am————— LONDON <EEAHI>

IRYO
CENTRE ERRICTRAVIKIZER
m——  HONG KONG 3~4R—THIZHYFET,
PATIENT INFORMATION B4
SRAFA—YZF-JOVIAFETEEWKLEY  Please print in English Date 23/ 09 /2017
BREES
Patient Number

CAANICEETBEIE  Personal Details

a3 r./Mrs 2 R
Surname 11\\/[/[1551>§/Iaster LEIG‘HTON First Name YU].

Gk i 1H i 4%

== 2 OEH 0 ga 0 2& F#S 14 R B/ CBf#& Married  #KIE Single

Date of Birth Age Sex M /F OB#8& Divorced OFRT- A Widowed
ﬁ'd%re?s%%{ WETL Suite 822, Leighton Centre, 77 Leighton Road, Causeway Bay

(RTFIVTHTHEDH X, HMEBEES S CRALKEEY) S71\<z% ;‘/z count - London Iryo Centre Hong Kong

PEHT EX—IL o .t .
oy 2398 0808 Mobile : 2398 XXXX E-mail:  YuiLeighton@xxxmail.com
BEAICSHEDERN OFE BZ  QKiT(HEk) - @Zof
Purpose of Being in HK @Businesd® Study Travel/Visit Others
= =1
%{Jn?ﬁfyﬁer («(5;7}'11%1)%) Leighton Centre School o 2398 XXXX
EEIEH EHPHFTER EIVORELEVRE. BRTOFEETHALIIZED)
Date (:)thrrival 15 / 03 / 2017 Date of Departure / 03 / 2019
HAD{ERT T 1050011 @ = . B
;34 [ ® m o <2~E4TH2-8

HIRT=DIBEN (IREZE  Spouse or Father
g%mame LEIGHTON ngll*st Name HirOShi
i i 3

]%agﬁ BElirth O 4 O 7 3 Rﬁjﬁionshlp Father
e EX—=IL
Mobile 2398 0888 E-mail  HiroshiLeighton@xxxmail.com
éﬁc%@ibn%%ﬁployer Leighton Centre Public Limited Company
CRIERERL (Family Name) (T L I SHRETHEWREEE CTRRALTEE)
£ #1 Name 4£%£AHD.0.B __ (fEiA) £ # Name 4£%£AHD.0.B __ (fEH)
@ gL  Hiroshi 04/07/73( Father ) | @ ( )
@ H*E Emi 13/09/75( Mother ) |® ( )
® #— Junichi 18/11/00( Brother ) |® ( )
EX S D E & & Person to contact in Emergency #54" Relationship
Miss Smane LEIGHTON fisovume Yamato | {&lfionsniGrand Father
{EFF Address T 105-0011 4 Chome 2-8, Shibakoen, Minato-ku, Tokyo-to %%‘%%?ﬁ?@ﬁ%?éxwm
@ 0081334335111 E-mail  YamatoLeighton@xxxmail.com
BEVF—ZEDLIICHERDICED T UfcA?  Recommended By
, QTR GREE - 1 RE) QRESA (T hNE)
Friend Travel / Tour Conductor ( ) Insurance Guide Book (
DIRITHART w2 Bt I —DIRE ©Z 0t
Travel Guide Book ( ) Advertisment ( ) Others

XEMEICHEK



FEREIE(TE Address of Invoice (Bt ERTSHELEDA)

£l

Name

pey A

Company Name

EFR
Address

o) ~ E-mail |

RITRIR - ERRRZ CHIRD A IFSREAZBBEVWWLET

fRixZILE LICHK Insurance Co. ggmsesmimsrsssegsdea

Insurance Company

£ 1 2 Guarantee

fF. By —&DBAKRTEERE / ERREDOF vy Y1 LA P —ERCLDZREZITRUD UZR2REBOLEBENIT—SRITRADR
BROBEIEHD RIS NGNS BB BV I —ICCHRBREEMNTTHI LB ZDOBREBREDER. KI3BREZHE I WT 2B HRBLET,
KIAEBERLUICETORME - ERTROBEREN RRSMEICH U FACE T 22 TORERDOLHRTIRHU T IFEZARHLET,
In the event of non-payment of any invoices or the rejection of any claims by my insurance company, I agree to settle such outstanding accounts
personally direct to the London Iryo Centre. I hereby authorize any hospital, physician, or other person who has attended or examined me,
to provide to my insurance company or its authorized representative, with all information relating to any sickness or injury, medical history,
consultation, prescriptions or treatment and copies of all hospital or medical records.

