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Application for Medical Consultation

The information you provide on this form will be strictly kept confidential.
As this info will not be disclosed to anyone without your permission, please

answer questions correctly.

First Consultation Year Month Day
Name
Sex O Male O Female
Birth date Year Month Day ( Age
Nationality

Present Address

Tel . (Home)

Occupation Name of Company

Tel. (Workplace)

Please pronounce your name slowly.

Which departments would you like to visit today? (Please indicate below the

department(s) you will visit.)

O O /
Internal Medicine (internal Obstetrics & Gynecology (childbirth,
organs, other general problems) problems particular to women)

O O
Surgery (injury, stiffness, Pediatrics (children's illnesses)

digestive organ-related problems)

Dermatology (skin disorders)



O 0o o o o

O
Urology (disorders of the Psychiatry (emotional disorder)
kidneys, bladder, urethra,
genitals) O
Orthopedics (bone, joint, and muscle
disorders)
Otolaryngology (ear, nose &
throat) O
Dentistry (tooth)
Ophthalmology (eye problems) O
Medical Check-ups ( not covered by
health insurance)
Neurosurgery (head injuries, O
cerebrovascular disorders) Vaccinations ( not covered by

health insurance)

Please check the method how you pay.
Japanese National Health Insurance
Social Insurance
Travelers Insurance
Other Insurance
Full Payment in Cash
Do you have any medical insurance?

Yes.

- Please show me your medical insurance card.

I am covered by medical insurance but I don't have my card with me right now.

- Please be sure to bring it next time.



This is your patient registration card. Please bring it each time you visit.

Please wait here until we call your name.

We do not specialize in the field where you have a problem, so please take this

letter of referral to ( ) Hospital and see a doctor there.

We do not specialize in this field, so please go to another clinic or hospital with

a( ) department.



Questionnaire: General Body

What seems to be the problem, today?

O O Vaccination

I don't feel well. 0 BCG 0 Rubella
O I have run out of 0 Measles O Polio

medicine. O JE (Japanese Encephalitis)
O O DPT

I want to undergo some medical O DT

tests. O Influenza

O Others

I have come for the results of my
tests.

What kind of symptoms do you have?

O a fever O
I have a tingling feeling in part
O the chills of my body
O feeling listless O
I feel itchy.
O feeling sick
O
O vomiting I have a pain.
O vomiting blood O
I am bleeding.
O diarrhea
O
O constipation I have a swelling.
O O
I cannot sleep. I feel stiff.
O O
I accidentally swallowed Part of my body feels hot.
something.
O
O Part of my body feels cold.
I took an overdose of medicine.
O
O I have no appetite. I cannot feel part of my body.
O
I have difficulty in breathing.
O Please refer to the body illustration
I've lost weight. on the following page.



How long have you had your symptoms?

O
Since( ) o'clock (today)-
O
For the past ( ) days.
O
For ( ) weeks.
O
For ( ) months.
O

For () years.

ow are your symptoms?

O
They are continuing.
O
I have them occasionally.
O
They are getting worse
O

They are gradually getting better.
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Which part of your body seems to be the problem?
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Injuries

How did you get injured?

O O

I was attacked. I bumped into something.
O O I twisted my

I fell down and hit myself. O I burnt myself.
O O I cut myself.

I clipped myself on something. O

I was stung by an insect.

When and how did you get injured?

O O
While working / exercising. At( ) AW/PM. (Today)
O
While driving. O
O ( ) days ago.
While riding a bicycle.
O O
While walking. ( ) weeks ago.
O

Other (I don't know.)

What kind of pain are you in?

O I have pain sometimes.

O I have continuous pain.

O The pain is gradually getting worse.
O The pain is slowly subsiding.

Do you have any other symptoms besides the injury?

a a
I have a tingling feeling in part Part of by body is swollen.
of my body. O
u Part of my body feels hot.
I feel pain in part of my body. O
O

Part of my body feels cold.
Part of my body is bruised.

I have no feeling in part of my body.



Head

O O

My head feels heavy. I feel a knot of pain in my head.
O O

I have a throbbing headache. I feel dizzy.
O

I have a splitting headache.

Nerves/Muscles
O O
I have difficulty remembering I have muscle spasms.
simple things. O
O I lose consciousness.
I have difficulty speaking. O
O Part of my body cannot move.

I cannot walk properly.

O

I cannot keep my balance.
O

I have a tingling feeling in part of my body.
O

A part of my body shakes involuntarily.

Even when | apply stimulation to part of my body, I can hardly feel it.

I cannot sense anything in part in my body.

Although not completely, but a part of my body does not function properly.

o

How long have you had your symptoms? How are your symptoms?
O
Since () AM/PM (today) O They are continuing.
O O I have them occasionally.
For the past ( ) days.
O
O For () weeks. The symptoms are getting worse
O For () months. O
The symptoms are gradually
O For () years. subsiding.



