eligible for Contribut Yes  Spouse or Common- Yes
Canadian Family Allowances or the Child Tax Benefit for a child born after December 31, 19587 ~ ~onuroutor L i law partner [] ($()
196641 A1 AL, BHEEXIESE NEBEIRCHZ ANC1959F1 B1BLREC ANz 7 BIRRE EEEXINEN
SWTON 4 RIEFUREH +5 IREF L ( Chi Id Tax Benefit) O HHEEIENHN FLEH 2 Lunz BB A [lunz

SECTION 2 - INFORMATION ABOUT THE CONTRIBUTOR'S CHILDREN/ £ 45 Y3 U 2- #H{ERED FIc BIT 3 53R
11. Do you have children under the age of 18 in your custody and control? | Do you have children between the ages of 18 and 25 in full time attendance at

EHTRUEETC 53 1SHEBOFHANETH 2 school or university? _ o
\J?:s If "Yes", please complete question 11 and attach a birth EEH0 RIS KACHFT D 187"‘?&73“9 BFEETOFRNETH? o
(0 certificate or Family Register for each child. [ Yes [INo !f"Yes" each child should complete a separate application.
[ No [ RU 0BS, EELCEGES AL, FH—A—A | g (pz [EL) 058, Z0FH—A—AS 0 BEEICRAL B
Wiz (CRAL T HASTBAE RIS FEEIDAR AL T EE LY, BhEEY FEA,
11A. Child's Given Name / ) & Family Name / 2% For use by the
Japanese competent
institution only
BAN) RE#EFRE
Date of Birth Year/ £ Month / A Day/ H Ef
(1 Male/ 5 [ Female/ % 4EAH Verified by:
| 1 | ] ] R
[] Natural child [] Legally adopted child D Other
EF HELDETF F0ith

If you answered "Other", please explain the circumstances:

I EDfth) & BARIEACE, KRE HAL TS L,

]

ISP-5871-01-08 E Canada.



Page - 2
SECTION 2 - INFORMATION ABOUT THE CONTRIBUTOR'S CHILDREN (CONTINUED) / £ Y3 ¥ 2- REED FICET 3 58 ( #HiE)

11B. Child's Given Name / () % Family Name / # For use by the Japanese
competent institution only
B A0 SE 4 8 AR o A
D |:| Date of Birth Year/ & Month /A Day /B Verifiod b
Male / 5 Female / Z&¢ 45AH | | | erified by:
1 1 l l iy
O Natural child O Legally adopted child |:| Other
E7 FREEOEF 0%

If you answered "Other", please explain the circumstances:

I Eofth) & BAREACE, KREHAL TS,

IF THERE IS NOT SUFFICIENT SPACE TO LIST ALL YOUR CHILDREN IN QUESTION(S) 11 AND/OR 12, PLEASE USE A SEPARATE SHEET OF
PAPER AND ATTACH IT TO THIS APPLICATION.

ERLLRY /RIZERI2THRETITATOFERETICENTEZAR-ANL VRS, FIAHEE FIAL THOFHCFHLTCELES L,

12. If you have a natural or legally adopted child under the age of 18, in the custody and control of someone else, please provide the following
information:

tEOERETRUEETICH I ISHRADRFRIEZRLOBFHF VI BEICE. RO FEHRE BHL T LS L
12A. Child's Full Name / () fc4 Custodian's Full Name / B5Z&E () K4 | Custodian's Address / ESZEE D 17

12B. Child's Full Name / F0) K% Custodian's Full Name / EX383£() i Custodian's Address / xsg2=q) {¥F7

13.  On behalf of any of your children listed in question 11, has an application been made for, or have benefits been received from:

BELITHEFEFOVTNHCEL TUTCOWTHHEBREL LI XEZBLEIE BN FTh:
APPLIED / BI3E; RECEIVED | S4&3%

Canada Pension Plan [ Yes 1 No [] Yes I No
hFH ESEE (0 ARV F0 KAV
Quebec Pension Plan [ Yes ] No ] Yes ] No
TRy D EERHIE @ RV (L) RIAVS

If you answered "Yes" to either of the above, indicate under which Social Insurance Number.
EEEOWTFNIDT LY 1 DIBE. 54T 2 HHRBEF /L T EEL:

Social Insurance Number Social Insurance Number

HRRRES S — L HRRBES 111 I 1|

IT IS AN OFFENCE UNDER CANADIAN LAW TO MAKE A FALSE OR MISLEADING STATEMENT IN THIS APPLICATION
FRECHVTERABD BHXS RMEE B EBE T LHAR . DT Y ECHTFIEETHEBDET .
SECTION 3 - TO BE SIGNED BY THE APPLICANT AND, IF APPLICANT SIGNS WITH MARK, BY A WITNESS.
tOia L 3- EREDER, FREHISTFLIDRS k> TEETHIFAISEIAS T4 .
NOTE: If you are applying on behalf of the applicant, indicate on a separate sheet of paper your full name and address, and the reason
you are making this application.

F: BBENABREEC KD THHEL TV BE. ARCHBEORE. AU O HEE RITL TVIBAZ AL TS ES LY,
14. DECLARATION OF APPLICANT / HIE§ED HE

| hereby apply for a disability benefit under the Canada Pension Plan and declare that, to the best of my
knowledge, the information herein is true and complete. | agree to notify Human Resources Development
Canada of any changes in circumstances which may affect my eligibility to_benefits. | authorize the
Japanese competent institution to furnish to Human Resources Development Canada all the information

DECLARATION OF WITNESS
HANDEE

| have read the contents of this application
to the applicant who appeared to fully

and evidence in its possession which relate or could relate to this application for benefits. In addition, |
realize that my personal information governed by the Privacy Act of Canada may be disclosed where
authorized under the Canada Pension Plan.

FNIAEICEY | W T FEHE L HIEEEFEE AL . FADRISIRY ISHU VT, AREREIFiis 11
WIEEN DL THAH_ LTEEL TY, ANIHEEN 87E% RITT mlREEL B IRRDEEDF T DA

understand them and who made his or her
mark in my presence.

