BREERERZB L TLWHRULAAN

(For those who do not have health insurance)

1) BEZEERY, BBEOREEZED 300% (1a%x30M) #WmExd,
(The treatment will be self-pay, and you will be charged 300% of the normal insurance treatment fee).
2) BIROA %=, HIRELENL XTI,
(Please be sure to have an interpreter present.)
3) PEBRHEEIRITINELA,
(A medical statement will not be issued)
4) k1) ~3) IKAEDL, AREICYI 2BV LET,
(Please agree to @ ,@ and®in advance and sign the consent form before the procedure.)
FRRA RIS, TTERVEEITZBEDOHR, BELET,

(We will only treat you if you agree to the above four points.)

F&=Z (consent form)

AR E%/To the director of the hospital

/ / (Year/Month/Day)/[R=FA B
Patient/E &% (in person/&A) : (Signature/E4)
(Legal representative/RiE%) : (Signature/E4)

Relationship with the patient/$8#& & D% :
*When the patient cannot sign by him/herself or he/she is a minor, their legal guardian or representative should
sign above. /XEAANBEL TEHRWIGE, RRFEDHZEICIE, REEXIIREBAICELZZSBEOLET,

After both parties have signed this consent document, one copy will be given to the patient,and the original will be
kept by hospital./BEHBLZICIE—% 1 FEY, AC—42BEHE~ABEL LET, BERIIFEREE

7 AR RH%EBT/Nishi Eye Hospital