Eyes

O Both Eyes O Right Eye

0

I cannot see things well.
0

I am seeing double.
0

I feel like there is something in my eye.

|

My eyes seem sensitive to light.

My eyes are itchy.

I have dry eyes.

My eyes get tired.

Eye discharge accumulates.

How long have you had your symptoms?

O

Since ( )AWM/PM today.
O

For the past ( ) days.
O

For () weeks.
O

For ( ) months.
O

For () years.

O Left Eye

My eyes water.

The surface of my eye hurts.

The bottom of my eye hurts.

I can see black spots.

In the dark, 1 see bright sparks.

My field of vision is getting narrower.

I see something flying like
mosquitoes before my eyes.

How are your symptoms?

O
They are continuing.
O
I have them occasionally.
O
The symptoms are getting worse
O

The symptoms are gradually subsiding.



Ears

O Both Ears O Right Ear O Left Ear
| |
I cannot hear well. The inside of my ear is itchy.
| |
I have a ringing in my ear. I've got something (an insect) in my ear.
| |
I have an earache. Liquid comes out of my ear.
Nose
| |
I have a runny nose. My nose is giving off a bad odor.
| |
I have a stuffy nose. I have no sense of smell
| O
I have nosebleeds. I snore.

I am sneezing.

Mouth/Throat
O O
I have a toothache. My throat feels dry.

O O

I have a pain inside my mouth. I have a cough.
O O

My tongue hurts. I have lost my voice.
O O

I am bleeding in my mouth. My voice is hoarse.
O O

The inside of my mouth is dry. It is hard to swallow.
O O

Things seems to taste strange. It hurts when 1 swallow.

I have no sense of taste.

How long have you had your symptoms? How are your symptoms?
O O

Since ( )AM/PM today. They are continuing.
O O

For the past ( ) days. I have them occasionally.
O For () weeks. O

The symptoms are getting worse
O For () months.
O

O For () years. Symptoms are gradually subsiding.
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Respiratory Organs

O
It is difficult to breathe.
/O
Breathing is difficult when
exercise.
O
Breathing is difficult all
the time.
O
Suddenly I feel it difficult
to breathe.
O
I feel it difficult to
\\ breathe when I lie down.
O I'm short of breath.
O I'm palpitant.
O I have a cough.
Circulatory Organs
O O

I have high blood pressure.

O O
I have low blood pressure.

O O
I feel palpitations.

How long have you had your symptoms?

. Since ( )AM/PM today.
O
For the past ( ) days.
O For () weeks.
O For () months.

O For () years.

My pulse beats fast.

My pulse beats slowly.

I cough up phlegm.
white
yellow
green
sticky and thick
red

oooooo

I cough up slightly bloody phlegm.

I cough up blood.

When 1 breathe, there 1is a
whistling sound.

When 1 breathe, there is a rough sound.

I have a heavy feeling in my chest.

&_have a pain in my chest.

. I have a stabbing pain in my chest.
- I have a tightening pain in my chest.
- I have a gouging pain in my chest.
k[] I have a burning pain in my chest.

O
I lost consciousness.
O
My skin and veins have

changed color.

My pulse is not steady.

How are your symptoms?
They are continuing.

I have them occasionally.

The symptoms are getting worse

The symptoms are gradually subsiding.



Digestive Organs

|
I have no appetite.

- I cannot eat well.
O I have heartburn.
O I feel sick.
O I belch.
|
I feel something lying on my stomach.
|
My stomach feels having gas.
O I feel nauseous.
O I vomited.
|
My stomach feels heavy.
O I have a stomachache.

/O

I have periodical pain.

How long have you had your symptoms?

. Since ( )AM/PM today.
O

For the past ( ) days.
O For () weeks.
O For () months.
O For () years.

O
\\ The pain radiates all over my back.

I have a sharp stabbing pain in my stomach.

O

I have a vise-like pain in my stomach.
O

I have a relentless pain.
O
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O
I vomited blackish blood.

O I have diarrhea
O fluid
O red
O black
O soft
O

There is blood in my stool.

|
I have painful bowel movements.

|
My stool is black.

|
My stool is white.

|
My stool is hard.

|
I have difficultly with bowel movements.

O
I am continuously constipated.
I find blood on the toilet paper

after a bowel movement.

O I've lost weight.

O
How are your symptoms?

O They are continuing.
O I have them occasionally.
O

The symptoms are getting worse

The Symptoms are gradually subsiding.