FAS AEREEED NS BIEECHH BT L
f, BEEGTHERLELS THY .
ROERTCREs BE£ LK,

MEREISET 5 L ICERL £9, FAIBADERERLET 5 AR CB8HS XIBRHS AIREDH

BIEERR S USHIE EREEA) 5 DAMBRFEEI IR 2 C L2 38FET, Sbi, L HFHF DENER

%ﬁf r:ftifﬁﬂé NHFDENERTH T FEFIEDE & TEHL WA BRIBFIRS NS L Hh D EE
\ o

SIGNATURE OF APPLICANT /| HEEAD EZ )

Signature of Witness

SEADES

Date of Application / gazEgH . . - Name of Witness (please print)
NOTE: Signature by mark is acceptable if withessed by = s = N
Year | £ Month /A Day/ B any responsible person who must complete the AEADEA ( EPIACEEAL TS 251y
| | declaration opposite.
Telep'hone'Num'ber ' ' o XFLUIOBICLDBAL, HEHSLONEAL | Address o Winess
(including area, city or regional code) LTERTBHBEICOHFZITANONE T, SINFE B

TEEED( HVEEE D) SO EFZEICEALBINEBD FEA,

[ ]

TO BE COMPLETED BY THE LIAISON AG

ENCY IN CANADA /| W5 E# MRS A MR

Date of Receipt Eligibility Date Date of Payment
Year Month Day Year Month Day Year Month

Certified by: Verified by:

Day




.*I Human Resources Développement des Protected When Completed - B
Development Canada  ressources humaines Canada SEALIE B TERL

Qu estion nai re Personal information Bank
for Disability Benefits, Canada Pension Plan HRSDC PPU 175

) BAER> 5
h+ 5 EEHE)EEFELICET S
=
Contributor's Canadian Social Insurance Number
HREED D 5 OHEHEES
] ] | ] ] | ] ]
Contributor's Family Name Contributor's Given Name
HIRRED 1 BIRIRED 2

Information about Your Education, Work History, Benefit History and Medical Condition
FE- BE- 26E- BRKEICET 3 FEH

Education
FE
1. What was the highest grade you completed in school? | 2. Have you attended 330”999 or university? [] Yes |:| No _
SiaemE R, X, EFERCpELELEN? (YA (AYAV-¢
If "Yes", please give number of years or diploma/degree obtained.
M X1 OFE. WEFEHRISEUSRIR #re SB8L TS,
3. Have you ever had any technical or trade training or apprenticeship? Yes No
CNE THI HEIMIETE R ABN ETH 2 I B

If "Yes", please state type.

M3V 0FEs. ZoEEE iRl T RS,
4. In the last two years, have you been involved in any technical or trade training, apprenticeship or educational upgrading? Yes No

BFE2 G BT BREIR, EEXRBFENRLET S DCSMLEIERBI EFTH? (FL [ ARV

If "Yes", please provide dates, name and address of school(s), type of program.

M@ oFs, B, 0 LRMER. 7075 LOEEE 28l T EE .,

Name of School(s) / =454 Address of School(s) / 2450 {£77 Type of Program /70 5'5 [ () §&%E Date / Bf}
5. Do you have plans for training or upgrading? Yes No If you said "Yes", please explain.
HERFFE AR LD FENHD FTH 2 (&L ARV ML OFSICIEEAL T ZE W

Work History / BE

6. WORKING AT TIME OF APPLICATION / BIZERSD) ShgsksR

Are you working at the present time? > D Yes No > If you said "No", please go to question 7.

BHERHLTLVETH 2 e iz [ WWVZ ] OBACEERZICEL T B,

If you said "Yes", please give the following details: I:l Employee |:| Self-Employed Volunteer
ML) DIBEIC RO FHEBIFHRE RBIL T £ L WRERE HEgE RSoT47
Type of Work: |:| Full-Time |:| Part-Time |:| Seasonal
HE0EE: 544 N=r24 L FHEISEE
Number of hours per day: Number of days per week: Salary per hour: or per day:

—B&H N O B FI5 Fria |Xli =E

ISP-5873-01-08E [ L

Canada



Work History (continued)
BE( &%)

7. NOT WORKING AT TIME OF APPLICATION / ERZERHC 835U T VB MBS

a) State the name and address of your most recent employer. / &80 ERS D F R {EFT

Name / ¥}

Address / {¥Ff

b) Date work started (with your most recent employer):

FAFIBREAR ( B0 BRI

Year / & Month / B

Date work stopped (last day with your most recent employer):

MIHEILB ( B ERET D RHREE)

Year/

Month /A Day/H

¢) What kind of work did you do?
57

Why did you stop working?

& (FIEL - 3

8. Have you done any other type of work in the last five years?

BEESFRHIC D FERO FEE LELED ?

Year /&

Month /8

Yes No _ If you said, "Yes", list type of work and dates (include any work done outside of Canada).
(& LWz M E0 ) 0BE. g BitE S8l T EE L ( HH4 BENTOLSE &6)
Year /& Month /B
" from /BBEE| | | | | wreeTE|
z from /BRI || | | o | orera |
3. from / BRERE | | 1 | | | to/#8TH | l
- fom /B | | | | | ereTE]
5. from/Eﬁ&é.‘El L | \ | to/#2TH | |
Self-Employed
BE

Note: If you are not self-employed, please go to question 15.

