
English/英語 

患者氏名 ：  
患者 ID ： 

 
入院申込書 ： 2014 年３月初版 

 

HOSPITAL ADMISSION APPLICATION FORM 
 Hospital name：                           

 To the Hospital Director：                     

I would like to apply for admission of the following patient to the hospital. 
*If the patient and applicant are the same person, entries in the Applicant section are not required. 

Applicant 

Name  Sex □Male □Female 

Date of birth 
(YYYY/MM/DD) 

   /    /    (  years old) Relationship  

Address  

Phone No. (Home)  Phone No. (Mobile)  

Place of work  

Phone No. (Work)  

 

Guarantor 

Name  Sex □Male □Female 

Date of birth 
(YYYY/MM/DD) 

   /    /    (  years old) Relationship  

Address  

Phone No. (Home)  Phone No. (Mobile)  

Place of work  

Phone No. (Work)  

 

Patient 

Name  Sex □Male □Female 

Date of birth 
(YYYY/MM/DD) 

   /    /    (  years old) 

Address  

Phone No. (Home)  Phone No. (Mobile)  

Place of work  

Phone No. (Work)  

*Your personal information will be handled in accordance with the regulations of the institution. 


