NOTE: If you make any corrections, please write your signature as proof.

REES 93505
P Daiichi Life
Enter information in either English or Japanese.
XBARETHALNTREGIESIE. BARABTIHRAZSEWLNM=LET,

To Daiichi Life (5—4%@m&HT) <Gy R>
9 = =
ATTENDING PHYSICIAN S STATEMENT (A[RIEAEZRZHE)
. = . ;
Patient’s name (2EKZ) OMale (8) Patient’s date of birth(£4£A8)
(M) / (D) Z(Y)
Clinical record card No (hIL7&E) LFemale (%)
Name of sickness or injury for hospitalization (ABRDRE Ao 1=15K 2 ) Inception date of sickness or injury (Physician’s estimate)
(EF#EE HRFEEERAD)
(M) / (D) Z(Y)
Cause of above sickness or injury(EEEDREA) Inception date of sickness or injury (Physician’s estimate)
(EEEE GHRHEEEARD)
(M) / (D) /(Y)
Name of illness, treatment term and any other . ) Name of physician (EEf4)
. . pertinent information (54 - S4B 4ARI %) Was the pat.lent introduced or
Previous sickness (If any) previously seen
(BRAESE) by another physician? (If any) | Name of medical institution (E#&#E%2)
(FTE - BNE)
First medical Consultation (#2) (M) / (D) /Y)
Date admitted (ARz) Date discharged GRR) Presently under treatment (BR#£;4%&$)
Treaiment term 1st hospitalization / / / / ( /S /S )
CammmE) (E1EE AR (M) (D) ) (M) ) 4%) (M) (D) )
2nd hospitalization / / /s /s ( / /
(218 A (M) (D) (Y) (M) (D) (Y) (M) (D) (Y)
Reason for hospitalization ( Az M £2#%) Payment of the patient’s hospitalization costs (ARDER)
Please check either one of the boxes below. Please check either one of the boxes below
O(1) Patient’ s request (BEFHE) (1) Coverage under the public health insurance system (ARIEREIROERA)
[(2) Physician's instructions (E&fDER) [(2) Out—of-pocket expense (not covered by public health insurance) (B#)

XIf (2), please answer the next question (3).
(3) Was the hospitalization significant enough to be covered by public health insurance ?
Please check either Yes or No OYes / CONo

Condition of sickness from when you first noticed the symptoms to the first medical consultation (E&EM 582 ETHHEB)
(Please indicate when and how the symptoms first appeared) (W DEASE D LSHFER A HoT=MEEALTEELY)

Diagnosis at the time of first consultation and progress thereafter (#)Z2 B0 R R UHEB)
(Please give details of the examination and treatment) (&2 - S8 #IK R D 540)

Type of surgery. Please check either one of the boxes below. (Fiin#E18: BI5E/BM/BAME/ 771 /N—Ra—TEFHATF—TILOFH/ZDHh)

@) Craniotomy [1(2) Thoracotomy [1(3) Laparotomy [1(4) Surgery using a fiberscope or catheter [1(5) Other

Name of surgery or operation Include percutaneous surgery (TAE etc.), drainage, shunting Date of surgery (FffiB)
(Ffia/BROFIHENT—TLBRERMNSE . FLF—2, v UbEd) / /
(M) (D) (Y)
Radiotherapy (if any) Region (#34) Period (#if) Quantity in total (#i#g8)
(FRCAMSTHREBST) (M) /(D) Z(Y) ~ (M) /(D) Z(Y) Gy

Name of histopathological diagnosis (or ICD—0O Morphology codes) (FRIEE#B#EZMI4 (F1=I%1CD-0 3—K))

In case of Malignant

Neoplasms / Intraepithelial
Neoplasia Date of diagnosis (Z¥fEER) For neoplasms. Please check either one of the boxes below. ([Ef&NDiE%E)
(BHES/ LEANEBDISE) / /s (1) Carcinoma in situ, Noninvasive
(M) (D) ) [(2) Invasive carcinoma
The date when the diagnosis was informed (& rEMEN-8 BEI/REKIZ ESVSBHEEELTHN)
to the patient (M D Y ) as having ( ) to the family (M D Y ) as having ( )

The statements contained above are true and complete to the best of my knowledge and belief. (LEEDESYIEALET)
Name of hospital/medical department (f&Ekz4 /22 &EH)
/ /
Date (v (D) %
Address of hospital/Contact phone number (EiR{E AT/ BEES) Signature of attending physician(X:aEDE®)
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Appendix XABEIIEAZEFRZMELHDOE . KL — MR TEERAZFIRZLZSLY,

Notes regarding the filling in of medical certificates (In case of Malignant Neoplasms / Intraepithelial Neoplasia)

DAI-ICHI LIFE

<How Ciritical Illness Insurance works>
If the patient gets Critical lliness Insurance, an insurance payment is made in any of the following cases:

(D The insured person is diagnosed as having a malignant neoplasm; @The insured person suffers an acute myocardial

infarction and then remains in a certain designated condition for at least a certain designated time; 3 The insured person
suffers cerebral apoplexy and then remains in a certain designated condition for at least a certain designated time

/* The definition of malignant neoplasm reimbursed by Critical lliness Insurance (the contract) \

@ The neoplasm reimbursed by the insurance here means the disease which shows the existence of malignant
neoplasm cells and the invasive/destructive increase of the malignant cells.

@ Depending on the type of insurance the patient gets, the exceptions are as follows:

1. Carcinoma in situ (including melanoma in situ)
kz. Skin cancer (excluding malignant melanoma) /

< The notice when you describe the part of “In case of Malignant Neoplasms / Intraepithelial Neoplasia ” \
in this attending physician's statement >

1.The diagnosis which was confirmed by the biopsy and so on should be described in the
“Name of histopathological diagnosis (or ICD-O Morphology codes)”

2.In situ cancer means the invasion of malignant cells are limited in epithelium and neither invade nor

destroy the submembrane area which divides epithelium and connective tissues: in this case,

please check “(1) Carcinoma in situ, Noninvasive”.

When the malignant cells invade submembrane area , please check “(2) Invasive carcinoma”. j




