Patient Information

sePlease fill out in block letters

I Patient Data (FBE1HHR)

Date Contacted: (D/M/Y) / / NO.
Contact Person GE#&ZO)
Name of the contact person GEfEEOELHE L) : Omale (B1) [OFemale (Z1%)
Repationship with the patient (& D RER) :
Tel: Fax: E-mail:
Patient (BH)
Patient's Name (B2E&K%) Omale (BE) DFemale (%)
Date of Birth DD/MM/YY (4 A B) Age (FH#5):
Nationality ([ £8) % Please attach passport copy

Address (1¥Pf)

Postal Code (E}MEZES)

Tel (BfEES) Mobile phone Number (#&S)

Patient's Occupation (58#& D %) Name of Work Place (£175 % 4 #7)

Native Language (BtE:&): [Japanese [JEnglish [JRussian [IChinese [Other

Interpreter (i®iR): [JRequired (¥) — Desired language (F £ E:E) :
OINot required (FE)

Passport(#SR7R—F) : [1Obtained (), YR R—+ &5 (Passport number) [INot obtained (%)

Visa Issuance Support (Visa ®FE2): [INeeded (&) CINot Needed (FE)

Reason for seeking treatment in Japan($E. BADEEEECTOBEEHF LT HEH) !

Purpose of Request (Check all that apply) 8B fI(#E 5 EZ ) :
CEexamination (#8%&) OTreatment G&4%&) [Second opinion (th>RAE=#4>) LOther (ZM1th)

Name of Requested Hospital and Department, Ccorse of Examination and Treatment, etc.

(BAMICHET IERKE. ZRE. RE-ARAD)

Desired or Feasible Period for Treatment in Japan (B A& CAE I ge /- (3 FH L3 HHH)

Desired Date of Arrival in Japan ((EB &£ H)




Defrayer of our service fee and medical expenses(BRXZH®E)

Defrayer's name (BEHAXHESR) OMale (BE) OFemale (&%)

Repationship with the patient (F£& L DRER) :

Defrayer 's Occupation (& FAZ H & D %)

(3%XIf the Defrayer is the above patient, state ' same as above'.)

Name of Work Place (#1755 4 #5)

(3%XIf the Defrayer is the above patient, state ' same as above'.)

FHREZE (Spending Limit)

I Treatment History and Progression GAEEE#ZIRB)

¥ Please fill out by patient or family (BEHIH N ZHKERR AL EZEN,)

Diagnosis/ZZ B4 :

O Inpatient (ARzH)
Hospital Name (= fx#4E8)
Department (25 %})
Treating doctor (32 %4 [E)
O Home Resting (HEEEY)

fEJRHE1® (Progression of lliness): (&P History of iliness: B i date. ¥4 diagnosis. ;A& /%% reatment, etc.)

Past Medical History (BE{ESE) :

Past Medical Treatment (BE{ESE(ZxI 3% 8E&) :

ADL B E4F#E (Daily Activities): 3 Check all that apply v

Indipendent Need Help Dependent Does not do

Sitting(morethan 2hrs)
Walking OWith assistance

OwithCratches

OWheel Chair
Toiletting ODiaper

OUrinary catheter
Eating
Remarks if any
Patient's Body Height: cm Patient's Body Weight: kg

* Please forward all the medical information such as medical report,
examination Results, picture images by Email, postalmail or fax.




I Companion Information (B{T&E1HR)

Companion(BE{TH)

OYes(&)—Fill out the following Companion Information CINo (%%)
@®Comapanion's Name (BE&K4A) Omale (B1) [OFemale (Zt)

Repationship with the patient (B& & DRETR) :

Date of Birth DD/MM/YY (£ 4 A B) Age (F#5):

Nationality ([E £&) % Please attach passport copy

Address (X7

Postal Code (EMEES)

Tel: Fax: E-mail:

Passport (/A ZR7R—F) : []Obtained (&)—Passport number (/SRTR—FEF): CINot obtained ()

Visa Issuance Support (Visa ®FE2): [INeeded (&) CINot Needed (FE)

@Comapanion's Name (BE&K4A) CIMale (B1) [CIFemale (&%)

Repationship with the patient (& D RE{R) :

Date of Birth DD/MM/YY (£4 A B) Age (5 #5):

Nationality ([ £8) % Please attach passport copy

Address ({¥Ff)

Postal Code (EMEES)

Tel: Fax: E-mail:

Passport (/Y ZA7Rk—F) : []Obtained (&) —Passport number (/XRR—FHEE): [CINot obtained ()

Visa Issuance Support (Visa D F&2): [INeeded () [INot Needed (R E)

¥Please fill out this request form in detail.

¥When you send us this form, please attach passport copy as well.
(K TEDEITHMICRABENHLEY . FEHMAZERRL. NAR—,IE—DRMAFLEBNELET )



