Patient Information

K Please type or fill out in block letters (#4FANTF B [Eo2FYEL-BETTEALLESLY)
I Patient Data (FB&EHHR)

Date  (MM/DD/YY) / / Case NO.Z00
Contact Person GE#EZED)
Name of contact person GE#EROEYER) CMale (BfE) [OFemale (Zik)
Relationship with the patient (#B#&&DRE%R)
Tel Fax E-mail

Patient (FB#)

Patient's Name (&%) #Please spell out exactly as in passport (/YXFR—FFYIZ5EA)

Given name (%) Middle name (SFJLAR—L)

Surname (%) OmMale (BE) [OFemale (Zi#)
Date of Bith MM/DD/YY (£4£AHR) Age (% #m)

Nationality (E£E) »*Please attach passport copy (/YXA—,aE—ZF 1)

Address ({Xff)

Postal Code (EMEES)

Tel (BEES) Mobile phone Number (¥HES)

Patient's Occupation (E&H D) Name of Work Place (#1752 %)

Native Language (BE:E) [Japanese [English [Russian [JChinese [lOther

Interpreter G&ER) [IRequired (&) — Desired language (FEE:E)
CINot required (have enough Japanese proficiency) (BARENTES:-HFE)

Passport (7SZ7Rk—k) [Obtained (F)_Passport number (/XXR—rFF) [INot obtained ()

Visa Issuance Support (Visa ®F&) [INeeded (&) CINot Needed (FE)

Defrayer of our service fee and medical expenses (EAXHE)

Defrayer's name (BERXHESR) Ovale (BfE) OFemale (&tk)

Relationship with the patient (B&&EDER)

Defrayer 's Occupation (ERXHEDRKZE)

»*if the Defrayer is the above patient, state ' same as above'. (EHEEEZDEEIL, [FALIEFEA)

Name of Work Place (E175%42%5)

»if the Defrayer is the above patient, state ' same as above'. (ZHENEEZDBEIL, [FHLILLA)

Spending Limit (Z#LUL\EREE%E)




I Medical Information (EEER)

K Please fill out by patient or family (E&F#FZEHHH) " KEHFIZIBAESL)

Diagnosis (2#i4)

Hospital Name (E#&#ERS)
Department (E2H&H)
Doctor in Charge (3BH4[E)

[ Hospitalized (Afg#) / [ AtHome (BHEEES)

Progression of lliness (GEJK#FB) History of ilness (), diagnosis (ZHi4 ), treatment GAEA %), drugs taking etc (FRFAHDIEE)

Treatment recommended by Doctor in Charge (BEEMNSEOHLNTWVDAEE)
Operation (including method), Radiotherapy (including times/dose), Chemotherapy (regimen/ times) etc
(FHOBZE IR, BEHRAREEHEKERE. LR2REDGEEEIL AV ERBFETHL

Available medical information ($R#LFTAEZZEHIE#R) ex. Contrast CT on November 1, 2018  (f51:2018 4 11 B 1 B{H1+i&8 CT)
»Medical images should be in DICOM format.  (E/{&1&# /L DICOM TJ#—V YR A TT)

Past Medical History (BE{EE)

Past Medical Treatment (BX{ESEIZXIT BEE)

ADL (Daily Activities) (B&E4;EEE) #Check all that apply ¢ (HTIXESED/IZy)

Independent Need Help Dependent Does not do
(B31) (—&BIrBh) (=B (FD)
Sitting (more than 2hrs)
(2 F5RE LA D EE{RL)
Walking ($4T) OWith assistance (F3|F)
Owith Crutches  (#%)
OWheel Chair (ELY3)
Toiletting (HEsit) ODiaper (A LY)
OUrinary catheter (BFRAT—
T
Eating (&%)
Fit to fly (permission by doctor)
(EMICKDIEMEFAT)
Remarks if any
(ZDM4FEEIE)
Patient's Body Height (&&) cm Patient's Body Weight ({KE) kg




Reason for seeking treatment in Japan (BADEEMETOABEF LT HER)

Purpose of Request ({&%& B #) #Check all that apply (€& 7)
OExamination (#%&) OTreatment (&%) [Second Opinion (€AY KFAE=74>) OOther (ZMDith)

Name of Requested Hospital and Department, Course of Examination and Treatment, etc.

(BARMICHETLERKE. 2R . RE-ARAD)

Desired or Feasible Period for Treatment in Japan (BATAERAIGEE-(XF LT HHEH)

»*Please forward all medical information such as medical reports, examination results, picture images by Email
and File sharing services. AT, BERRE, BEELTDEHFFE A—)LETFANREEF—EITHEYSES

I Companion Information (EfT&EIEHR)

Companion ([E4T#&) Oves (#/)—Fill out the below (LITFZEA) CONo (%)

@ Companion's Name (R{TEK®R) Limvale (BfE) ClFemale (Z&it#)

Relationship with the patient (8#& &0 E%)

Date of Birth MM/DD/YY (£ HH) Age (ZF#5)

Nationality (E£E) #Please attach passport copy (/VRF—,IE—EF )

Address ({XFf)

Postal Code (EMEES)

Tel Fax E-mail

Passport (/8R7R—) [JObtained (#&)—Passport number (/SRR—+FF) [CINot obtained ()

Visa Issuance Support (Visa ®F ) [INeeded (&) CONot Needed (F&)

(@ Companion's Name (R{TEK®R) Limvale (BfE) ClFemale (Z&it#)

Relationship with the patient (8#& &0 E%)

Date of Birth MM/DD/YY (£ HH) Age (Z#5)

Nationality (E£E) #Please attach passport copy (/VRF—,IE—ZEF )

Address ({XFF)

Postal Code (EMEES)

Tel Fax E-mail

Passport (/8R7R—) [JObtained (#&)—Passport number (/SARR—+FS) [CINot obtained ()

Visa Issuance Support (Visa ®F&) [INeeded (E) CONot Needed (FE)

*Please fill out this form in detail. Please attach passport copy as well.

(FMIZZLAL, 7/ YR —FIE—DF(TEHRENHLET)