Urinary Organs

It hurts when 1 urinate.
There is blood in my urine.
There is pus in my urine.
It is difficult to urinate.
When 1 need to urinate, it takes some time before I am able to do so.
When 1 urinate, my urethra feels blocked.
My 1 urinate, only a little urine dribbles out.
I have a constant urge to urinate.
I cannot urinate.
I do not feel like urinating.
I cannot control my bladder.
I often have to urinate.
I often have to urinate during the night.
O O on the right O on the left

I have a pain in my lower abdomen.

I have pain in my lower back

@)

How long have you had your symptoms? How are your symptoms?
= . =

Since (- )AW/PM today. They are continuing.
H O

For the past days.

P ¢ ) day I have them occasionally .

O

For () weeks. O

The symptoms are getting worse

O

For () months. O
- The symptoms are gradually subsiding.

For () years.
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Dermatology

O O
Itching. I burnt myself.
O O
I have rash. I have developed eczema.
O O
I've got a bruise. I have itchy athlete’'s foot.
O O
I've got pigmented spots. I'm concerned about a mole.
@)
How long have you had your symptoms? How are your symptoms?
= m

Since (- )AWPM today. They are continuing.

O
For the past days.
P ¢ ) day I have them occasionally.
O
For ( ) weeks. O
The symptoms are getting worse
O
For () months. O

The symptoms are gradually
O subsiding.
For ( ) years.
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Obstetrics & Gynecology

| O
I have a painful periods. My breasts swell up.
| |
My periods are irregular. I have a lump in my breast.
| |
I have a bleeding in between periods. I feel a pain in my breast.
| |
I have an abnormal flow of blood I have bad morning sickness.
during menstruation
O vaginal discharge
O O red
The period is lasting longer than usual. O white
O yellow
O O itching
I had large blood clots during O strong odor
menstruation.
|
I have missed my period
o O
How long have you had your symptoms? How are your symptoms?
O O
Since ( )AM/PM today. They are continuing.
0 O
For the past ( ) days. I have them occasionally.
0 O
For () weeks. The symptoms are getting worse
0 O
For () months. My symptoms are gradually
subsiding.
O
For () years.
@)
When did your last period start? (It started on month day.)
¢} O O
Are you pregnant? Yes. No.
¢} O O
Are you having casual sexual intercourse? Yes. No.
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Medical History (Please check the applicable box(es).)

O high blood pressure O cancer
O low blood pressure O AIDS
O strokes O other infectious diseases
O gastro enteric disorder O allergy
O stomach ulcer medicine
O duodenal ulcer O pyrazolone drug
O appendicitis O aspirin
O anti-biotics
O heart disease O others
O palpitation .
O shortness of breath Please specify the name of the drug
or draw a picture of it.
O liver disease food
O kidney disease O egg
O cholelithiasis O milk
O thyroid disease O others
O tuberculosis -
O asthma Please specify the name or draw the
O seizures/convulsions picture of the drug.
O diabetes
O rheumatism
O
There was a time when my nose would not stop bleeding.
O
There was a time when | had vise-like pains in my chest.
O
There was a time when | lost consciousness suddenly. (1 suddenly fainted.)
O
I've undergone an operation.
O
I've had a blood transfusion.
O -

I am currently taking medicine. (Please show us the drug or prescription if available.)

16



O BCG

I have had a vaccination in the last month.

O rubella O measles O polio
JE Japanese Encephalitis O DPT
DT

influenza O etc.

I've had an infectious disease in the past month.

©

measles O

I drink.

A lot everyday. O
Occasionally.

Everyday

rubella O chickenpox O others)
I smoke about ( ) cigarettes a day.
A little everyday.
O Rarely.
I am breastfeed my baby.

Sometimes, including powdered milk. :

Please fill in the medical history of your family members to the best of your

knowledge.
(Please check the applicable boxes.)
Age | Healthy High Stroke | Heart | Asthma | Diabetes | Cancer

In bad Blood Disease
health Pressure

Father

Mother

Brothers

Sisters

Spouse

Children

Continued on the following page
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(Please check the applicable boxes.)

Allergies
Medicine Food
Pyrazolone Aspirin Anti- Others Eggs Milk Others
drug biotics
Father
Mother
Brothers
Sisters
Spouse
Children
AIDS Other  |Abnormalities during
Infectious f@n operation or
Diseases janesthesia
Father
Mother
Brothers
Sisters
Spouse
Children

18




Medical Examination
I will examine you now.
Please take off your shirt/ pants.

Please roll up your sleeves.

Please roll up your shirt and let me check your chest.

Please loosen your clothes and let me check your stomach.
Please lie down on the bed.
Please lie down on your back.
Please lie down on your stomach.
Please take a deep breath.

. Please hold your breath.

Please exhale (O all at once / O slowly)

Please breathe slowly.
Please relax.
Please don't move.
Please drink it up in one gulp.

Please refrain from burping.

