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EREHREATREE
CONSENT TO THE RELEASE OF MEDICAL INFORMATION

I hereby authorize any hospital, physicians, or any other person who has attended or examined me,
to furnish to Please fill in insurance company and/or affiliation organization.

C Shonan insurance \ % or its authorized representative, any and all
informafion with respect to any sicknegs or injury, medical history, consultation, prescriptions or

treatment, as well as copies of all hospital or medical records. A photocopy of this form shall be

considered as effective and valid as fhe original.
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Please fill out all your information below.

Name of Patient  Date of Birth(YYYY/MM/DD) HFK4  E4FEHH

Shonan Fujisawa , 1999 /01 /01

Name of Legal Representative {X#L A (Relationship to Patient (£ & DREIR)

( )

Address 7T

151 Tsujido Kandai, Fujisawa, Kanagawa

Phone EFHF & Cell Phone &L

046-000-0000 090-000-0000

Signature (E4) %MM FWﬂ ate(AfD) 2022.1.1
Please write date of your visit.

H ﬁﬂ'ﬁﬁﬁ%ﬁRT@\}M %\ﬁ BJFLE Shonan Fujisawa Tokushukai Hospital

. Shonan Fujisawa Tokushukai Hospital 1-5-1 Tsujido-Kandai, Fujisawa, Kanagawa, 251-0041, JAPAN
Phone +81-466-35-1177, FAX +81-467-35-1300

Email: international@ctme.jp




