To AXA LIFE INSURANCE COMPANY Ltd. JP

Attention; Please type or write in block letters (In English only)

Patient's Name

1.
Name of Disease or Injury
for Hospitalization

Chart No. day/ _month/ _ year
( Sex Date of Birth / /
)
Onset Date of Disease/Injury Please circle below

(a) day/month/year e
Name of Disease or Injury / / Patients Report )
for Hospitalization
®) day/month/year =
Cause of the above (a) / / (\\thyslaan's 0p|nl0/ﬂ f’»anem‘s Re;’)rorr‘t/
© day/month/year
Complications / / \P‘allem‘s RE‘?‘T{/’

hronic Di

2. 60days after the initial consultation, was it still necessary to continue limiting the work done by the patient?
In Case of Acute Myocardial ("limiting the work" here refers to a state whereby the patient can do sedentary or light work but restrictions are necessary regarding more demanding ,'\ Yes
Infarction activities)
Detail the sequelae
g, Do such objective, neurological sequelae as dysphasia, ataxia and paralysis still exist 60 days after the
In Case of Stroke initial consultation?
Date of Diagnosis Cancer tissue TNM Staging
— — Was histopathological examination performed? ¢ Yes { No :
4. ) day/ month/ year < _primary lesi T .
In Case of Malignant tumor L
or intraepithelial neoplasia ..., ecurren N
1 g / / - il Definitive histopathological diagnosis
fe ransitions.... M
I5 From day/ month/ year till day/ month/ year Please circle below
Period of Medical Treatment - dc|“ Ude =
- A nding Consultatio Inder Medical
(From Thg First Day of Medical ! / ~ / / Treatment
Consultation.) [ | T T
From day/ month/ year till day/ month/ year P[ease circle below
The 1st. / / ~ / / ipatient { Discharged )
6. -
Period of The 2nd. / / ~ / / Inpatient Discharged_
Hospitalization =
The 3rd. ! / ~ / / Inpatient Discharged
1. Name / Address of Medical Institution The First Day of day/ month/ year
Previous Physician or Medical , ;
Referring Physician CEiMiER,
8. Name / Address of Medical Institution I— From day/month/year till  day/monthiyear
. . i ‘eriod of
Past Medical History and \.Yes./ |\ No e — s ;- | |

9.Progress from Onset of Symptom/|

Injury

il Initial Consultation %¢Please indicate when and how the symptom developed.

Please choose a number from (D~(2.

(DCraniotomy @Trepanation @ Thoracotomy (include open Heart surgery) @Thoracoscopic (GLaparotomy ®Laparoscopic (D Laser ®Fiberscopic or Catheter
(@Percutaneous @Transurethral @Transvaginal @Others

Please choose an alphabet from (A) ~(N) .

(1) Surgery of Bone and Muscle - Open (A) ,Close (B)
(2) Trepanation - a hole newly made (C), using an existing hole (D)
(3) Dermatoplasty, the size of grafting area is equal to 25cnf or larger - Yes(E) ,No (F)
(4) Intraoral operation, sharpening jawbones -Yes (G), No (H)

10. (5) Fingers and toes, operative site is including MP joint and extending to center - Yes (1),No (J)
Operation (6) Removal of foreign bodies from bones - removal of pin and bolt (K),Others (L)
P (7) Open Surgery on muscles, tendons, or ligaments - Yes (M) ,No (N)
Number Details of Operation Name of Operation LorR day/ _month/_year
L 5 / /
Date of
Operation / !
/ /
11. _ period of from day / month/ year ~ until day/ month/ year
Radiotherapy BEE Radiation / / ~ / , Total dose Gray
Please circle day(s) of ambulatory care for above 1.(Disease or Injury) >¢within 120days after discharge. Total
Month Year 1234567891011 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 Day(s)
12. . Month Year 12345678910 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 Day(s)
Treatmen.t Received Month Year 1234567891011 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 Day(s)
S OUtpatlent Month Year 1234567891011 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 Day(s)
Month Year 1234567891011 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 Day(s)
These statements are true and complete to the best of my knowledge and belief.
Hospital's or Clinic's Name;
Address;; day/ month/ year
Department; Date / /
Telephone Number;
E-mail address;
Physician's Name; Signature
Country;

NI« P - 0I5 R (AW &)

i)
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[Back] Please do not fill in this column.