. Please open your mouth wide.
. Please keep it in your mouth without swallowing.
Does it hurt?

. Please get dressed.

I will give you an internal examination. (1 will examine your uterus and vagina.)

I will give you a rectal examination. (I will examine your rectum and prostate
through your anus.)
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Medical Test

You need to undergo a/some medical test(s).

About ( ) yen is required for the test(s).

Will you take the test(s)? O Yes. O No.

Please come for the test at ( ) on ( ymonth ( )day.

Please do not eat or drink anything on the day you undergo the medical test(s).

Body Temperature Check

Blood Pressure Check

Blood Test
I will take blood.)

Urine Test
Please put your urine in this.

Fecal Examination
Please put your feces in this.

Sputum Test
Please put your sputum in this.

Uterine Cancer Test

X-ray Test
-
O
Take off your tops down to underclothes and I will take an X-ray.
O
After you take the imaging agent, 1 will take an X-ray.
O
I will insert the imaging agent into your bottom and examine your
intestines.
N

20



Endoscope Test

(D
I will examine your esophagus, stomach and duodenum by inserting an
internal microscope through your mouth.
O
I will examine the inside of your rectum and large intestine by inserting
9 an internal microscope through your bottom.

Electrocardiogram

(This test simply requires you to lie down with capped electrodes attached to you.)

Electroencephalogram EEG

(This test simply requires you to lie down with capped electrodes attached to your head.

Ultrasound

(We will examine your internal organs by running the instrument over your stomach.)

CT (Computerized Tomography scan) Scan  (Computerized X-ray)

MRI(Magnetic Resonance Imaging) Test (Computerized Magnetic Scan)

Angiography Test (X-ray test by contrast with agent injected into your veins)

Tissue Examination (We will use a needle to take a tissue sample for examination.)

I am going to do eye test. (From the following marks, please choose the same one as you saw.)

I am going to do a hearing test. (When you hear a sound, please raise your hand.)

I am going to perform a gynecological examination.

21
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Diagnosis
Rough Diagnosis
heart disease
liver disease
kidney disease
brain disease
lung disease
stomach disease
intestinal disease
eye disease
nose disease

Body
high blood pressure
hyperlipidemia
diabetes
gout
thyroid deficiency
anemia
coma
febrile convulsion
epilepsy

neuralgia

Head
subarachnoid hemorrhage
subdural hemorrhage
cerebral hemorrhage
stroke, cerebral infarct

cerebral meningitis

Chest
common cold
influenza
tonsillitis
bronchitis
pneumonia

BA; bronchial asthma

22
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ear disease
prostatic disease
uterine disease
ovarian disease
cerebro vascular disease
blood disease
neurclogical disease

mental disorder

muscular aches
drug addict
tumor
cancer
AIDS
rubella
measles
chickenpox
mumps

collagen disease

cerebral contusion
migraine
depression

Neurosis

lung cancer
spontaneous pneumothorax
AP; angina pectoris
cardiac infarction
heart failure

abnormal cardiac rhythm
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Abdominal
intestinal obstruction
acute appendicitis
acute peritonitis
gastritis
enteritis
cholecystitis
hepatitis
pancreatitis
periproctitis
hemorrhoids
gastrointestinal bleeding
gastric ulcer

Orthopedics

bone fracture
bone dislocation
sprain
bruise
disk herniation

Urology
cystitis
pyelonephritis
urethritis

sexually transmitted disease

Dermatology

contact dermatitis (skin fit)
athlete's foot

( )infectious impetigo

hives
drug allergy
syphilis
ecphyma
O benign
O malignant

OoOooogad O ooo g O U oooaog O o oo

O O o o g

O

duodenal ulcer
stomach cancer
colon cancer
polyp
stomach, colon, etc.)
cholelithiasis
kidney failure
nephrotic syndrome
nephritis
esophagitis
esophagitis

lower back pain
tendon rupture
phlegmon
osteoarthritis
chronic rheumatism

gonorrhea
syphilis
uretarel lithiasis
prostatic hyperplasia
prostatitis

virus wart
rash
atopic dermatitis

psoriasis
scab
infectious
noninfectious
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Otolaryngology (Ear, nose and throat)

otitismedia (glue ear)
cerumen (earwax)
otitis externa
Meniere's syndrome
sudden deafness

sinusitis

Ophthalmology
stye

conjunctivitis
cataract
glaucoma

foreign body in the eye

uveitis
corneal ulcer

hemorrhage of the eye ground

Pscychiatry

integration disorder syndrome
manic-depressive insanity
hypochondriacal neurosis
anxiety neurosis

phobia

Pediatrics
measles
rubella
chickenpox
mumps

pertussis (whooping cough)

inflammation of the throat
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nasal allergies
tonsillitis

pus in sinus (empyema)

