Registration form

Please fill in the thick frames.

No.

(DHave you ever been to Aso lizuka Hospital? Yes = No
@Do you have a referral letter from another hospital? Yes +* No
®@Do you have an appointment? Yes * No
@Do you have Japanese health insurance? Yes = No
(®Please place a check mark on the department you would like to visit today.
Department
4 Department v (Appointment(*) or referal letter(Gray
colored) needed)
Hepatology Gastroenterology
Respiratory Medicine Radiology % &
Endocrinology, Diabetes and Metabolism Medicine Psychiatry % &
Hematology Cardiology
General Internal Medicine Orthopedics Surgery
Pediatrics % Urology
Nephrology and Hypertension Ophthalmology (Closed Wednesdays)
Surgery Ear, Nose and Throat
Obstetics and Gynecology Dermatology
Pediatric Surgery¥ (Closed Tuesdays and Thursdays) Cardiovascular surgery% k3
Neurosurgery (Closed Mondays and Wednesdays) Physical Medicine and Rehabilitation Y *
Dentistry and Oral Surgery% Neurologyk k3
General Thoracic Surgery Psychosomatic Medicine % k3
Plastic and Reconstructive Surgery Rheumatology *
(Closed Tuesdays and Thursdays) Kampo Medicine % *
Palliative Care % *
BPlease write your name, address, telephone number and nationality.
Family name First name Maiden name Sex For any changes,
please let us know at
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