To AXA LIFE INSURANCE COMPANY Ltd.JP

Attention; Please type or write in block letters(In English only)

ATTENDING PHYSICIAN'S STATEMENT (HOSPITALIZATION/OPERATION) 2ENS8E (Al - FMHSEHE) R - ARD

. Male i day/ _month/ _ year
Patient's Name Chart No. S Date of Birth
BERS) Taro Akusa (12346 ) [ (EFAD 10/ 10 /7 1942
Onsegéaﬁfe;;gi;%asgl)niury Please circle below
,(\‘a) o » day/month/year Ty
lame of Disease or Injury H H ysician's Opiniomy - atient'sRe
e Acute Myocardial Infarction 1/ 1 /2013 oy
:rtl.ame of Disease or Injury ® SERJITTEIT 17T Physician's Of “Patient'sR
H H ysician's Opiniol ; atient'sRepor
for Hospitalization C(a(t{:);:%)above & arteriosclerosis 1 / 1 [/ 2013 (EEEDIHETE) .. (BEHE)
(ABRDRRETS S EIEHE) -
day/month/year — ~
(©) arrhythmia Physician's Opinioly " PatientsReport ™,
Complications (SHHE) y 1/ 1 /2013 () S . (BB
2. 60days after the initial consultation, was it still necessary to continue limiting the work done by the patient?
In Case of Acute Myocardial ("limiting the work™ here refers to a state whereby the patient can do sedentary or light work but restrictions are necessary regarding more demanding activities)
Infarction e (RZBXD60BERICHBNTHEZESIR UEEIT D ENMETUEEN?) .
(RIELEHREDES) (MBEZEGRITD) CCld, BEGEEOEEEETOCLGTEDN, ZNUEDFECE L CHIRDMMBRIREEE LEI)
o ] l ] o i e, Detail the Sequelae_GErlllc DU )
3. Do such objective, neurological sequelae as dysphasia, ataxia and paralysis still exist 60 days after the initial /
In Case of Stroke consultation? { Yes | [ No |
(BEEPDIZE) (MZBLDOBRRICHNTRRREE, TNRIBEBLUFHESOPRBEROEREREELTNFETH?) " /
i o (S Cancer tissue TNM  Staging J— . .
n Date of Diagnosis (ZHfEREB) (D) (TMN2#8) Was histopathological examination performed? " Yes " No ®
In Case of Malignant tumor day/ month/ year £ prr;mEaryg eeon, T URIEHEEF IREZ RSN LIED ?) N R
orir itheli; i
BIERAEMSECIS LN EN DR , / N Definitive histopathological diagnosis
= _vansitors ™ M (RIREEWIHD)
> From day/” month year till  day/ month/ year Please circle below
F(’;TDU:] ('?hx:ei?silcal:l);?fmaee?ical nding Consultal " Under Medical™.,
~ T }
ot 1 1 + 2013 3. /5 /2013 . <§%"§§%p;7
LASHIES CnoAs) - S
From day/ month/ year till day/ month/ year Please circle below
. The 1s 1/ 1 / 2013 ~ 31 4 3 1 2013 C e oD
Period of - patient .
Hospitalization e ! ! ! ! QB
(ABEERRDD S
~ ! Inpatient
The 3rd. / / / / e
3 . Name / Address of Medical Institution (BEE&RE&/MEPT) & FIrST Day of day/
Previous Physician or i Yes / Medical
Refferring Physician migze@sen | e Consultation. / /
= _ €= N
8. i Name / Address of Medical Institution (BRI /MERT) Period of From daylmontniyear il _day/monthiyear
Past Medical History and Chronic | *.Yes - Treatment / o~ / /
Disease (BEESE + 15/%) o B

9.Progress from Onset of Symptom/Injury till Initial Consultation ¢Please indicate when and how the symptom developed. GERFZIFRBROEEN STZETORE (WD EDLSICHELENICONTRHLTIZSLY

Patient fell down suddenly in a stop on January 1 and urgently convey it. It enforces an operation the next day. | leave the hospital on March 31.