X BETRABUVBAICEERLISICELNTS ES L,

9. Please describe your business, including number of employees. / ¥ AR ( HEEHE L) Z AL T B,

10. When did you start the business?
E = SE e

Year / & Month/ §

11. What type of work did you do in the business?
LBRERCH TS HLDHBIE

12. Is the business operating at the present time? Yes No
TOERIHEL BHELTLEITH 2 [FL RIAVS
If you sa_id "No", what has hap?ened to the business? ) |:| Sold |:| Rented |:| Profit Sharing |:| Transferred |:| Other
FWWZ] OFE BRIESBNELEN? e B TS AL EE Z0H
If you said "Yes", are you working in the business? Yes No _
ML) OBE. HEEEC OFLTHHLTLETH 2 o Lz
What type of work are you doing?
ENRENCRFETCTH ?
If you are not working in the business, how does it operate?
CHOEEXECHFHL TLEBMEE, ZOFXRREDLS [TEESNTVETH?

13. What was the latest year that an income tax return on the operation of the business was filed in your name? Year / &
LEEXDEHBAEENH BT D BETCIRES N REROEIWOTIH ?

14. Will you declare yourself as self-employed for income tax purposes this year? Yes No
SENMSHIBEEERE LTRELETN? (&0 RIAVA




Other Work Activity
T D ) F5EhiERD

15. In the past two years, did you do any other work at the same time as your main job (such as part-time farming, night or other employment)?
BF2EMIC, FHMAEE FANC 0 4E( #8. REAIXEZOER) 2LECe BN FIH?
No _ Ifyou said "No", please go to question 16. Type of Work:
WA T WWVE 1 OBAICIEERL6ICH#EL T BE L, RS
|:| Yes If you said "Yes", please give the following details:
B0 0 ) 0iBeic ko SBERE IRHL TC KL,

Date Work Started: / Ft5-RahaRrsHA: Date Work Stopped: / gi5=1ER: Number of Hours Worked per Day:
Year/ & Month / B Year/ £ Month /B Day/B | —B®HED D&

I I R
Name of Employer (if applicable) / EFR%cD) &R ( 5247 3 5S)

Address (No., St., Apt. No.) / {¥ff( BthEUED . HEES) City, Town or Village / TiliTHt

Postal Code / EEES Province / | Country / [F

16. Before you stopped working, did you have to do lighter or a different type of job?
MFHE BT B HIC. TEOEHEBEOTEZ LTI EBD FBATLEN?
Yes No If you said "Yes", please explain and give the date(s) if possible.

[FL Wz T 055, 5BAE LT, mTaEE S (F B ECEL T ES LY,

17. Has your doctor told you when you can return to work? / EEEfib\ b {EZBICEIRCEZ BHRE LV T LW\ETH ?

Year/ & Month /H Day/ H
|:| Yes [:l No If you said "Yes", please supply date.

B0 T ODRA g0 oA, BHERELTCES L, I M
18. Do you plan to return to work or seek work in the near future? / STl VISEMLZEIC 18IRT 2 H R HEE IETSHECTH 2

|:| Yes |:| No If you said "Yes", please explain, giving any known dates.

&L LW Tk 0BE, H8EL. hho TS BfTE TEL TCES L,

Benefit History
SRAGE

19. Is your present condition covered by either one of the following: / # 157z D KL XD VTN D TEIC > TOWETH

A_n employer's sick leave benefit? [] Yes No Any form of disability insurance? [] Yes No
EFSE0 RS ALT YA RYAVA 15 B H O FEEIRE [FL ARV

If you said "Yes", to either of the above, please state the name of the insurance company(ies)

EROVTNDHT F1V ] DFBACE. RIESHD 2% BEBL T 28 L,

Occupational Accident Insurance
FHEKEFRER
20. Are any of your health problems covered by an occupational accident insurance?

BH 13Tz O BERREIRET FTSRIRD BRAMRIC > TLWETH ?

\l(fs |:| No If you said "Yes", please provide details in each case./ [ |Z V] DIBE. 14T & (CE3HME SEEL T =& LY
Ly [A1AV4
Claim Number / E55R B2 Province / | Year/ & Reason / B[ Type of Benefit / ¥4 FE4E

Medical Condition

ks

21. State your: 22. What is/are your main disabling condition(s)? / $137= D FHEEIZE O &S HIKEETTH 2
Height: / & Weight: / {AE




Medical Condition (continued)
kg ( &E)

23.

Do you have any other health-related conditions or impairments? / h(Z {25 BRhEL 7= IREERII HREEN HD FTh ?

Tff'\ [] LN\?,\;?. If you said "Yes", please explain.

NEw) oBE, HEEL T ESY,

24.

What is the approximate date that you felt you could no longer work because of your disabling medical condition?

REERED = I METEBUE BULEDOIFNOETTH ? vear/ & Month / B

25.

Did your main disability result from an injury caused by an accident? / Hi37= ) FHEEIEMC LI EZCERETZILOTTH ?

Tff\ |:| LN\?,\i If you said "Yes", please supply date and describe how the accident happened and the resulting injuries.

FFLv) 0FA, BifeEE . FHOES - KL Z0HBROGEESHIAL TS,

Year/ & Month /R Day/H

26.

Have you had to stop doing some activities such as hobbies, sports or volunteer work?

Bk, 2R—Y., K3 VT4 PREDERE LHBFNEBD FRBATLEN?
|:| Tff'\ |:| T?L\i If you said "Yes", please explain and state any dates you can remember.

MW oBE, HEAL .. B HES BE 280 T ZE L.

27.

Please describe any problems and/or limitations you have with the following: / ) ZI8IC 445 RARE( 4%0) H'$H 3 BAICITREHL T E& L.

Sitting / EEH & Hearing / K Z &

Standing / 31D & Speaking / E59C &

Walking / #< = & Remembering / B\ C &

Liting / #%5 L3¢ Concentrating / 0193 C &

Carrying/ 5&%C & Sleeping/ IR% C &

Bending/ [B{id 3 = & Breathing / MEIRY 3 C &

Personal Needs (eating, washing hair, dressing, etc.) Driving a Car / % 18859 3 _ &

BEEEOERIE( KB, KR BRLL)

Seeing/ B3 - ¢ Using Public Transportation / /A E35@#RE% FIFAT 2 C &

28.

Please state the name, address and telephone number of the medical doctor who will be completing your medical report.