stomatitis(mouth inflammation)

pharyngitis (sore throat)

retinal detachment
asthenopia

color blindness

near sight

far sight

astigmatism

strabismus

weak sight

compulsive neurosis
depersonalization

depressive neurosis

posttraumatic stress disorder

roseola infantum (sixth disease)

intussusception (telescoped bowel)
diarrhea
febrile convulsion

premature baby



Obstetrics & Gynecology

O menopausal disorder O ovarian cyst
O uterine fibroid O ovarian dysfunction
O endometriosis O vaginitis
O O placenta previa
uterine prolaps (prolapsed uterus)
O placental separation
O
uterine cervix erosion O toxemia of pregnancy
O O
hysterectomy amniorrhexis (rupture of the membrane)
(removal of the uterus)
O threatened abortion
O
ovarian resection O
(removal of the ovaries) extra-uterine (ectopic) pregnancy
O salpingitis O breech baby
O
I am months / weeks pregnant.
My due date is month day.
Do you require a doctor's certificate? (It will cost yen to issue)
O Yes O No

25



Medical Care/Treatment

General

You don't need any treatment.

I will treat you with medication.

Please go to the hospital pharmacy to receive your medicine.

I will give you a prescription, so please take this to a pharmacy

\ to receive your medicine.

|
You need an injection for treatment. We'll put a plaster cast on the area.
|
I will put you on an intravenous drip. We'll fit you in a corset.
Itwill take about hours. O
We'll tape the area.
I will give you an operation. O
We'll give you rehabilitation training.
You need a blood transfusion. O

You need to be hospitalized (for about () days).

You need to receive regular outpatient medical treatment.

/E] Please come every day.
O
Please come back after your medication has run out.
|
Please come back at ( ) on ( ) month ( ) day, next time.
O ;
If you don't feel well, please don't wait until your next scheduled visit
to come.
O
I will introduce you to Hospital. Please take this letter

\ of referral with you to see a doctor there.

You don't need regular outpatient treatment. Please come back again when you
feel it necessary.
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Surgery

O

We'll try not to hurt you. We'll make an incision.
O

We'll sterilize the area. We will put stitches.
O

We'll give you a local anesthetic. We'll remove the stitches.
O

We'll change your bandage. We'll shave your hair.

Orthopedics
We'll put your neck in traction.
We'll put your lower back in traction.
We'll give you rehabilitation training.
We'll put your a plaster cast.
We'll fit you in a corset.
We'll tape the area.
Please keep up this treatment for weeks.
Others
We'll give you an enema.
Wait as long as possible before going to the toilet.
We'll put cotton in your nose.
Please keep still for a while.
Please apply the ointment to the area.
Please use the nose drops/spray.
Please use the eardrops.

Please use the eye drops.

27



Instructions for Daily Life

The most important thing is bed rest.

Until the doctor gives you permission, please refrain from the following

activities (For about days).
O work O smoking
O hard exercise O alcohol
O bathing/showering O sexual intercourse
O the use of soap

Be sure to keep clean.

Please try not to scratch the affected area.

Please try to get as much as possible of the following.

O vegetables O fish

O soybeans O milk

O bean curd O seaweed
O fruits O water

Please try to avoid the following as much as possible.

sweet foods

spicy foods

salty foods
oily foods

hard foods

meat
Things containing caffeine (coffee/tea)

alcohol

O o0Oo0o0oooood

stimulant food
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Medication

Medicine

pills

( ) tablet(s) at a time

( ) time(s) aday
noon

morning O

night O before bed

within 30 minutes after a meal
before meals
two hours after a meal

every( ) hours

Take this for () days

powdered medicine

( ) dose(s) at a time
( ) time(s) aday
morning O noon

night O before bed

within 30 minutes after a meal
before meals
two hours after a meal

every () hours

Take this for ( ) days

29

d

d

capsules

/E] ( ) capsule(s) at a time

( ) time(s) a day
morning O noon

night O before bed

within 30 minutes after a meal
before meals
two hours after a meal

every( ) hours

Take this for () days
syrup

( ) unit(s) at a time

( ) time(s) a day

noon

morning O

night O before bed

within 30 minutes after a meal
before meals
two hours after a meal

every ( ) hours

Take this for ( ) days



Eye drops (nose drops, ear drops)

( ) drop/spray(s) at a time

( ) time(s) a day

morning O noon O night O before bed

within 30 minutes after a meal

before meals

two hours after a meal

every ( ) hours

Take this for ( ) days
O Right O left O both

O nostril(s) O eye(s) O ear(s)

Per-request medication

when you feel pain

38.5 101.2

when your temperature rises above 38.5 101.2 F

when you cannot sleep

when you are constipated

Take ( ) tablet(s) at a time

Even when you have symptoms, wait more than ( ) hours between doses.

