A1 AR gUUIN
NV SAMITIVEJ SUKHUMVIT
OUTPATIENT REGISTRATION CONSENT FORM il kB ERBRRAEE

XEEE (O—NF) TITRALIEEL,
[ 1 DAl ...ttt

Patient information (E@AR)
[ ] (%) ()
MR/MRS/MISS. Name ..........ccooevveiininiiiiinnnnn, Middle Name ......... Last Name........ooovvviniiiiiiiiiieieenn,
1 i R (8) (&)
Date of Birth: Date.......... (B).Month.........cocovvennne. (R)....Year........ () Age......... (#%) Gender @) Male O Female
[ 1 (R8) (BHE) (BIE) (BiHIE) (3E5!) [ 1
Marital Status () Single @ Married O Separated D Divorced D Widowed Passport No."211111% .. ...
[ 1 [ 1 [ 1 [ ]
Citizenship.............cooeeevinn. Religion............ceuvnnnnn. Occupation........c.cceevvvvnnnnn... Expatriate @Yes D No
(AN (ATAVS
Present Address B A8) Street )
Sub-district. ®LAD District (K &) Province / City. @) .
Zip code (BMEES) ... Country B ... E-Mail ..o
[ ]
Home Tel...........oooiviinnin. Mobile Tel .........cceiviiiiiininannnn. Office Tel / Fax NO......ooviviiiiiiiiiiiiei e,
[
Permanent adareSS (SPECITY) . ... ..ttt e et e e
[
Person to be notified in the case of an emergency
[ 1] [ 1
NI L Relationship to patient .....................
XE(HGD{IF)?) [ 1 )
@ e Erg)ssi s_%r)ne as above. Mobile Tel..........coooiiiiiiii E-Mail ..o
O é)tﬁ’er ArfdreSS( Specify )
[ 1 (%)
Present Address B ) e, Street. ..o
(BT #9) (X &) . &R (BpEES)
Sub-district.........ooveviiinn, DiStrict ...o.ovvvviiiiiiieien, Province / City.....ccooevvviiniiiiiinannns Zipcode...............
() [ ]
Country.......oovvvveeninninnanans oen Tel o E-Mail ..o
[ 1
Financial and insurance information
(BS&18) ((EE5EK /2N D DIHEDFHO]) (RRSHANER /RRH2)
@ Self pay O ContraCt COMPANY ....vvveinieieiiieeiee e O Insurance cCompany ...........ccooeeueeeneeninnnn.
[ 1 £FiiR
| (Mr./Mrs./Miss)..J?ﬁ%I .................................................................................................... Al (%)
As @ the patient [ .
O representative (MEIMIESIVISS) oo, AGE. e, (%)
being the aforementioned patient’s. ¥ . hereby gives consent
and willingness to obtain health care services at The Samitivej Sukhumvit Hospital.
I also agree to have patient’s photograph taken and used for medical record, identification purposes.
I have received and | fully understand the Patient’s Rights Declaration.
I acknowledge that | am financially responsible for payments whether or not covered by insurance.
I have therefore placed my signature below to enable the medical team to provide the care and treatment.
( ) ( )
(Signature of the patient / guardian / relative) Signature of Hospital witness

(BE/ REE/HEDER) (AlRDEHEDER)
11-MRF-293A/03 01012016
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A8 aliRNY UUIY

oA
Date ...15 September, 2017.........
Patient im]ormation (2AH)
L1 . () , ()
Mr. / Mrs. / Miss. Name ...... Taro...................... Middle Name ......... Last Name..Yamada............................
[ ) 1 FiB TR (%) (7)
Date of Birth; Date....15..(H)...Month...12............(R)Year.1980......(&).. Age ...37.(&)..Gender \ Male I Female
[ 1 (R18) (BLYE) (BIfE) (BEE) (BEHN) [ 1
Marital Status (J Single O Married O Separated O pivorced 3 Widowed Passport No.........ocveveeininnnnns
[ 1 [ 1 [

[ ]
Citizenship...Japanese...... Religion...Buddhist....... Occupation....Employee...... Expatriate \/Y?s 9 N(o )
(&L (A1AY-4

[ 1 (it /)\Bg) (8) . .
Present Address.................. i I S Street...Sukhumvit soi 49...

(B #%) (X #B) _(#1R) (BpMEES)
Sub-district......... Klongtan Nua....District ...... Vadhana....Province / City...Bangkok...Zip code...... 10110...
Cou(n?r)y ............... Thailand....... E-Mail .. japan@samitivej.co.th...........................

[
Home Tel...020-222-222... Mobile Tel ...........cccooeeviiiiin... Office Tel / Fax No...020-222-122..................
[ 1
Permanent address (Specify) 555, 1F, Kenko Building, Kenko Machi, Chuho-ku, Tokyo 111-1111 Japan
[ S
Person to be notified in the case of an emergency
[ 1 [ 1
Name...Mrs. Hanako Yamada..............................cooein Relationship to patient ...Wife..................
= A [ 1
3 FEFEame as above. Mobile Tel... +81-30-111-111......... E-Mail ...info@gmail.com..................
SDODER .
a 8iﬁaer Egmesw Specify )
L Ve nm) (88)
Present Address. . ...oouoii Street.. ..o
(BT ) (X 2B) # 2) (EHEES)
Sub-district.........ocoeiiiiin DIStrict ..oovoviiviiiiieieienn, Province / City.....ccoovvvviiiiiniiinnnnn. Zipcode...............
(=) [ 1 '
[ Country........oovveerinninnenans oe. Tel o E-Mail ..o
Financial and insurance information
(Bcail) ((b%FEKR /2N D DIHBEDHH]) (RIEHENGER /R 114)
O  Self pay O Contract COMPANY ..oviniiiiiie e v Insurance company ...Sompo...................
[ ] £2 =
I (Mr./MrS./MisS)............... Taro Yamada.............coooeoeeoeneeeeeeseceeeeeeesee s Age..37......... (%)
As \ the patient _ K J—-
O representative (MIEIMISIMISS)..o.veecvceeieieeeeee e AQE.vvrrnnn (%)
being the aforementioned patient’s. (FEH)........oooveiiiiii e hereby gives consent

and willingness to obtain health care services at The Samitivej Sukhumvit Hospital.
I also agree to have patient’s photograph taken and used for medical record, identification purposes.

I have received and I fully understand the Patient’s Rights Declaration.
I acknowledge that | am financially responsible for payments whether or not covered by insurance.

I have therefore placed my signature below to enable the medical team to provide the care and treatment.

( Taro Yamada ) ( )
(Signature of the patient / guardian / relative) Signature of Hospital witness
(BE/REE /BIKEOER) (AREDIBHEDER)

11-MRF-293A/03 01012016
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