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Shonan Fujisawa Tokushukai Hospital

Front Side ExampleZ&RE 2 Al

Date (B35AH)

. 2024 = 105 0lg

Please fill out the date of your visit
28E%EE (Hospital ID NO.)

2RPAE] & ARERAEE]

Registration and Genral Consent Form

JUAT
Name et - Please write the name as it is written
A @a N FUJ IS@ on your insurance card or passport.

Date of Birth

#£/01 A/o1 B

Accomondation in Japan
BEMXIE
BATOHTESE

AERE 1999
Sex _ Age Nationality
Address or

(Post Code: 251 0041)
1-5-1 Tsujido- Kandal Fujisawa, Kanagawa

Address in home
country (for short-term
visitors only)

AEOERT GEHAFEEDOH)

(Post Code:
Please fill out only |f you are a short visitor (3 months or less) in Japan.
Please write down}he Japanese phone number if you have one.

Primary Phone #.
BEES

Please provide a phone number th we can reach you as needed. f&®EED SEENARELBEEZELALTLESL,
Phone:

<ié90 000- 00@@ Name: Shonan Fujisawa
Ayailable in

FETOEM L ATEET T H ? Language(
Patient(fB&) E|Representatlve(g}ﬁ)(Relatlon
/ColleagueBgiFn A /Friend&k A/ Other(

Emergency Contact
Phone #.
RRAEIRE

(SpouseﬁE{.%%/ Mother&/ Fathers/ Child+/Sibling 5238
080-000-Q000  Name:

Phone:

Shonan Tsujido

Available in Japanesg language? No ) B (et AT AE T 9 A ? Language( )
OPatient(B &) epresentative(FuatRelationship #545 (Spousemﬁ =) Motherf}/ Fathers/ ChildF/Sibling 5838
ezeelilS O A /Friendz A/ Other( )

Note: BEREADHFELY

Please be sure to provide

Lo D BEROAE
W TERABREERAE

We may contact at the above phone numbers regarding patient care.

In the event of a sudden chenge in the patient’s condition or if we are unable to reach the patient, we will contact at the emergency.

XEXARORERFOERLBRLE L L NEE, RAERE~NERSETEEET,

us the numbers that we certainty can reach the patient and include emergency contact information.

ICBAL T, EREIEBTHELIERBY FT,
hdERE. BRERELRHLTTEUL,

Place of Work

g%k

Tokushukai Company 0466-35-1332

Have you ever visited t
LRTRREZTC

ENDH

his hospital before? ( Yes

)

Do you have an appoint
AB. FHEHY £IH7?

ment? ( Yes Do you have a referral letter? (Yes

BAREBFLTTN?

YEFH?

Please circle a d

epartment you would like to visit today.

3 Pediatrics
INBEL
8 Obstetrics
ER
13 Radiology
TRETHRE

17 Emergency Depa

1 General Internal Medicine (without appointment)

WEE Y~/ REDRED

2 Other (with appointment, Department:

) F#IAFRL X If you have an appointment not listed below, please specify the department.
4 General Surgery 5 Orthopedics (General/Hip) ermatology 7 Gynecology
oA EERZOMRL (—fis/ R BEER) RZER I AR
9 Urology 10 Neurosurgery 11 Ophthalmology 12 Otorhinolaryngology
WPRESFL iR ARL BRAL B SMRMRHR
14 Cardiovascular Suraerv 15 Anesthesioloav 16 Plastic Surgery
M) FRERAY R AN
rtment 18 Spine and Scoliosis Cente

it BIEREET> -

*

In our institution,

LR CIHRBREEOIE —ZE B TVIZEF T STHRWIEGFEIN ?
Q(Agree FE&E9% [INot Agree BEELAWL

we need to make a photocopy of your health insurance card. Would you please agree?

