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Concent Form/[BEE

Introduction/(& U & I

When the patient cannot sign by him/herself or he/she is a minor, their legal guardian or representative
should sign above/ R AMEBHZ TERWES. KBHEFEDHEICIE. REEXIFREBACESLZ
EEWLEXT.

I understand that even if I consent to the examination, I am free to withdraw my authorization at any

time/ARENBETH. WO THREITZZENTEXT.
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Concent Form/[BEE

(R D&FIZE AN D)

To the director of the hospital/f& TR EX

Patient Name

BEA

2021 / 04 / 14 (year/month/day)

regarding the medical procedure to be performed on

has been given explanation according to the explanatory document on

ER{TRA
FEREDOHEIC. BEDERITAZRITSNZBERICHAZTREICTTEOFEICDWVWTH
BLK U,

Name of disease, clinical condition/f5%. JREE

Purpose, necessity and effectiveness of the treatment or examination/;8& (&) DHK - &

2 - Bk

Details, characteristics and precautions regarding the treatment or examination/;8 (HR&E) D

RNEECHBERLEEEHR

Risks of the procedure (treatment/examination) and their incidence rate//AE (IRE) ICHESTE

BRI & F DREARR
Procedures in the case of unexpected symptoms/complications/{& F&E 74 I D X It

Possibility of alternative treatment/examination, and accompanying risk factors and incidence/{X;

BAfEEER (RE) BLUZNICHSBRIEE ZDOREK

Possible outcome and prognosis if the treatment/examination is not performed/;/8 (IR&E) %

ToRh>eBEICTFRINSZRE

The patient’s specific request(s)/ B &k D B4R FHE
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Withdrawal of consent for treatment/examination/;8# (FE&) O[EI=Ho]|
Blood transfusion related matters/Ei [T B85
Explanation of the examination for infectious diseases/XRAEARE CBI T S FiA

Patient’s right to ask for another doctor’s opinion (second opinion)/Z Dt DEAIDER (75
YRAEZAY) ZRDPBIENHRB &

Others/Z DAt

mDate of explanation/gtA8 H

2021/04/’] 4 (year/month/day)

mPlace/EniBA % U 7o i5PT:

mPhysician providing explanation/3tB8 % 1T o Fc =AM:

mWitness for the hospital/J& BRI fE &

mWitness for the patient/ B &I [EFEE:

ORelationship with the patientZ8& & D BIfR:

Having fully understood the above explanation, /I EICDWTHABRZ+2ICERE L. BEHLER
ICEDE, COREMBE)ZRITHI LI

give my consent/ER U X

do not give my consent/[E U £ A

of my own free will to receive treatment/examination
Patient/BEAA Signature

Legal representative/fS5E3% Signature
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Concent Form/[BEE

mDate of Consent/[A= H

2021/04/14 (year/month/day)

After both parties have signed this consent document, one copy will be
given to the patient, and the original will be kept by hospital.
BERBARICIC—ZIFWMD, AE—ZBERABELULR
¥, RARIIRTRE

This English translation has been prepared under the supervision of doctors, legal experts or others. When any difference in
interpretation arises because of a nuanced difference in related languages or systems, the Japanese original shall be given
priority. > o . ‘ _ R,
AERE, EMPEROFMRFOEEZ ST TERSNTED XITH. BEAEAEDOSEPHEZFDEWNIC
LK DBIROEBNDEURICIFE. BARBZEEELFET,

Source: Ministry of Health, Labour and Welfare website H B8 | EAEHBIER—LR—Y
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