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Purpose of your visit

Consultation Second Opinion (Self-Pay) * Vaccination(Self-Pay)
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2¢Your privacy will be protected adhering to the patient confidentiality policy, which is displayed

in the hospital.
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We are striving hard to prevent patients’ slipping and falling
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Please check off the box, if applicable so we could provide consideration to

your safety. (multiple answer allowed)
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] Using a wheelchair [] Using aids, such as a cane or a walker
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[ Certified as “long-time care need [ Certified as handicapped [ At high risk of falling
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[] Hearing impairment [ Visual impairment [] Need for assistance with transferring
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We will have a sticker on your patient registration card as an indicator for special need.
We might be able to provide you an assistant upon your request.

3;;’73#17‘:7:‘0)%@%#!:"/—)b’éﬁﬁﬁﬂ'ét:‘:%l:‘ BRE. SRV CEBRFICEINBESE TV ELEOEELH

|In our hospital, with regard to the general medical practice which is less
||nva5|ve to patients, we provide explanation and confirm your agreement
lverbally by abbreviating the consent form in principle. By filling out of this form,
|t will be understood as your acceptance to our general medical practice.

For medical testing, treatments, and surgery which needs submitting of the
,consent forms, we will provide you treatments and examinations upon your
jacceptance to our explanation by the documents. We thank you for your

iunderstanding and cooperation.

ICOREDTRAELST, RRIBRIN TS — R ERTAICET 2HBALAEICOLT, BRELL LT, UEKETI
| PER, BE, FEREZICRBSNLOLSETVLEET . FAlICREEORE AL RRE - JLE - FHTI°H |
L,'CI'J: RAEEICTHAZTVRBEEVN LV ETAR, BRIE TV EEET TEELSHAZEMOLL I

[ e ——————————————— e L. L R R R R R R

( IR E AR Y — UTIXEALGZWTTSLY, —

e TEEM | HK B3 Sk
RIRTE#R RERIE L8 NE HERE

X BFHAILTAANFEHA O