PUTEE SLAT B EED KA. (37T, BEEESE fCElL TS ES LY,

Doctor's Full Name / [EEfD K4 Telephone Number (including
area, city or regional code)

Address (No., St., Apt. No.) / {¥Ff( E#hRUHED . HEED) City, Town or Village / ThETH | Bt ( moVEESE 80)

Postal Code / E}{E &S Province / )i Country / [H [ ]

When did you first see this doctor? When was your last visit?

CIEA=! Year/ & Month / A kD ZZHE Year/ &F Month / A Day/ B

What were the reasons for your visits? / S20) I8




29. Please state the names, addresses and telephone numbers of any other medical doctors or medical specialists you have seen

in the past two years (space for two doctors provided).

BE 25 [(C 225 ST 7 fthod EATXI ftho) BEERREEFIRD K&, (3R, BEEESE L8l T £ L\ ( EEiZASNDREMEN BN £7).

1. Doctor's Full Name / [EEfi() Ex44

Address (No., St., Apt. No.) / {Fi( EthERUED . HEES)

City, Town or Village / THET4}

Postal Code / E{FHRS

Province / jj|

Country / [H

Telephone Number (including
area, city or regional code)

BEES( THRESE D)
[ ]

When did you first see this doctor?

When was your last visit?

_ Year/ £ Month / A P Year/ Month / A Day / B
#E2H =ED 2R
N B T
What were the reasons for your visits? / 520 I2H
2. Doctor's Full Name / EEEf0) B4 Telephone Number (including
area, city or regional code)
e = =1 A N
Address (No., St., Apt. No.) / (£ BHRUGED . HEES) City, Town or Village / ThTA] | e = ( MoHVEESE &0)
Postal Code / E}{EEHS Province / i Country / [F
When did you first see this doctor? When was your last visit?
. Year /| & Month / A e Year/ & Month/ B Day/ H
#E2H R0 22 HE
I A B
What were the reasons for your visits? / 520 ¥2H
30. In the past two years, |:| Yes |:| No If "Yes", state name and address of hospital(s) (space for two hospitals provided).
were you admitted to hospital? (F0 WA T IEL ] 0BE, FRaRUMERE SZ8L T £ L ( Fir=H#50 EME
BER2EMICARLELEMN? W VEED
1. Name of Hospital
JAIT
Hospital Address
JAED FRFEHD
When were you admitted? When were you discharged?
)\B;'EE Year/ & Month/ B Day/ B EF‘E Year/ & Month/ B Day/ B
| 1 1 1 | 1 | 1 | 1 1 1 | 1 I 1 |
Please explain why you are admitted. Who was the attending doctor?
AR EE S
2. Name of Hospital
s
Hospital Address
Joaled FRFEM
When were you admitted? Year/ & Month /H Day/H When were you discharged? Year/ % Month / § Day/ B
= M= 1=
APH P e N B
Please explain why you are admitted. Who was the attending doctor?
AR EEES
If there is not sufficient space to list all hospitalizations, please use a separate sheet of paper.
NSRRI ABTED T . BT TC Fomi,
31. Please list any medications you now take. How often? What is the dosage?
BAEREEINT S FHlE BT SV, BEOHE, REERFED HVTTH?
32. Please list any other present and/or future medical treatments, examinations or investigations.
BT T3 RU /RIF KT 3 6K, BEXRREE FF T LS L,
33. Please list any medical appliances you use, such as: crutches, cane, limb supports, splints, braces, wheelchair, hearing aid, heart pacemaker,

ostomy apparatus, prosthesis.
HBEHNEAL TV EEFEE EF T LS,
BHRE. &5 &BEE

Bl: IRZERL, HLL BRI R—4 — BIK, ¥T A, HEF. @ISR KA-2AA-0—,

&

IMPORTANT / &%

| agree to notify Human Resources Development Canada of any improvements in my medical condition and of any work | may undertake.

T, SROBRREOHXERURLFHICO

Signature of Contributor/Applicant

BERRE BEEOES

WTHFHY AMFRECEBMTICEICABLET .

Year/ &

Month / A Day /B




I*I Human Resources Développement des Protected When Completed
Development Canada  ressources humaines Canada AL X ER

Personal information Bank

Authorization to _Disclose Inf_ormation / HRSDC PPU 175
Consent for Medical Evaluation BN Y

{REBAREFR ZEREE

Contributor's Canadian Social Insurance Number
WREED D T4 OHSFRES
| | | | ! | | | |

Contributor's Family Name / $f{5&&0) i Contributor's Given Name / #{F&E D £

Home Address (No., Street, Apt. No., P.O. Box) / BEFfT( HEUED . HEES) City, Town or Village / TliTAt

Postal Code / B}{EES Province / i Country / F

Telephone Number (including area, city or regional code)
BiEES( THINEESE 80)
[ ]

I hereby authorize any doctor, hospital, employer, educational institution, foreign competent institution or other medical or vocational agency as
well as any occupational insurance agency or administrators of private insurance plans to disclose information contained in their records to Human
Resources Development Canada, for the purpose of determining whether | am disabled under the Canada Pension Plan.

For the purpose of providing further medical evidence for the evaluation of my disability, | agree, upon request by Human Resources Development
Canada, to be examined by a qualified doctor or a consultant specialist and to submit to such diagnostic tests as the doctor or specialist may deem
necessary. | also authorize Human Resources Development Canada to provide any relevant medical information relating to my disability to the
examining doctor for the purpose of such examination.

Any personal information received by Human Resources Development Canada is protected under the Canada Pension Plan and the Privacy
Act. | have the right to request access to this information.

| have read the above statements. | understand that this information is essential to determine that | have or continue to have a severe and
prolonged mental or physical disability. In addition, this information will be used to determine the date my disability began or ceased under the terms
of the Canada Pension Plan. | also understand that should | choose not to consent to any of the above, a decision will be made based upon the
evidence available in my file, which could result in a denial of my claim.