You may take the medicine up to ( ) times a day.
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Suppository
=
Please insert this into your anus.

d

=

External medicine

Please append a poultice to
the affected area.

Please apply ointment to the

( ) time(s) a day

) days

Please use for a period of ( ) days

Please insert this into your vagina. O
O
( ) times a day affected area.
O O
( ) suppository(ies) at a time
O O
one every ( ) days One every (
O O
Please use for a period of ( )days
\
Precautions
O
You may feel drowsy. Please do not drive after taking this medicine.
O
Please continue medication for the full term prescribed by the doctor.
O
Please do not give the medicine to others.
O
While taking medication, do not breastfeed your baby. (Please feed your
baby with powdered milk.)
O
While taking medication, do not drink alcoholic beverages.
O
Please keep this medicine refrigerated.
O
Please keep it in a cool place.
O

Please keep it away from direct sunlight.
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Surgical Consent Form

Patient’'s name

I hereby give consent to this hospital to perform surgery, and any other
procedure relating to surgery such as anesthesia, emergency treatment for
( ), and the appropriate treatment of the surrounding
area deemed to be necessary in the course of the operation. I have been informed
of the above treatment by ( Dr. ) and have fully understood
what this entails.

Please write down the name of your illness (Please refer to the
name of the illness as listed on the diagnosis page)
Please write down the name of your doctor in attendance.

year month day

Date of Entry

Patient's Signature

Guarantor’s Signature
.

Relationship to the Patient

Guarantor’'s Address

\.Guarantor’s Phone Number
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The information written on this form is strictly confidential and will not be
disclosed to anybody without your permission. Please answer accurately.

Hospital Admission

o You need to be hospitalized immediately.
@)

You are scheduled to be hospitalized on month day.
@)

Once your date of admission has been decided, we will notify you by mail.
Please bring the following things with you for admission to the hospital reception
counter.

Items required:

O
Your patient registration card or ID card
O Certificate for Hospitalization
As we will issue the certificate today, please fill it in and bring
it with you when you are admitted to hospital.
O
Deposit yen
We will calculate the difference when you are discharged from hospital,
so please keep the receipt in a safe place.
O
Employee’'s Health Insurance or National Health Insurance Card (if you are
covered)
O
Private insurance firm's Medical Insurance Card (if you are covered)
O Your personal seal (if you have one)
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Exclusive rooms are available at this hospital at extra charge. This room charge

is not covered by insurance. If you would like to stay one of these rooms, please

inform us.

Please prepare the following items for admission to hospital.

Deluxe room
Private room

Semi-private room

(
(
(
(

(  )-bed room

o

)yen per day
)yen per day
Jyen per day
)yen per day

You can buy the items marked with a circle in parenthesis at the hospital store.

Ooooooooooooobooooag

night wear

underwear
robe
towels
bath towel
slippers
wash bowl
tooth paste, brush
comb
soap
shampoo
shaver
tissue paper
wet tissues
chopsticks/fork
tea cup
memo pad & a pencil

Hospital pajamas are rented out for a fee of (

) yen per day.

Following items are required for child delivery:

o O

maternity girth/girdle
cotton G-string

large size sanitary napkins for child birth

O oOooaod

baby diapers
a set of baby clothes

baby blanket
Maternity Handbook



When your child is admitted to the pediatric ward, please bring one of your child’s

favorite toys or such like.

If you are taking medication prescribed by another clinic or doctor, please bring

those medicines to the hospital when you are admitted.

Hospitalization expenses (born by the patient) are expected to be

about( Jyen, but this amount is subject to change.

How will you pay your hospitalization expenses?

Either myself or my family will pay the full amount in cash.

My employer will pay the full amount in advance for me.

I will pay up to ( ) yen in the meantime and 1 will pay the balance later.

We would like you to pay an advance payment of ( ) yen.

This advance payment will be deducted from the final amount.
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RECEIPT OF ADVANCE PAYMENT

@ year month day

Date of Issue

Name of Hospital

Department

Outpatient Inpatient (Room No. )

Patient Name

o year month day Age
Birth date

We received ( ) yen as an advance payment of the medical treatment

expenses (born by the patient).

Stamp of Receipt
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CERTIFICATE OF HOSPITALIZATION

To: Director of Hospital

I promise the following during my hospitalization:

I will abide by the rules of the hospital during my hospitalization.

My guardian or guarantor shall be held responsible for all of my behavior
while in hospital including the payment of my hospitalization expenses.

After agreeing upon the above, please put your name with your personal seal or signature.

The person to be hospitalized

c )y ) )
Name Date of birth year/ month / day

Address Phone number

(In the “name” column, please put your seal/signature besides your name.

