BE R4

BFEID English/I1Z1ZA =
Patient Registration Form
LASDOD H DL IH
> You will be charged 7,700 yen (tax-included) for a consultation without a referral.
> Submit referral/health records/medical data if you have.
>

Fill in the form and submit it with a health insurance card or My Number card at the

reception counter.

Registration date

Phone No. 1
TADIEAZS 1

Nationality
ILKEE

Native language
WoH ldhd Z&if

Other languages spoken
ENIC IEEES 2 &

(YYYY/MM/DD) / /
We will verify your ceiling limit of monthly medical care payment through the online -
eligibility verification system. Check the box on the right if you choose to reject it.

Name Sex COMale/s & &
BEZ R CIFemale/ A7
Date of birth Age
(YYYY/MM/DD) Year/fah  Month/Aio  Dayllct /U%M\ years old/ & s
AL &

Address or accommodationinJapan LCw 5L & (FTATWEEZA)

Address in home country (for short-term visitors only) C3A® <izd L5 L& (FCI2 KIE~N AR BV ERT)

Phone No. 2
TADIFA TS 2
Interpreter request LIYes/\h %
DORLLF WY ETH CINo/ ULy 5 73 Uy
Occupation
LZ¢&

Special considerations

required for religious reasons

L2 &9

Emergency contact details 7% < - £672H - LTED NALCIE

Name
HER
Address
Cwo L&

Phone No. 1
TADIEAZS 1

Relationship
EncIn?

Phone No. 2
TADIEATS 2
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BEID English/iZ1ZA 2

Residential status in Japan At (IZIZAIC WETH?
OResident/ A TW3  [OBusiness/L 2 & OVacation/V) £ Z 5
[CJStudent/A* < &L COther/IZA D 1) 5 ( )

check if applicable
LZEBRwHI D IFA TIHh L TIH

[ occupational injury (including commuting accident) (] traffic accident
Name of your workplace ( )
Tel. # ( )
Is this your first visit to this hospital/clinic? CINo/WL W 2

D VEIVAIFIFCHT ZHELEN? LYes/(F Ly

[INo/7%: L
Do you have a referral letter? COYes/d V) ( )
WL»D THRIE HY £IH7? Name of referring medical institution
VeI VAD BEZ ( )
Do you have an appointment? [INo/7 L
EeLEHYEFTH? ClYes/& Y

Type of health insurance/ (% |7 A

[JOverseas health insurance/ "W Z < D (2T A

(Name of insurance company/IZF A D WL » D 7R £ Z:

*Please present your primary and/or other medical insurance certificate
W2 Leon BNIE AL TLEETN

OUninsured/1Z 17 Al A0

[1Japanese health insurance/IZ 1A D 1Z 1T A (Cpublic/ z < #A A Z51315A Oprivate/ L ZE @ 1Z1FA)

Which physician you would like to see? /A D WL %2 A THEHLWVWETH?

[LINeurology/#7-% - L Al3\y  [1Pulmonology/iz iy - @ &

LUrology/s L » 2% W L & < £ [JPain Management Clinic/v7=4  [Cardiology/® - 1f > 2 A
[JGastrointestinal Surgery/&7Aa @ & 5 &  [1Orthopedic Surgery/iZfa - # L - T

[Plastic Surgery/=3 [INeurological Surgery/® 5 ®» 8 x 5 £ [Thoracic Surgery/iz\ o O g 5 &
[IBreast Surgery/&ad g 5 &

[1Other/iz " ( )

[IDiabetes and Endocrinology/& 5 12 & 5 Ok 5 - ~JLE>  [Gastroenterology Medicine/&7%h o Hh

*Your personal information will be handled in accordance with the regulations of our institution.
HET=D LsrH1EIIE. TLOIVAD ZEDVEIT bhorWwL T, EZ2FTOI2h0VET,

*We will take a copy of your photo ID for verification.
L LA 2LWTWAIDDO aE—% &Y x9,
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