* Please notify if your visit is for a medical check-up/vaccination.

REGISTRATION FORM

*Please fill out and return it to a receptionist w/ a Health Insurance card (and a medical subsidy) if you have one.

Date: 20 Wy mmy dd
Family name First name
Name (x4)
Date of birth Yy mmy dd Nationality (@)
£4A88 £ #3  |Age: Male / Female

[Purpose of stay in

1. Work(stay within 90 days) 2. Short stay(Tourism, Conference, etc.) 3. Medical care

R

Japan (& B #9) 4. Others(work etc, stay over 90 days )
Current address in | T
Japan
(BRERER)

(Home/ =) (Mobile, ye)

Telephone
email address @ |
Emergency contact (Telephone) X AL
( )
Health Insurance |1.ldentification number (My no.) cardw+s+ 2.Hokensho or NHI cardffz: 3. Accidentsisy

4.Industrial Accidentsss¢  5.0wn expense: -a: Forgotten -b: Applying -C: None B&:aff% bB &S ofRE

Referral #44%

YES#/NO &

from @5z (

Hosp./Clinic)

«»+Private insurance not available. File a claim with your insurance company after paying yourself.
RORBIIEZ 8 A, THY TBXVE., BRRSHICHER LT &,

*Please circle the Dept. you are visiting and if you have appointment (w/ doctor's name) or doctor preference.

Appoint|Doctor w/ Appoint|Doctor w/
Department 27 PpOINt Department s proint
ment or preference ment or preference
H R duction &
1. Gastroenterology ¢&m) | Yes / No . uman reproduc 'onu Yes / No
Gyne Endoscopy (y7°m)
2. Cardiology (fEm&2s) Yes/No 12. Obstetrics (E#}) Yes/ No
. Gynecological Oncology
3. Endocrinolo )| Yes / No . Yes/ No
9y (k) & Gynecology (8 A%)
Other Internal Med. ENT* (5 2m\uzi)
(ZDHRED Yes/No or Otorhinolaryngology ves/No
5. Orthopedics (&#) Yes/No 15. Voice Center (K1x) | Yes/No
Hip Joint Minimally ]
Invasive Treatmt Bz Yes/No 16. Dermatology (%/&#) | Yes/ No
7. Pediatrics ¢hRED Yes/No 17. Urology GisFR#s) Yes/No
] Eye Center (7 1t>4—)
8. Surgery (5+#) Yes/ No or Ophthalmology Yes/ No
9. Breast Surgery (gL.5+) |[Yes/No 19. Respiratory ("fm%%5) | Yes/No
10. Neuro Surgery (mit) | Yes/No 20. Radiology (kst##) |Yes/No

*ENT: Ear, Nose and Throat
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