2B H

KEES THRALES L,

Please also fill out

the other side.

Application for Medical Consultation ZES
BNAYETH. FRARAICOVWTRAWRITET LI BEVLLET,
BE, CARBZENIITVE LD, ZAEEEICERIBEICESNLI L,
Please fill in the blanks with in the bold lines. If you have any questions, please feel free to ask the receptionist.
BEICEAERRKZRRICRZ SN ENHY EITH? A ( ) fii
Have vou visited Kansai Medical University Hospital in the past? Yes No
D No ‘ ‘ ‘ HIAAH A =]
Date of application month day
QOFLENTLRIUCMEIZ LTTFE LY, Please put a @ in the departments you would like to visit.
. Hematology and HEPRTE - Diabetes/ .
M - EEARE . . . R%} Ophthalmology
Oncology AL EL Endocrine Medicine
N N Otorhinolaryngology/
N 0% SRS N AL Thoracic Oncology EAR Psychosomatic Medicine ESRER - SEEMBIE ynee o8y
Head and Neck Surgery
Respiratory and
MR 2« RGERL Infectious Diseases i gy Neurology TETHRE AR Radiotherapy
Medicine
oo . General Thoracic ) . . . . General Clinical
R 22 LAl E iR Rl Neuropsychiatry WEZER
Surgery Department
/Epman Cardiovascula N
TEERI AR _I .v e NSRS Pediatrics P e Allergy Center Outpatient
Medicine
EBEARL - Cardiovascular Surgery INBAR Pediatric ‘ E*—]— Obstetrics
= b /Vascular Surgery Surgery ﬁ‘ﬂf %*—J— Women's
w1 oo . Gastroenterological _ . - Medicine - .
HILREAE Medicine FLERA R Breast Surgery mAR Gynecology
“ . Gastrointestinal s .
HILEAR Sas rointestina Btz ol Rl Neurosurgery EAhL X — Pain Center
urgery
N . E d Critical
AFRE AR Hepatic Surgery B AR Orthopedic Surgery e ESR mergency and Critica
Care Medicine
N Biliary P ti Jo<F - Rh tol d Clinical | I - L
REREARL iliary Pancreatic euma oofgy an inical Immunology R O AR Dentistry and Oral Surgery
Surgery BERR /Collagen Disease
=R R Renal Medicine AR Plastic and Reconstructive Surgery fEERIZER Health Sciences
(E*) | Remarks
B R AR Nephrology/Urology EER Dermatology
OZTLANER - FYETHETAICHEN%E LTTFEL, Please put a @ in your medicalconditions you would like to consult.
Recommendation
from other Injuries at work|
fBEEHEE A > DB medical t=h - @EhEhosr A or on the way KM E  |Cose inspection
to work
institutions
Traffic
A A= (= General illness SN _ N . =AW . . .
—ER GAFHEL) (not feeli 0 BEHICLDT A accident f2EEZ2HT  |Physical examination
not teeling we injuy'\eg
N N Self-inflicted
D Nl it 7% Second opinion o Li=7H injur'\‘:s icte
7UHF (53
bl
S
K % e
Name X
£FAH R - A St e & R BH4%E ( %)
Date of Birth Showe Heisei Reiwa Western calendar year month day age
RS
N e
£ A izl
Address F= X
B8 #B
B & BE HE - T oMb
Phone number Home ( - Mobile telephone ( ) -
LZFIETN Es) i3 BARERHER %
Referral Letter Yes No Neme Of‘Re:f':‘mg Medical
BE - BEREDOAITILATE L (Only for Staff Use)
=B 7
BEH
’ B 8
— ] = =
ONZZAh—FZERY, ZREAZEZZADELIEOCBFLLIZEI L, S |z FiyE
Please take a card for initial consultation, and fill out the application for medical consultation.
OXZHObhh b WEE, BDERIMOFEMCESAILIN,
If you are unsure of the consultation fee, please ask the nurse at the medical reception desk.
QBN RZE BRHLDAIE, BEZAANTRRLIZS L,
If you have a referral letter, please show it to the medical reception.
@ftfEh H DBMRE BIEFLTH WAL, 7,700 7 5 XFIEHER D
BENMBEERYETDOT, TTHEILZI U,
Please note that 7,700 JPY plus consumption tax is required for those
who do not have referral letter from other medical institutions.
. FRIREE
O M 7 BE A A 5 B I i B S A >
" =/ KANSAI MEDICAL UNIVERSITY HOSPITAL .
signature




FPLILEF—|ZOWTOHER Questions about allergies

XKZETHEIAIIMEDITTLIEE L,

X IHY] Tz IN-FIERNRZ ZRALIZE L,
X Please check 4 where applicable.

XIf you have selected "Yes," please provide details.

SETIC, BRY - BET, PLAX—FERNTLIELHY ETH?

Have you ever had_allergic symptoms to any food or medication?

7L No
@ BE HYoves [ 1 I ]
Medicine [ ] [ ]
DI HIELY 1 don't know.
7L No
@ B~RY) HYoves [ 1 I ]
Food [ ] [ ]

HH B 7EUY | don't know.

Nationality
AEES

Native language
/FEEE

Other languages spoken
/BREZEUMNC A BER E S

Interpreter request | OYes/whE
[BIRDFHL ONo/wmE T L

/R EOEBICK Y FRICEERDY D EREIEA

Special considerations required for religious reasons

Emergency contact details/B2Ei&%k

Name Relationship
/K% /B%E & DBk
Address Language
/EFR /EFE
Phone No. (Home) Phone No. (Mobile)

EBFE (B®) /BEE (HEF)

ry Y oy VI Py 7 JF¥ Fy Iy Yy F¥ Fy ¥y Py ry Sy ¥ ¥ Py Fy Sy ¥y ¥ Fy ¥y Fy 97 Fy Jry Sy Fyy FF Fry 21

X%E £3) :EEA 2 LY, Please also fill out the other side.



ID No. HA B H A H

Date of application month day

@Residential status in Japan/BARTORERRTEZHZTTF X L,

(JResident//E1E  [Short-term stay/%& 8% 7E ((COBusiness/ E'> = X [JVacation/#&47T)
[JStudent/8B%4  [JOther/Z D b( )

@Type of health insurance/{Rk DIELE
[JJapanese health insurance/ B A D% (Opublic/A8IREE Uprivate/ 7' 5 A4 X — FMRER)
[1Overseas health insurance//84 D 1R

(Name of insurance company/{REEt4: )

*Please present your primary and/or other medical insurance certificate

/RBREEXC Z D DEFRAE & BB DHZ AL TR LS L,

CUninsured/fRBEICHIA LT UL LY

*Your personal information will be handled in accordance with the regulations of the institution.

/BEIADEABRICOVTE, BADOKREICEIEMIGIETW2E£T,

*We will take a copy of your photo ID for verification.

/RNERNTEAEEMZTENIIRAEDIE— %2 LB TWEIEZET,

Patient/E&E% (in person/A&AAN) (Signature/E%)
(Legal representative/ftaEs) (Signature/E4)

Relationship with the patient/®£# & D&% :

(@) P97 B K MR 9 B

KANSAD MEDICAL UNIVERSITY HOSFITAL



