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Medical Certificate

The Mayor of Toyohashi City

Year Month Day

T £

H /Address

 FRCAEH H LV 30 A M.
WEREE L TAERTYT

*This form is valid for 3

months from the above date

TRDOERY

BHLET,

Diagnosis is as follow.

=R B4 /Medical

Facility name

o
/Phone

Y ERfi/Attending

Physician

S EROR], BfOFTANZR NS DIXESE 72 £,

¢This form is invalid without attending physician’ s seal or date.

XUTOARBAITELEMATRAL TS,

#The following (bolded) section should be completed by the attending physician.

K % /Name of
patient
Date of Birth ( BEF0(Showa) -+ % (Heisei) + 45 F1(Reiwa) ) £ (Year) H (Month) H (Day) /&
& %= - & B %/Name of
illness or disease
b R /Patient’s
condition
188 e B ) From 2pk (Heisei) * 450 (Reiwa) 4 (Year) H (Month) H (Day) 7> 5
sEpe |Treatment period to %0 (Reiwa)  (Year) H (Month) H (Day)E £ C
/Outeat RGEBER TR AR E DR A, ABIREZRAT 500, 2L LTS,
3t 5% 1A N If there is not a end date for the treatment, write the estimated date or leave it blank.
/Treatmgnt WEDOHEE /Visit Frequency [JH /Monthly [Ji#/Weekly [B]/times
é;;ggﬂé (] ABt TP E/Planned Hospitalization APZBi%E € H /Hospitalization date
£DI=Z) 5 F1 (Reiwa) - (Year) H (Month) H (Day)
Check all
t%at apply) AR (1 APBtH/Hospitalized  APcHifE]/Hospitalization Period
Hospita |F TOM Sk (Heisei) * 45 F (Reiwa) H# (Year) H (Month) H (Day) 7> 5
lization[untill 45 F1(Reiwa) 4 (Year)  H (Month) H (Day)td
GEFEt% /After discharging (@Rt FE D YV /Outpatient treatment Ca@pE ¥ & 72 L /No
treatment (1R 7%E/Undecided)
_ A, wRE, BNE., 725215V H 5 /Patient must be confined to bed all the time,
SE AT R /General |or is it at least essential they rest constantly.
Remarks OB. HEARICXELRZH D . < OB « ZEHRMLETH S, /Patient has difficulty in their
daily life, and needs a lots of care and assistance.
BE&EE OC. ABRMEHRTH 508, REBEO ZIRWEFRFE T 5, /Hospitalized and a family
EHNDFEE /Avility tojmember needs to be in constantly attendance.
live daily |ife COD. BELEETTH AN, FENENVNETH D, /Recovering at home, but needs constant
care.
EBHEVL0cg) |DE. EANICHFEAEITE 20, FETREZRET 52 LIIWNEETH S, /Has no difficulty
(Check all in their daily life, but has difficulty and providing childcare at home.
tapplicable) OF. FFoICiz 49, HeAEICS X272, /None of the above apply, patient has no
real difficulty with their daily life.
X ENE F1-(5F 0 P ERREDANICLEL  HNEREEDITE 2% OBREET F 0 R E R EDAFICHEL 5 - BA
W ORBFRETEELA

If in General Remarks the choosen options are E or F. you can't receive the authorization for

[Nursing/caregiving family member] . If choose F,

you can't receive the autorization for [lllness/Disabilty] .

L IREE T NAM/Guardian’ s entry section

EEbMhEO%DITTLIES
Lv/Please circle one of
the two choices below

REEH (IRELRFEF) K4 /Applicant (representative

guardian) Name YEHICA: /Child Name

IH#44E H H/Child Date of Birth

HIAH /Applying
R /Child

currently enrolled

B Lk FEFEMER) /1st choice facility (or

L ZWrEn-5 & (RE) O%iffi/Examined patient’s relation to child
current facility)

[BEVWEE/Inquiries] BfEH&EPr 1B iR/Toyohashi City Hall Nursery Division

B0532—-51—2322