Guardian (if the inpatient is under 20 years old)

c )y ) )
Name Date of birth year/ month / day
Address Phone nurber
Emergency Contact Number Relationship
to patient
Guarantor
c )y ) )
Name Date of birth year/ month / day
Address Phone nurber
Emergency Contact Number Relationship
to patient
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From Patients to the Medical Institutions

e}

Please mark the level of your Japanese ability.

( O
I don't understand spoken Japanese at all.
O
I understand spoken Japanese a little.
O
\ I roughly understand people speaking in Japanese.
=
I don't speak Japanese at all.
O
I can speak Japanese a little.
O
L I can communicate in Japanese in daily life.
'
I cannot read Japanese at all.
O
I can read Japanese a little. (hiragana, katakana, kanji)
O
I can roughly understand written Japanese.
\ (hiragana, katakana, kanji)
( O

I cannot write Japanese at all. (hiragana, katakana, kanji)
O
I can write Japanese a little. (hiragana, katakana, kanji)
O

\_ | can write Japanese to some extent. (hiragana, katakana, kanji)
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Please write a family member’'s contact details in case of emergency.

Name

Phone No.

Please pronounce the name listed above slowly.

Does the person listed above understand Japanese? Please check the item appropriate.

-

He/she doesn't understand spoken Japanese at all.
He/she understands spoken Japanese a little.

He/she roughly understands people speaking in Japanese.

He/she doesn't speak Japanese at all.
He/she can speak Japanese a little.

He/she can communicate in Japanese in daily life.

He/she cannot read Japanese at all.

He/she can read Japanese a little. (hiragana, katakana, kanji)
He/she can roughly understand written Japanese.

(hiragana, katakana, kanji)

He/she cannot write Japanese at all. (hiragana, katakana, kanji)

He/she can write Japanese a little. (hiragana, katakana, kanji)

He/she can write Japanese to some extent.
(hiragana, katakana, kanji)

IT there is someone who could interpret for you, please write down their contact details.

Name

Phone No.
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Please check the religion you believe in.

O Buddhism

O Christianity, Catholic

O Christianity, Protestant
O Other Christianity sects
O Muslim

O Judaism

O Hindu

O Sikhism

O Other religions

Please check the item(s) that are prohibited due to your religion.

O Food
O Any kind of meat O Sashimi(sliced raw fish)
O Beef O Squid
O Pork O Milk
O Chicken O Raw eggs
O Fish meat
O

Others (Please specify the name of the food.)

O Transfusion of blood

g Others.

Please specify the item by mentioning the name or by drawing the picture.
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o

Please check the items that you cannot eat for customary reasons, other than for

religion.

O o0o0o0oooood

ALl kinds of meat
Beef
Pork
Chicken
Fish meat
Sashimi(sliced raw fish)
Squid
Milk

O o0Oo0o0ooood

Raw eggs
Yogurt
Curry
Natto (fermented beans)
(Tofu) Bean curd
Wheat noodle
Rice

Bread

Others (Please specify the item by drawing the picture or by its name.)

Have you been allergic to anything that you ate or took as medicine before?

If you have, please check the item(s).

Yes 0 No

Please check the disease(s) you have suffered from, if any.

O o oo oo o

Heart disease
Tuberculosis
Asthma

Diabetes

Kidney disease

Pneumonia

Other infectious disease
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From Medical Institutions to Patients

o Consultation regarding hospitalization

Since our hospital does not have any specialist counselors, please consult our staff.

Our specialist counselors will help you solve any problems you may have in
relation to your hospitalization, in conjunction with you and your family.
Consultation is provided free of charge and anything you say will be treated in
strict confidence, so please do not hesitate to discuss any matters with us.

@)
Your doctor is Dr. ( ).
o O not specific one person.
Your nurse is O Ms/Mr . ( ).
@)
Your room number is #( ).
@)
IT you are taking medicine prescribed by another medical institution, please show it to us.
o Level of the rest you need:
O Complete rest
O

Required to be in bed all the time (including washing the face and elimination)

You may use the sink and a portable toilet in your room, but you are required

to stay in bed at all other times.

You may go out of the room to wash your face or go to toilet.
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If you need a nurse, please push the nurse-call button.

The following is the standard schedule for a day in hospital.

Wake-up Lunch
Doctor’s round Supper
Breakfast Lights-out

In between the above items, you will have your temperature taken and be examined.

Meals

The hospital will provide you with meals prepared according to your condition,
as instructed by your doctor.
Please consult your nurse if you would like to have your
family or friends bring you food due to your religious beliefs, etc,
You have restrictions on meals.
O Diabetic food O Food for kidney failure
O Low-salt food O Others

You don't have any restrictions on meals.

Please cleanse your body by the following method in accordance to your state of illness.
O Bath O Shower a Bed-bath

If your doctor permits you to take a bath, you may use the bathroom during the
following times.

