Registration Form & Medical Questionnaire

ORTHOPEDICS (E#z411-B2R)

Name(4£ &il)
year month day
Date of birth(£4£AH8) OMale [OFemale
T (Postal Code) Prefecture City
Address({¥fT)
Mobile Phone (&%)
Emergency contact(BRAEZE) [Nane Phone
Rel ati on Ofamily Ofriend Oteacher Oothers ( )
(EfR)
Is this your first visit to this
clinic? OYes OONo ( When)
(LBRIEMHTTT D, )
Otraffic accident Oinjured in business Oothers (Z M fth)
What is the cause of your (ZBEEH) (EEFDIFHY)
problem? (ESLFELE=D, )
Oinjury ([FAY) Osprain(O4a> =) Opain (J&H)

What are your symptoms? Onunbness (LTUN) Oothers (F M)
(ETHEDLSIZ)

Where is it hurting now?

(S DIERIE)

Do you have any medication

allergies? (ED7LILX—) LNo [Yes (What )
What ilinesses have you had in | Yes(What )

the past? GREDHER)

Are you currently under medical

treatment? (BRIEEABEDDHFER) [IYes (What )

Are you currently taking ClYes ( What )

medication? (RRAAFDIE)

*Please note
In the case of using an Individual Number Card as a health insurance card.

@ Our clinic strives to provide high—quality medical care by acquiring and utilizing medical information.
@) In order to obtain and utilize information, we ask for your cooperation in using your Individual Number Card.

Do you consent to provide us with your medical information?

Yes O No O
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