FAIABICLD | EEF, e, EFAE. BEHRE. SNEDIERS 3 MEANXIIZ 0 tho EREL < (SRS C RIS EHIT RERISHIED €12
B, BT 5 ERHECESC BEETHENE ) M RT3 BMC. MEEEDIEEE N T 5 AHMBRECBRT 2L 5N T,

FADIEEE Sl 2 2 DS 5 42 EFHEIDIRIEE Bt U T, D4 AMBRREDZEC LD . AEROBEMXIT U HILA Y ~ BFRICL 3 25
® 213 C b RU SHENNSPIRN BB BT SO hIRES B3 CRBLET. £, N5 AHBRENHLOREL Y 2 EiER
Z. DEOLHOEHE LT, EMCRFET I EFBHET,

5 KBRS BT 3 EAFRIN T4 FEFERCEAERRENC LD RENTOET, MBI OFBANOT I CAFERENHD T,

Fhld ERE0) SBAE o3 Lo, FMS . RV EED RAIC RS HEMIEE X SAEESE 8o TV S C & XIZ DREARGEL T3 C e EBL MCTHDIC
AEENFRAIRCHS " EBELTVET ., ShHI(C, KBS, N T4 FRHED FHHC S 3 ROBEO MBI T BE REY S HIc FASNE
T, Fo, Fhd, A LEOVITNACEREL B E BBRLEGA, FADT 7 1 VICHZFHUCETVTREN TSN, ZDBERADFRIATSN
BEREMEN HB L L EBELTLET,

Signature of Contributor/Applicant Year/ £ Month /A Day/ H

RERE, BEE) B 4 I e

To be completed by witness if contributor/applicant signs by a mark, or representative for the purpose of determining whether the
contributor is disabled.

BERRE/BEED XFLUND BS(C Lo TERT B HAICANM BEL, XBHRRENESTETHE N BN EIRET 3 BWTREANE

%o Year/ & Month /B Day/ B
Signature of Witness 3
SEAD ER | L1 | ] | ] |
Family Name of Witness / FEA®D i Given Name of Witness /SIEAD %
Home Address (No., Street, Apt. No., P.O. Box) / BEFFT( FhRUED . MEESIER) City, Town or Village / TiliT#4
Postal Code / E}{E&E= Province / i Country / [F Telephone Number (including area, city or regional code)
EaEs( TH\EESE 80)
[ ]

This Authorization/Consent form shall be valid for two years from the date of signature unless previously revoked in writing by the
contributor/applicant or representative signing this form. Any photographic or facsimile copy shall be valid as the original.

ARICERT I BREARE /HEEXGAREBASFECRHEIL GVRD , XA/ FAEREFLOH L 26MAHTT, 74 b1
E-XBEEIE-—QBRFELTAUTHILDELET,

ISP-5874-01-08E Canadﬁ



I*I Human Resources Développement des Protected When Completed_
Development Canada ressources humaines Canada BBARIT BB XERL

Personal information Bank
HRSDC PPU 175

Authorization / Consent Form BAER D

#al /REE

Contributor's Canadian Social Insurance Number

WRIBED N F 5 O HLRBES
I

Contributor's Family Name / #{R&EEZE D 1% Contributor's Given Name / f{R&E D £

(Name of Medical Doctor)

| hereby authorize to release any medical information,

in respect to my claim, to Human Resources Development Canada for the purposes of determining whether | am disabled under the Canada
Pension Plan. | understand that this information is essential to determine that | have or continue to have a severe and prolonged mental or
physical disability. In addition, this information will be used to determine the date my disability began or ceased under the terms of the Canada
Pension Plan. | also understand that should | choose not to consent, a decision will be based on the evidence available in my file, which could

result in a denial of my claim. ( BT )

FEFFICLD S T, BB D F5 ELHIE
CEICBEFEETHENEI NERET S BT, FAOFERICEAL THL DB ERIFRE D+ 5 AMEAREICHATTS L 2380
F7, MNEXD D RYMLBAHEENESAETZ 8> T3t XEZ 0 KEIFBIKEL TWB I 2HLNCT S DI KIFR
NRARTHICEEEBMULTVET, Snll, KERI. DT 5 ELHEDFHCLZMOBEETORBARERTHE RET
BEHICHERAEINET, £, T3, MIRBLBVIE ZRBIRLEZGE. FADT 7 1 ILICHBEHUCEIWVTREN TSN, T0HE
FIDFERNHAITS NG FIREMN HE & L BBEL TVET,

Signature of Contributor/Applicant >
BRRE HFFOESL

NOTICE TO THE MEDICAL DOCTOR / [EEfilc %19 2 BEHIF

e Your patient is applying for a disability pension under the Canada Pension Plan and has provided you with authorization to release information
requested in the attached medical report. To assist us in determining eligibility, please complete the report on his/her behalf. Please use a pen
and write legibly. Return it to your patient as quickly as possible. A delay may affect his/her eligibility for benefits.

BB BEND T A EEHIEC &I [EEELT 5L . BRI RMIOBHECTERSN TV EROBREFFAILE L., HAICLD Z
REROREICHICRTNIC, BEDLDICOMBICREAL TS, RVUT, HEECEDR LI CEVTC LS, RNERTES
B RRICBEICHE BV, BNLEBE, RRERCREZRETEBEFBNET.

e To be eligible, an individual must be disabled according to Canada Pension Plan definition.

ZIRERE OO NS LWICIE, BEEERNF 4 FEFIEC L 3 BEEOERCHZEL BONEE €A,

Year/ & Month /H Day/H

e A disability is a physical or mental impairment that is both severe and prolonged. "Severe" means that the person is "incapable of pursuing
any substantially gainful occupation”. "Prolonged"” means that the severe disability is expected to continue for a significant time, and that
its duration cannot be predicted with any certainty or is likely to result in death.

