To: NIPPON LIFE INSURANCE COMPANY
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P
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If there are three or more hospitalizations, please indicate admission and discharge dates. (If currently hospitalized, note "Currently Hospitalized.”)
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8 Treatment pieop

during { 1. Oral Medications '
Hospitalization | 1- 2ra Medications

2. Single Infusion {3, Continuous Infusion (24H) |{ 4. Other | ( )

Surgery Performed for Disease / Injury in Section 2 Above (Including Continuous Drainage / Ethanol Injection Therapy)
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Name of Date of |[month day year
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If other surgeries were performed, please indicate the surgery procedure name and date.
Remarks
10. Qutings /
Overnight
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11. Year / Month of Total D Please circle the dates of outpatient treatment for the disease / injury in Section 2 above following discharge.
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