Mon. Fri.
Tue. Sat.
Wed. Sun.
Thu.
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IT you want to go out or stay overnight outside the hospital, you will need your
doctor’s permission. Please inform your doctor or nurse.

o Laundry of personal clothing
O
The hospital will do your laundry for a fee.
O
There is a laundromat in the hospital.
O
Please have your family do your laundry.
o Smoking
O
Smoking is prohibited while you are in hospital
|
You may smoke only in the designated area.
|
Please follow your doctor’'s instruction.
© Television and radio
O
You may bring in your own TV or radio with permission from the hospital.
Please consult the staff.
|

The hospital will rent you a TV set for a fee. Please ask the hospital how to
use it.

Drinking alcohol, gambling and other actions which may harm other patients are
strictly prohibited.

O

Please keep your cellular phone turned off inside the hospital, as they interfere
with medical equipment.
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o Your belongings

Please keep your belongings organized. Should your belongings be stolen or lost,
the hospital will not be held responsible.

In times of emergency, please follow the instructions of the hospital staff.

The hospital has the following facilities.

O Shop O Barber

O Post box O Vending machine
O O Pay phone

o Attendant(s)
You will not need a family member to attend you. 1T you would
like special attendance, please consult the nurse.
O
We may ask family members to attend you, depending on how serious your illness
is.
o Visiting hours
Weekdays
Weekends and holidays

Please keep in mind the following points when you have visitors.

Please do not disturb other patients.

Even during visiting hours, there may be times when you cannot receive
visitors due to your medical treatment.

IT someone would like to visit you before or after designated hours, please
contact your nurse.
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While in the Ward

o Did you sleep well last night?
O O O |
Yes. So so. Not very well. No, not at all.
o How are you feeling?
O O O O
Very good. S0 so. I don't feel very well. I don't feel well.

Let me take your blood pressure and pulse.

Since( )AM/PM yesterday till( )AM/PM today.
N times

Please write the number of times you urinated.
N times

Please write the number of times you defecated.

o How is your bowel movement?
O same as usual O watery
O hard O bloody
O soft

o We'll give you an enema.

o Please relax your abdomen.

o

Please wait as long as possible before going to the toilet.

o We'll shave your hair.

Don't eat or drink anything until you receive the doctor’s permission.

O O O
for your test for your operation for your treatment
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In the Event of Childbirth

O —
About what time did your contractions start? - Since o clock
O —

How many minutes apart are your contractions? - Every () minutes.
Let’ s go to the delivery room.
O
Your baby is healthy.
Push towards your anus.
Don’ t push towards your anus.
@)
Take a deep breath.
Breathe out.
Please relax.
I will have to cut slightly where the baby is going to come out.
I will inject you with some uterotonic.
@)
These are after-pains.
I will put in some sutures.
o O It s a boy. O It s a girl.
Congratulations!
I will change your napkin.
o - O Yes O No
Are your breasts swollen?
Breast-feeding will begin today.

Please breastfeed your baby every ( ) hours.

Please burp you baby after breast-feeding.
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Hospital Discharge

You will be discharged on month day.

—

Please leave your room by AM/PM on your day of discharge.

Once you have been discharged, it is not necessary for you to visit the hospital

After your discharge, you have to come for outpatient treatment.

O
Please come every day.
O
Please come when your medication has run out.
O
Please come again at AM/PM  on month day.
O
If you do not feel well, please do not wait until your next scheduled
appointment to visit the hospital.
O

I will introduce you to the ( ) Hospital, so please go there

taking this letter of referral with you.
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Payment

Invoice for Medical Expenses (Receipt)

Date of Issue Year Month Day

Name of Hospital

Department
Outpatient / Inpatient Room Number( )
Type of Insurance: Percentage of Payment by Patient:( %)

Invoiced Period:
from( )year month day to( Yyear( Jmonth( )day

Please pay at the Cashier’'s Window by( )year month day

Patients’ Name

Date of Birth

( ) Year ( ) Month ( ) Day ( Age )
Unit: Yen
Initial Consultation |Medication | Injections | Treatment | Surgery
consultation fee
fee

Expenses

covered by

insurance

Expenses

not

covered by

insurance
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Tests X-ray/CT Physio- | Hospitalization | Room ( )
examinations | therapy Documentation
(Medical
Certificate, etc.)

Expenses
covered
by
insurance

Expenses
not
covered
by
insurance

Beddings Meals Total Amount

Expenses
covered
by
insurance

Expenses
not
covered
by
insurance

Amount not Advance |Outstanding Total Consumption Amount
Partial covered by payment amount Tax invoiced
charge insurance
under (to be paid

insurance | by patient)

Stamp of Receipt
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