BBEE 3, EENMO RHACKSSHNEEIFMESEEH®LET. [ EE) 3. I RENCHKOBXT THNICERT SN
TERVIEEERLET, [ RAIC RS | £ @, EEQOREENRC #L . Pz FRTS N TERL., BHLLC BT ES mlReMsh
BLWIEEEHRLET,

® |t is helpful if you can provide some measurement of the patient's functional limitation.

BEDHASEDTREE RL CLWV RS CENTENERIBET,

e An applicant may be requested to undergo an independent medical examination by a doctor designated by Human Resources Development
Canada.

BEEEII N 5 AMBARAN e T B EANIC & 2 MIIL 7z [@RESHD e ZRS NS 5N BN £7,
e The decision as to whether or not a person is disabled is the responsibility of the Canada Pension Plan. Objective medical evidence and other
factors are considered when determining eligibility.

HEENEEETHINENEN T4 FEFIENREL £ 7. FLFAEUE0REICKL TS, FERNG EPAEIRUZ D057 -5 i EE
ShEY,
PRIVACY ACT/ {B AIEIR{REE

Pursuant to the Privacy Act, an individual has the right to request access to any information or any records, including medical reports, about him/her
in Federal Government files. The information contained on all Canada Pension Plan applications made under a reciprocal social security agreement
is contained in Personal Information Bank HRSDC PPU 175.

BEANFRREEC TS T, BACKERBEFOT 7 1 LICKRESNTNS BEICEYT S 5 P35 HFHRXIL ELE( EEZHE 80) A
D7D EAEERTZEFNSHN T, HEREBELCEIVTRES NI DY EEFED TATO PFEECEEHS Nz HFRIZE
NE#/SY D HRSDC PPU 175(CfRFENET,

Note: You may, at your discretion, replace this report with a general narrative in letter form or computer print-out.

b= B, TORBITRY . FHRERRORY 12, M ECICEE-I3a B —8 HITEE RE ' LU TRHT AL TEET,
PLEASE RETAIN THIS AUTHORIZATION / CONSENT FORM FOR YOUR RECORDS

A/ FIERE BEAE LTRELTBVL TS ES L, el

ISP-5875-01-08 E Cana.da



I * I Human Resources Développement des Protected When Completed

Development Canada  ressources humaines Canada BBARIT B ERL

Personal information Bank

Medical Reportl E‘IQ%E HRSDC PPU 175

VN AV
To be completed by Contributor/Applicant:
BERRE  BHEETLAM:
Contributor's Can.adian Social Insurance Number
BREED N 5 OURRERES
| | | | | | | | |
Contributor's Family Name / #{FI&ED i Contributor's Given Name / #{RI&ED &
Home Address (No., Street, Apt. No., P.O. Box) / BEFfT( TRV ED . HEES) City, Town or Village / ThHET4}
Postal Code / B}{EERS Province / | Country / E
Telephone Number (including area, city or regional code)
EEES( TEESE 80)
To be completed by Medical Doctor: /| EEMEE AR :
Date of patient's first visit: Date of patient's last visit:
BEOMEAR Year/ & Month/H Day/ H BEORRZE Year/ & Month /R Day/ H

Diagnosis(es):
P8 THAR:

Relevant/significant previous medical history:

BifRT 5 "EELTRE:

Hospitalization:

Names of institutions, approximate dates of hospitalization in the past two years, reason(s) for admission and treatment.
ABEEE:

EREERED AT, BI2EFDOEH L7 O A, ABERRE JAENS

Height: Weight: Blood Pressure:
SK: AE: mE:
ISP-5876-01-08 E b

Canada



Observations and positive findings on most recent clinical examination:

Please note any measurable functional limitations.

RED BRRREICET 3 BIRBERRU BHERR:
BIFEATRE/S HEAERIRRE Sl T< 2T LY,

Relevant consultant opinions, laboratory reports, X-rays, etc.:
If you have included any enclosures, do you wish them returned?

BRIV FOBRR, BREBREE, BAREE .
FEEIN H B BRI BREE FLELE TN ?

|:| Yes |:| No

&L ARV

Are any future examinations or medical investigations planned?
If you said "Yes", please list type, where, when and by whom.

SEREXBERREETS FETIN ?
M3V OFEICE, 25 REET. e, BEEE 8L TS,

D Yes D No

[0 ARV

Current medications:

Please list by generic or trade name and indicate dosage and frequency.
BHERZMF TS BE:

ER0— BB RIERET HT. BR50HE, R58F 8L T 2L,

10.

Treatment:

Please list type and response.
AR

JBIRO TR RISE BT TS L,

1.

Summary and Prognosis:

ENRU PHREH:

Medical Doctor's Name Telephone Number (including area, city or regional code)

E=RTO) K4 EiEEs ( THEESE &)

Adress Postal Code
¥R ENFEES

City, Town or Village

Country
3]

I:l Family Doctor I:l Speciality, if any
D DT O —REE HFE( M9 e BRICEA)

Signature
E4 >

Year/ £ Month /A Day/H
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Guide for Completing an Application and Supporting
Forms for Canada Pension Plan Disability Benefits
under the Agreement between
Canada and Japan on Social Security

If you:
B reside in Japan; and
B wish to apply for Canada Pension Plan Disability benefits,

you must complete an “Application for Canada Pension Plan Disability Benefits under the
Agreement between Canada and Japan on Social Security”*.

If you have been out of work for twelve months or more, be sure to submit your application as
soon as possible. Any delay in submitting your application may mean that you will no longer
qualify for a Disability benefit or that you may lose several months of benefit entitlement if your
benefit is approved.

This guide has been prepared to help you fill out the application and supporting forms. Please
read the guide carefully and follow the instructions which are given. In order to act on your claim
as quickly as possible Service Canada must have all the information which is requested in the
forms. The more accurately the forms are completed, the better we can serve you.