*Primary Language

O Japanese AAZE
[ Others ot (

=5
S an

[/English 338 O Chinese S35
)

*Do you have religion? s=#%

O Yes (

) V None

2024/10/01

@ on the Other Side ZEFI=#<




Back Side ExampleZX M2 A fl ID:

* The demands regarding medical cooperation implementation EEEEECEEI2HFEL

We share the information about the medical treatment of patient in cooperation with Chigasaki

Tokushukai Hosapital. Would you please agree?
FoEEN Rt EREEZRBIHC. BEROZRIGRZABETHRBIZHENHNEY., JIBHEO L. JTBRVEEIEIH

Q(Agree = [INot Agree BEIELRZVL (You can retract this agreement at any time. BEEOEEIIFEREDET)

Initials

% Fee for treatment of
A fee of 7,700 JPY (incluch

tients' choice first visit without a referral letter on the month #2Eo&mRIcOVT
g tax) will be charged for the first medical consultation on the month (Excluding

those with a referral letter, d others).In addition, a fee of 3,300 JPY (including tax) will be charged as a
selected medical fee for a followup visit if the patient desires to continue to see a doctor at this hospital even
though the patient's symptoms ha\e stabilized and a referral to another medical institution has been

provided.We appreciate your understgnding in advance.
WSBEEBRELLT, 7,700 (BA) ZEULTHNFET ., (FEQIRFFS  ZOMBR) FHT T AW, Ffe FEIRNRZTEL. thEBEBENBNZBRLEEOCEED5TEER
ADFBLICEDZ S iEsys 9555 B2EERRENC. 3,300 (BhA) ZHURLTHEHET. FHTTALIZE N,

Initials

* General Consent (We willNgard it as approva\if there is no any objections) ZEREICDVWT(BERLEORWVEE
(F. BRUTOWZEWEDE L TEDIRDGTIEEET, )

By signing this form, you are considered to have agregd to the general medical practices (consultation, nursing,
medication, injection, imaging test, bloodNgst, urine tesg, physiological examination, bacteriological
examination, rehabilitation training, nutritionaNguidance ety,) to be carried out in the hospital. In addition, for
highly invasive procedures and examinations (surg®y, angio®d&aphy and treatment, endoscopy, general / spinal
/ epidural anesthesia, sedation, restraint, contrast medwg exaryjnation, chemotherapy, HIV test etc), there
will be separate consent form for each. As a core clinical tramipg hsgpital, trained physicians may undergo
medical examination under supervision of medical instructors. AlSe,_sWdents intending to be medical
professionals may conduct clinical practices under guidance. For furtffeQi\oformation, please read "Requests

regarding core clinical training hospijtal", and thank you for yo ooperatim and understanding about o
medical staff development plan. PIease write your |n|t|als after reading each section.

*The personal information of the pa yhoticy.

WBEOZRITR(E2E. B, %5, 15 BHIRE. R0, Rk, EEFRE. iERE

UNEEIR, SREIEGRE)(CEL. $‘?£E(DZEE$SZ’&BD'CH@@ﬁbbté‘dﬂﬁéi 8 A ORE (FAlT. MERS G, IRIR. 25 18- BH
TERES MR, SEES, HIE, EHRIRE. MSARIER. T IREE ) et AXAN Eﬁfﬁ’“ﬁunf‘ TJH{I&F I!;r,tbf }EEEEE; (DBUJH{I&ED‘.:Q
BEITIHANHIEY, . EFEEEZEIZENMEEES
BRRICOEFLT, & ﬁ@dmjjtg?ﬁ*’iab)?ﬁb\‘ 9
KABNBIROEIDIRNCDWTIZ, Bpia#

Initials

IBERICBIT BRI P TRBNENBPET

* Not all religional requésts can be arranged (we will try our best)
R LEOUGED TSI TESE(FRDFR A

Initials
% If any medical issues occur at this hospital, all issues are handled and resolved according to the

Japanese Law and Japanese judicial systems inside Japan.
EICBVWTHIENEURIZE . BAROFERCREVBAREROSHIFRCBVTRIGESE TVIZEET,

I understand and agree with above contents. PIease Write date Of y0| Ir visit.

U EOABICEREL., SEERULAHET,
= = 07410 01>

Sighature Z#

If the patient is under age of 20, pleaSe write the name of parents of patient or a guarantor.
KREEFEDEREDIRE A IRHSNIAREEDZRTIZEC AL TIZEW

Signature &% Date B4

Hospital use onIy SR A PR

HARORREE : B -
S5t : B UCR- I\ TEBH—F KEIDH—R $REFEL) HAGESE 8- ual - AF] HASESGHSZE : 0 - A0




