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®opma 3roau Ha TpaHcdy3iliHy Tepaniro
/Consent Form for Transfusion Therapy/ 8 L& 15 IZES 3 A [RIEE

SAkuio BM 3roaHi ofep:xxkaTu Tpancdysiiiny Tepamiro, 0yab Jacka, mocTaBTe cBiil mianuc HuK4e.
/If you agree to receive transfusion therapy, please place your signature below.
/A ICRE SN HEEITIE, UToMic 284 Tawn

51 migTBEpIDKYIO, MIO JIiKap PETeNbHO MOSICHUB TPAHC(Y3idHY TEeparilo Ta PU3HKH, Moka3aBm MeHi Gopmy «I[loscHeHHs
TpaHcdy3idHOT Tepamii», 1 g X 3po3ymis/ia. S TakoX MIATBEPAMB/Ia BMICT «TUIIB 1 00CsTYy TIepe0auyBaHOTO MepeTUBaHHS
KpOBIi», SIK OIMKMCAHO HWK4Ye. BUX0s4M 3 IbOTO pO3yMiHHS, 51 JIO3BOJISIIO MPOBOJIUTH TpaHCPyY3iiHy Tepamir. (1 po3ymito, 1110
HABITh KOJIH S JIAI0 3T0/Iy Ha TIEPEIMBAHHS KPOBI, 1 MOXKY BiAKIUKATH CBOIO 3TOJly y Oy/Ib-sIKHi1 yac.)

51 TakoXK YHMOBHOBZXKYIO BIIIOBITAIBHOTO JIKApsT MPU3YIIMHUTH TpaHCQY3iiHy Tepariro abo 3MIHUTH TUIT TpaHCQY3iiHOI Tepai,
3a3HAYCHOI B PO3MLTL PO HABEICHI HIDKYC «THIM Ta 00CAT mependadyBaHOro MepeMBaHHs KPOBY, Y pasi, sSKIIO s mepeOyBaro B
HeOe3MeyHIi U JKUTTSA HAJ3BHYANHIN cuTyallii, ab0 BH3HAYEHO, IO MEPETUBAHHSA KPOBI Mae BHUIMIANbHE 3HAYCHHS IS
JIKyBaHHS.

/T acknowledge that the doctor has thoroughly explained transfusion therapy and the risks, showing me the “Explanation of
Transfusion Therapy” form, and I have understood them. I have also confirmed the content of “the types and volume of
prospected blood transfusion” as described below. On the basis of this understanding, I authorize the administration of
transfusion therapy. (I understand that even if I consent to transfusion, I am free to withdraw my authorization at any time.)

I also authorize the doctor in charge to suspend transfusion therapy or to change the type of transfusion therapy indicated in
the section on the following “the types and volume of prospected blood transfusion,” in case I am in a life-threatening
emergency or it is determined that a blood transfusion is critical for treatment.

IRNE, Wi TE & OFERPEIC SV T Tl EIC BT 28E ] 2 ntoasiil ez, BRLE L,
TRLOD [FE SN D HMOFEH & B2 oW T ICRRASNIZNFIZOWTOIERLE L, £D 5 2T, fmilEks =
JorZlicmBELEYT, (REINELAETH, WOTHHRIT L2 ERnTEET, )

Flo, HEEOHW CIRILEELZ TIET 2580362 2 L, KON Az & BREROGE- R RaE T
MAEE LB TGEIT, HYEOHBNZ L > TFRRO [FE S DM OFEE & SOV T IZRASIVENAE LI
BRI DEMBIEZATO 2N oD Z LB REEWELET,

mTunu ta o0csr nependauyBanoro nepesuBandsi KpoBi/The types and volume of prospected blood transfusion

/T E S DM O R & BlZoW T
O Tumw/Types/ Hi1fl O FELE

[JABronoriuna kpos/Autologous blood/ F . Ifi. (Ipenapaty 3 uepBoHKX KpoB'sHuX Tinews/Red cell products/ 7R il ER HLHA
[Ipenapart i3 Tpombommris/Platelet products/ /ML [ICixoszamoposkena miazma/Fresh frozen plasma/ 7 i . 4E
UTunre/Others/ % At ( )

®@06csar/Volume/fig il & : (mi/ml)

Jara 3roau/Date of Consent/[F= H : Pik/Year/4E Micsius/Month/ H Henn/Day/ H

Im'st Ta npizBume namieara/Patient Name

/EERA (Byms acka, nanpykyiirePleaseprint/ 7 /L 7 7 X |~ « 71w 7 1K)

Mixnuc nanienta/Patient Signature/ 85 54, -

Anpeca/Address/EFT :

IIpizBuie Ta iM'sl MpeIcTaBHUKA
/Representative Name/{XE A\ % [C 4 - (BymsJacia, nanpykyiire/Pleaseprint/ 7 /L7 7~ k + 71w 7 {K)

Hinnuc npeacraBuuka/Representative Signature
/REENFEEA (3B’s130K i3 manienrom/Relationship to the patient/%i17)

Anpeca/Address/EFT :
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Slxmo Bu BinMoBasieTecs Bia TpaHcdys3iiiHol Tepamii, O0yab jJ1acka, 3aNI0BHITH HaBeJAeHHMIT HUKYe PO3AiJI, TPOUYNTABIIN
HACTYNHUI YPUBOK i TOCKOHAJBHO HOT0 3p03yMiBIIIH.
/If you refuse to receive transfusion therapy, please fill out the following section after reading the following passage
and understanding it thoroughly.

