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/Consent Form for Transfusion Therapy
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/ If you agree to receive transfusion therapy, please place your signature below.
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/I 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.
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/If you refuse to receive transfusion therapy, please fill out the following section after reading the following passage and understanding it thoroughly.
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/ 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.
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/I have explained the nature of transfusion therapy to the person who signed the above.
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/ T have confirmed that the patient or the representative agrees to receive / refuses to receive transfusion therapy by signing
this document.
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/* 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.
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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.
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