* [f you wish to apply for a Canadian Old Age Security pension or Canada Pension Plan
Retirement, Survivor’s, Surviving Child’s or Death benefit you will have to complete a
different form entitled “Application for Canadian Old Age, Retirement and Survivors
Benefits under the Agreement between Canada and Japan on Social Security”. This
form is available on this website and from your nearest Branch Office of Japan Pension
Service.

tZ DFEABEFIITAARBRSHY £
(MHESRFICEAT2AEREE BT 5 L OMOEBEIZHES<
BT Z AR BRI L D EEFEED
HFEEL M BEFROGTAZEHE] )
Ce guide est également offert en francais sous le titre
Guide pour remplir une demande de prestations d’invalidité et les
formulaires pertinents du Régime de pensions du Canada en vertu de
[’Accord de sécurité sociale entre le Canada et le Japon

2009

Canada




Eligibility conditions

To be eligible for a Canada Pension Plan Disability pension, you must:

B be under age 65;

B be disabled;

B have contributed to the Canada Pension Plan anytime since the start of the Plan in 1966;

B have contributed to the Canada Pension Plan or have periods of insurance to the National
Pension System and/or the Japanese pension systems for employeesduring four of the six
years immediately prior to your disablement, or three of the six years immediately prior to
your disablement provided you have at least 25 years of coverage.

In order to be considered disabled under the Canada Pension Plan, you must have a physical or
mental disability which is severe and prolonged. “Severe” means that you cannot regularly
pursue any substantially gainful occupation. “Prolonged” means that your disability is likely to
be long continued and of indefinite duration, or is likely to result in death.

Canada Pension Plan Disabled Contributor’s Child’s benefit

If you qualify for a Disability pension and if you have in your care a dependent child (including
an adopted child), your child may qualify for a Disabled Contributor’s Child’s benefit if he or she
is:

B under age 18; or
B age 18 or older, but under age 25, and in full-time attendance at school or university.

You can apply for this benefit for a child under age 18 who is in your care using the same
form on which you apply for your own Disability pension. (See page 5 of this guide for
further details.)

* If your child is age 18 or older, he or she should submit a separate application for
this benefit. The child will have to complete a form entitled “Application for
Canada Pension Plan Child’s Benefits under the Agreement between Canada and
Japan on Social Security”. This form is available on this website and from your
nearest Branch Office of Japan Pension Service.



Completing the application and supporting forms

Application form

Correspondence from Service Canada concerning your application will be written in either
English or French, whichever you prefer. At the top of the form in the space provided, please
indicate the language in which you wish to receive such correspondence.

Please complete all name and address fields in both Roman letters and in Kanji (if you are
Japanese).

Section 1 — General information about the contributor

B [fyou are making an application on behalf of someone who is incapable of applying for a
benefit for him or herself, you should provide information concerning the person on whose
behalf you are applying. Please attach a statement briefly explaining the reason for which
the applicant is incapable of applying for him or herself.

Question 1

Please give both your Japanese Basic Pension Number and Number on Pension Handbook and
Canadian Social Insurance Number. If you do not have a Canadian Social Insurance Number, or
if you do not know the number, the information you will give in questions 2 and 4 of the
application form may be sufficient to identify you.

Question 2

Give the name in full (given name or names and family name) as well as the family name at birth
(if it is different). The family name at birth is required for correct identification if the name has
been changed through marriage or for some other reason.

Question 3

If the name on the Canadian social insurance card is different from the name given in question 2,
please indicate in question 3 the full name exactly as it appears on the card. This will assist
Service Canada to verify contributions to the Canada Pension Plan and to establish entitlement to
Canada Pension Plan Disability benefits.



Question 4

Please indicate your date of birth and submit your birth certificate or extract copy of Family
Register.

Question 5

Please indicate your current marital status.

Questions 6 and 7

Your current home address is required in answer to question 6.  If you wish to receive
correspondence concerning your application as well as benefit payments at a different address,
please give this address in answer to question 7; otherwise, go to question 8.

Question 8

The information requested in this question is required to enable Service Canada to establish
whether your application falls under the authority of the Canada or the Quebec Pension Plan'.

If you have contributed to the Quebec Pension Plan as well as the Canada Pension Plan, it is the
province of residence at the time of your departure from Canada which determines the Plan
which applies to you. If you contributed to both Plans and you qualify for a Disability benefit,
the applicable Plan will pay the entire benefit based on the total contributions to both Plans.

Question 9

If you have resided in a country other than Canada and Japan or made social security
contributions in another country, you may be eligible for benefits under that country’s social
security system. A complete answer to question 9 is important, therefore, to ensure that you
receive all the benefits to which you are entitled.

The Canada Pension Plan operates throughout Canada except in the province of Quebec where a similar program,
the Quebec Pension Plan, is in force.



Question 10

Under the Canada Pension Plan, periods of nil or low earnings spent caring for young children
may be disregarded in calculating a benefit; this will often increase the amount of the benefit.
To take advantage of this provision, eligibility to Canadian Family Allowances or to the Child
Tax Benefit must have existed after 1 January 1966 for children under age 7. If you or your
spouse or common-law partner were eligible for Canadian Family Allowances or the Child Tax
Benefit for such a child after 1 January 1966, please indicate this fact in response to question 10.
If your answer is “Yes”, we will send you a separate form on which you can provide all the
specific information required to obtain this advantage.

Section 2 — To be completed when applying for a Disabled Contributor’s
Child’s benefit for a child under the age of 18

B A benefit on behalf of a child under the age of 18 is payable to you if he or she is your
natural or legally adopted child, and he or she is in your custody and control. However, if
the child is in the custody and control of another person, that person should apply for
the benefit on the child’s behalf.

Question 11

Please list all of your children under the age of 18 on whose behalf you are applying for benefits,
indicate their date of birth and submit a birth certificate or extract copy of Family Register for
each child. You should also indicate if they are your natural or legally adopted children. If
you answered “OTHER”, please explain the circumstances (i.e. are they the natural or adopted
children of your spouse or common-law partner?).

Question 12

If you have children in the custody and control of another person, that person should apply for
the benefit on the children’s behalf. Please list the children’s names and the person’s name and
address. Service Canada will subsequently send an application form directly to that person.

