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Patient Registration Form / ZEHIAZ

Name Sex [OMale/55 [Female/%&
e /R [do not describe /52&k% L
Date of birth Age
Year/ﬁz Month/ﬁ Day/El g years O|C|/}'§_E
(YYYY/MM/DD) /EEHiR

Address or accommodation in Japan/FFi X IFBARTDFTESE

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

Phone No. (Home) Phone No. (Mobile)
BE (B%) BE (155)
Nationality Interpreter request OYes/ &
/EI5E [BROFE CONO/WZE TR
Native language Occupation
/BERE ViitES
Special considerations
Other languages required for religious
spoken
- reasons
[BEFBLUIMN
POV [N [REBIREDIBRHICKD

F35l (CECRR N W E /R EIR

Emergency contact details/EE2uE&5%C

Name Relationship
/K% /FE D%
Address
25
Phone No. (Home) Phone No. (Mobile)
/EsE (B=E) /BsE (EF)

® Residential status in Japan/BATOREIRAZEHZI TF 0,

CJResident/fE{E OShort-term stay/%8HAH7E(Business/ E =2 X OVacation/H&{T)

OStudent/BF4E  [Other/EMAth( )
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® Reasons for choosing this hospital/clinic

[EREBATTIERZHZI TR0,

®Is this your first visit to this ONo/L\WE

hospital/clinic?
[ EEDSL D TTI A, HYes/(&n

ONo/7 U
® Do you have a referral letter? OYes/& 0D ( )
[FBIIREHBDEITH, Name of referring medical institution
[ARBNTTTEEERS ( )
® Do you have an appointment? ONo/72 L
/FRIELTVET O, OYes/3 0D

Type of health insurance/fRbRDFEFE
[1Japanese health insurance/ BADRE (Cpublic/A8RIR  Oprivate/ 7S+ RX— MRIR)

[JOverseas health insurance/;B89DIRIE

(Name of insurance company/ fr bR = #t
& )

*Please present your primary and/or other medical insurance certificate
/RBREE>Z DD EREEZ SRS DG (SRR <IZE0,

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

JEBEROBANBIRICDOVTIE. RRROREICEDSTWIESECLEEEET,

O *We will take a copy of your photo ID for verification.
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Medical Questionnaire / 2ERIEZE

Access to medical care is a basic patient right. For that we need accurate
information about you. Our clinic wants to help you relieve your pain. Please

answer the following questions as best you can.
1. What is the reason for your visit today?

Please circle where you have symptoms on the chart on the right.

AADZZOEARFFTETM, ERDHEHECHEARICOTELTTEL,

2. How does it interfere with your life? £ZFCEDLSRZENGHDEIH.

3. Since when? LWDEMNSTIH.

4. Was there any reason at that time? Yes /No

(cause: )

ZDRHANREREN G D F UIEh,
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5. Where have you seen the symptom before? yes/No

(where )

What kind of treatment did you receive at that time?

medicine - Injection - Rehabilitation - Electrical therapy - Acupuncture -
Other( )

SETICEDIERZECHNTETESVE LD, FELEDOLSMEEREZZITELTN,

6. Have you ever been told that you have an allergic predisposition or an abnormal

predisposition?
yes ( )/No
TUIF—FRELREREEEDONTECENGDEITH.

7. Have you ever felt sick or had a rash from an injection or medicine? Yes (details if

possible: ) - No

Have you ever had an abnormality after receiving an anesthetic injection at a

dental clinic, etc.?
SEEOERTERONBLROIEOREINAERLED., SETICERSE THRESTSZZ T TEENHEIEC ENBDEITH,
8. Do you currently have any medical conditions? ;a&Eh RS (EH D EITH.

Yes (preferably detailed: hypertension, diabetes, asthma, glaucoma, neurological disease,

heart disease, kidney disease, liver disease

Medication( )

9. Have you ever had any surgery? (details if possible) FifizcsnzcenH0EITH
10. .Are you currently pregnant or breast-feeding? Yes/ No i1t iR, BASHTIH?
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