Please choose a number from (1) ~ (12). (FfilIc DV TO~QRDNFNAZERL,  [firzh) ICsedl L C</ZS0))
(DCranitomy (B8gafi) @Trepanation (£ g&fii) @ Thoracotomy (include open Heart surgery) (B8imiti (BaiWiiZ=E) @Thoracoscopic (RfZss RFii) ©Laparotomy (BIigi) ©
Laparoscopic (fgiess FFin @ Laser (L—H—Fifi) @Fiberscopic or Catheter (77« /\—2I—THEIF/NRT v FAF—FIVICKBFHD @Percutaneous (##5z80) 10
Transurethral (#EERiEH0) @Transvaginal (60D @@Others (Zit)
—|Please choose an alphabet from (A) ~(N) . CFiiDABICDOLT, ZBIDiHSId [FiliDOAS ) [CsedE L TIZS0)
(1) Surgery of Bone and Muscle - Open (A) ,Close (B) (A BEImDF MDEo. Erllld (A) . JFEIE (B) )
(2) Trepanation - New born hole (C) ,existing bone hole (D) (EEBffiDIHE. #IZ/REHEIE (C) . BHFOHBEFZEA I DIHBEE (D) )
(3) Dermatoplasty, the size of grafting area is equal to 25cn or larger - Yes(E) ,No(F) (l8RZffiDIBE. 25ecmM EDBERX (B) « KBDBEIE (F) )
(4) Intraoral operation,sharpen jawbone -Yes (G) ,No (H) (OFERFMDBE. BEZHI> TNDBEE (G) BI>TWEWNESEIE (H) )
(5) Fingers and toes, operative site is including MP Joint and extending to center - Yes (1) ,No (J)
10. (Fi8 - REOFMDBE. MPEEIEZA THRAICKRSBEEE (D « REBRVBEE O )
Operation (A (6) Removal of foreign bodies from bones - removal of pin &bolt(K) ,Others(L) (BAEREMDIBES. KEIME (K ,2ZnoNE L )
(7) Open Surgery on muscles, tendons, or ligaments - Yes (M) ,No(N) (55 - fi2 - 8DEDEIHT - t1BE - EZHSBEIE (M) . #DBVBEIE (N) )
l;lgﬁ:nge\r Details of Operation (FTDRNZ) Name of Operation (i) (EI}Sor_RA‘jE day/ month/ year
L @) percutaneous transluminal coronary angioplasty 2, 1 , 2013
Date of
Operson
(FirB) / /
/ /
11. Period of From day/ month/ year till day/ month/ year Total dose
Radiotherapy (F8T#88 Regions (BRE1EBL) Radiation / / N / , (198 Gray
E) (EBEIHERS) [Inybie==}
Please circle day(s) of ambulatory care for above 1.(Disease or Injury) %within 120days.after discharge. A~ A~ Total
-~ Month 4 Year 2013 1234 96)7 89 1d1) 1213 14 15 16(17) 18 19 20 21 22 23 p4)25 26 27 28 29 30 31 4 | Daye)
Treatment Received Month 5 Year 2013 1234567 (8)) 10 11 12 13 14 15 16 17 18 19 20 21 [ZZ) 23 24 25 26 27 28 29 30 31 2 Day(s)
as Outpatient Month Year 1234567891011 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 Day(s)
GEbRHERRD Month Year 1234567891011 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 Day(s)
Month Year 1234567891011 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 Day(s)
These statements are true and complete to the best of my knowledge and belief. (E52DERVIEBANE LEI)
Hospital's or Clinic's Name (fBlRE) ; Honolulu Hospital
(€1 e RS = 0i)) Address ({EP) : 111A Street Honolulu ABC123456, USA day/ _month/ _year
Department (FSRRERD ; cardiovascular medicine _Date
[GL:E[=D) 31 /| 5 / 2013

Telephone Number (&B5E&ES) ; 123-456-7890
E-mail address (X—)L? RL/R) info@honolulu hospital.com.

N . Signature 7 ﬁ
Physician's Name (E&ME) ; Tomas Brown (22) oy

Country (B8) ; the US.A
NBE - R0 - BB RE T (o) [l Form N0.010090(1.1)2021.6