Question 13

Please indicate whether an application has been made for, or if benefits have been received from
either the Canada or the Quebec Pension Plan for the children listed in question 11. If your
answer is “Yes”, please provide the Social Insurance Number under which benefits were applied
for or received.



A child may receive up to two flat-rate benefits under the Canada Pension Plan if both parents
were Canada Pension Plan contributors and are either deceased or are disabled and if all
conditions of eligibility are met with respect to both benefits.

Section 3 — Declaration area
B Please sign the application form.

In signing the application, you attest to the truth of the information given in the application.

You must notify Service Canada of any changes that might affect your or the contributor’s
continuing eligibility for benefits. This includes: an improvement in your or the contributor’s
medical condition, a return to full, part-time or trial period of work; attendance at school or
university; trade or technical training; or any rehabilitation. You also authorize the Japanese
competent institution to furnish to Service Canada information which may affect your or the
contributor’s entitlement to the Canadian benefits for which you are applying.

B The declaration of witness is required only when the contributor or applicant signs by a
mark.

Questionnaire

On the questionnaire you should supply information about your situation. By providing the
details about your education, work history, benefit history and medical condition, you are
ensuring that the Canada Pension Plan has all the necessary information when considering your
application.

Consent for Service Canada to obtain personal information

This form authorizes the Canada Pension Plan to obtain personal (medical and non-medical)
information about you. The form comes in two versions, one for Service Canada the second for
your physician. You must complete, sign and date both forms.



Medical Report

The Medical Report must be completed by the medical doctor who is most familiar with your
disabling medical condition.

B Print your name, address and telephone number in the space provided on the front of this
form. Print your Social Insurance Number at the top of each page.

B Ask the doctor to complete the rest of the form and return it to you.

Once the completed medical report is returned to you, place it in an envelope along with the
completed application and supporting documents, and take or mail it to your nearest Branch
Office of Japan Pension Service..

Additional information

Documents needed
The following documents are required with your application:
B your birth certificate;

B abirth certificate for each child in your custody and control whom you have listed in
Question 11;

B any medical reports, hospital discharge summaries, or other information about your
disability that you feel may be helpful to the Canada Pension Plan administration in
assessing your disability.

It is better to send certified copies of documents rather than originals. If you choose to send
original documents, send them by registered mail. We will return the original documents to
you.

We can only accept a photocopy of an original document if it is legible and if it is a certified true
copy of the original. You can ask one of the following people to certify your photocopy:

« Accountant

o  Chief of First Nations Band

« Employee of a Service Canada Centre acting in an official capacity

« Funeral Director

« Justice of the Peace

. Lawyer, Magistrate, Notary

« Manager of Financial Institution

o Medical and Health Practitioners: Chiropractor, Dentist, Doctor, Pharmacist, Psychologist,
Nurse Practitioner, Registered Nurse



« Member of Parliament or their staff

« Member of Provincial Legislature or their staff

« Minister of Religion

o Municipal Clerk

« Official of a federal government department, or one of its agencies
« Official of an Embassy, Consulate or High Commission

« Official of a country with which Canada has a reciprocal social security agreement
« Police Officer

« Postmaster

o Professional Engineer

« Social Worker

o Teacher

People who certify photocopies must compare the original document to the photocopy, state their
official position or title, sign and print their name, give their telephone number and indicate the
date they certified the document.

They must also write the following statement on the photocopy: This photocopy is a true copy
of the original document which has not been altered in any way.

If a document has information on both sides, both sides must be copied and certified. You
cannot certify photocopies of your own documents, and you cannot ask a relative to do it for you.
Please write your Canadian Social Insurance Number on any photocopies you send us.

Payment of Disability benefits

Disability benefits are payable from the fourth month after you are deemed to have become
disabled. You may receive up to a maximum of 12 months of retroactive payments.

If you are still receiving a Disability pension when you turn 65, the pension is replaced by a
Retirement pension, payable effective the month after your 65" birthday. (An application is not
required; the pension is converted automatically. You will be advised in writing of your
Retirement pension rate.)

Once your pension and any Child’s benefit become payable, the amount will be adjusted each
January. The adjustment will reflect changes in the cost of living as determined by the Consumer
Price Index in Canada.

Division of Canada Pension Plan pension credits

If a marriage ends in divorce or annulment on or after 1 January 1987, the Canada Pension Plan
pension credits earned by both spouses during their life together are divided equally between
them. This division is mandatory as soon as the Minister of Human Resources and Skills
Development receives the information necessary to take this action. If the divorce or annulment



took place before 1 January 1987, different conditions apply and the division of pension credits is
not mandatory. As well, if a legal marriage ends in separation after 1 January 1987 and if the
separation has lasted one year, either spouse may apply for a division of pension credits. There is
no time limit for making application for a division of pension credits following separation, except
in the event of the death of one of the separated spouses. Furthermore, former partners in a
common-law relationship may apply for a division of pension credits within four years after they
have separated, if they have been living apart for one year.

If you think that you are eligible for a division of Canada Pension Plan pension credits and
if you wish to apply, please attach a brief written statement to this effect to your application
form. Service Canada will subsequently send you a special form to obtain the additional
information needed to determine whether a division of pension credits is possible.

Protection of personal information

The information requested on the application form will be used to determine your entitlement to a
Disability benefit under the Canada Pension Plan. Under this legislation, information about you
may be provided only to the agencies specifically entitled to receive it. In addition, the Privacy
Act (Canada) prohibits the disclosure of your records without your consent except in specified
circumstances (such as to comply with a warrant or subpoena or to enforce a law).

The information about you relating to your application for Canada Pension Plan Disability
benefits will be retained in Personal Information Bank HRSDC PPU 175. You have a right to
request access to any information about you which is in federal government files. To help you
obtain this information, the government has published an Index of Personal Information. The
index and information request forms may be obtained from Canadian embassies, high
commissions and consulates.
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