/EILRIE 2 TG SN D 5GEIIE, ROXLEZZAIE L2 9 2T, UTOMICZEA TSV,

51 omeprkaB/ia MOSICHEHHS PO CBOIO MOTpeOy y TpaHcdy3ikHil Tepamii. S mporry, o6 Mii JTikap He BBOIUB MEHI KPOB 4X
npenapatu Kposi. S Takoxk onepikas/ma «[losiCHEHHs BiAMOBH BiJ| NMEpPENMBAHHSA KPOBi 3 PENITiHHUX MipKyBaHb TOIIOY,
OIMCAHE Y IOJaHOMY JTOKYMEHTI.

/1 have received an explanation about my need for transfusion therapy. I request that no blood or blood products be
administered to me by my doctor. I have also received the “Explanation of the refusal of blood transfusion for religious
freedom, etc.” as described in the attached paper.

/RN, EIBED LIV HOW T 2 & Led, ilfRiEE2 =T 5 2 L 2R LET, Mo sk, R
U H R X DEfER OB 2% E L,

Jara srogn/Date of Consent/ &4 [ : Pik/Year/%  Micsius/Month/ ] Jenn/Day/ H

Im'st Ta mpizBumie namienra/Patient Name

/RBERA (Byms1acica, nanpykyiire/Pleaseprint/ 7 /L7 7 X |« 7' v 7 (k)

Mignuc nanienTa/Patient Signature/ 85 24 -

Anpeca/Address/ {77 :

IIpi3Buine Ta iM's1 mpecTaABHUKA )
/Representative Name/{{EE A\ %5 K4 - (Bymb nacka, nanpykyiirePleaseprint/ 7 /L 7 7 X |« 71w 71K)

Hignuc npencraBunka/Representative Signature
JACER NS, (3B’s130k i3 manienTom/Relationship to the patient/#if7)

Anpeca/Address/ {77 :

51 mosicHUB/Ma IPUPOAY TpaHCPY3i1HHOI Tepartii IAMHI, SKa IiIMTICaTaCh BHIIIC.
/T have explained the nature of transfusion therapy to the person who signed the above.

/ BB E R U CRIMEE IOV TR L E Lz,

Jlata nosicuennsi/Date of explanation/3nB8 H : Pik/Year/ Micsius/Month/ Jenwn/Day/ H

Biggizenns/Department/ £}

Binnosinaapumii gikap/Doctor in charge/fH4[E : IleuaTka/Seal

S migTBepIKYIO, IO MamieHT abo HOro NMpeACTaBHUK MOTOKYETHCS OJIepKyBaTH TpaHC(y3iliHy Teparito abo BiZMOBIISETHCS
BiJl He, AMMCABIIN TS TOKYMEHT.
/T have confirmed that the patient or the representative agrees to receive / refuses to receive transfusion therapy by signing this
document.

[/ ERBRE (HDWIIAEEAE) PAALEHICBO TIRILEEICRED LG SN2 L 2R L E L,

JlaTa minTBepmkennsi/Date of confirmation/FEZE H : Pik/Year/ Micsius/Month/ Jlenn/Day/ H

Biggiienns/Department/ £}

Binnosinaashuii Jikap/Doctor in charge/fH 4 £ : IeuaTka/Seal
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* SIKIIO MAIlieHT € HEMOBHOJITHROK 0CO000I0, KOTpa HE 37aTHA JaBaTH IOPUIUYHY 3roAy, a00 MAIlieHT HE B 3MO3i
JaTv 3roay abo MmigmucaTy Yepe3 MOPYLICHHS CBiOMOCTI abo xBopoOy, Oy/b JlacKa, MaiTe OIiKyHa; 0co0y, 10
HaJiJieHa 0aThKiBCHKUMU IpaBaMHM; OIMIKYHA HEMOBHONITHBOTO a0 WiCHa POJWHU, MO0 3allOBHUTU PO3ILT IS
HiANUCY NpeACTaBHUKA BUILE.

/When the patient is a minor who is incapable of legal agreement, or the patient is incapable of giving consent or
signing because of a disturbance of consciousness or disease, please have a guardian, a person in parental authority,
a guardian of a minor, or a family member fill out the section for Representative Signature above.

/BERARNDRIEREN DI WKREEDEE . FITEMEE - RFICL FEE - BADPHKRWEE
X, ERRORBENFEELMICORGES . BMEE. & LUTRMRERRAN, FRIBEFEOFICL 2B %
BREWWZ LET,

AR, ERREROEMEFOREL S TERSW TR 72, BALAEOFTELHETORENC LY FROEONECBICE, ARFEEEE LET,

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.

Ileit yKpaiHChKHMIi IIepeKIal MiArOTOBIICHO ITiJl HArJIsIOM JIiKapiB, IOPHIMYHHX eKCrepTiB afo iHmmx oci®. Ko Gy/ib-sika pisHUILA B TIIyMayeHHI BHHHKAE Yepe3 HIOAHCOBY
PI3HHIIO B CYMDKHHX MOBaX ab0 CHCTeMax, SIMOHCHKOMY OPHIiHATy HAJa€ThCs MPIOPUTET.

WA B 2 REE 2022486 7 R
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