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Consultation Application Form

Insurance

medical care certificates, referral letter, etc. to the new patient reception No.

2.

Please submit this form with your health insurance certificate, various

If you have previously attended another department, please also submit the

patient registration card (a plastic card).

expense.

Card certificate
Hon/Ji/Fu Self/
Insurance
Digitization certificate
returned

consultation and notification of late payment of medical expense.

services (selective services) will be charged in addition to the medical care expense.

Please ask at the consultation inquiry reception if you are unsure of the examination fee.

Be sure to notify us if you are attending the hospital for a traffic accident or work accident and at public

The personal information on this document may be used for purposes, such as operations concerning medical

If you do not have a letter of referral, a combined fee for insurance-covered and non-insurance-covered

/ /(DD/MM/YYYY)Letter of referral  Yes/No Other| First -
Please circle the number of the department you wish to visit.
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Sex Date of birth
Male 0 / / (DD/MM/YYYYY
Name
Female 1 ( years old),
Have ever you attended this hospital
Address bet}g)re?V o b
with postal * Yes
code *Please write the name of the prefecture if you live outside Kanagawa Prefecture. * No
Phone number Other phone numbers 2
Area code |Area code §
K ) - ( ) -

Have you traveled overseas in the last month? Yes/No

Name/address/phone number

a3uey)D

Yokohama Municipal Citizen’s Hospital