(BFROBEIFCHEICXZ CELZBBEOHRLED)
2z A4t
Signare A iroshi L’ezjﬁfon Date 23 , 09 / 17

KEEE - DD DITEICEET AER  GP/ Family Doctor Information

KEE-DMDODDIFEEFVSSLPWETH? EI0y, 4518V-4

Do you have a GP or your family doctor? Ye No
KEE -DD\DDITEDEFTERE] GP/ Family Doctor’s Name and Address

%E'lje Dr. Smith

o 888 LICHK Hong K

Address street, Hong Kong

[°) 2398 XXXX E-mail smith@xxx.com.hk

[ & & Consent

3 ERZRICDERBLY N VEE ZOMZETV. R PR EZEMNMTOCEZF AU T X BDERRFZESEHHFILET,
HURMBEIZERT 55%8. HHEEOBRNGEEHEMBLET, 2DTYZy I TITONIFA HEVEFADOREDRED I\ WDOEEZ
AHEUE T ERERT —ELRICBEULT A ERELNEBAOEME CIEREBEICRRDOERT —EAZITOHICDERER EAEREZ

RETZEZRHET, ]
In respect of myself / my so&Zmy daughterDdcharge Yui LEIGHTON

I hereby authorise the Doctor to take such X-rays radiographs of photographs of use any other diagnostic aids deemed necessary by the doctor in
order to make a thorough medical diagnosis. I also authorise the Doctor to perform or use any and all forms of treatment, medication and therapy
that may be indicated and consent to the doctor choosing and employing such assistance as he deems it. I understand that the use of anaesthetic
agents embodies certain risks and I consent to their use. I accept that the responsibility for payment for Medical Services provided in this Clinic for
myself or my dependents of charges and is due payable at the time such services are rendered.

Additional consent for Remote Medical Services: I authorise the attending doctor may transfer and exchange medical and personal data for
providing best medical services with the doctors outside the Hong Kong.

%(1}’5?1%0)%%@ CHBAICELZTERZBHVBLEY)
= B
Signature 'z/irOJ'ﬁi £37:gﬁf0n Date 23 / 09 / 17




s |ONDON
A —

IRYO
CENTRE
~ HONG KONG
PATIENT INFORMATION A
CERARO—NZF- 7OV I7HETEEWKLUEY  Please print in English Date DD /MM, YY
BREES
Patient Number
CARANICEETBEIE  Personal Details
i Mr./Mrs Z
| Surname Miss/Master ] FirstName
BT
H£EHH EIH B E| F S YR B/« CIBRE Married k%8 Single
Date of Birth Age Sex M/ F CIg##E Divorced ORT-A Widowed
BEDE/ HES
Address in HK
ANAT
Skype Account :
- e EX—JL
(0) Mobile: E-mail:
BAICSHEDBR OftE @8BZ OKiT(HER) - @Zof
Purpose of Being in HK Business  Study Travel/Visit Others
9L (FRA) -
Employer (School) (@)
EHEIEH BEELFETEH
Date of Arrival DD/MM/YY Date of Departure DD/MM/YY
HADER T #}w & B X
S M H
HIRTcDEBENXIIIREZE  Spouse or Father
3
Surname First Name
EF
4FA/H Bl
Date of Birth Relationship
e EX—=)L
Mobile E-mail
Bk /B 5%
Occupation / Employer
KR EERE B (Family Name)
£ Hl Name 4£%#HHD.OB  (fEiR) £ 8l Name 4£%#HHD.OB  (fEi)
® DD/MM/YY ( ) | @ DD/MM/YY  ( )
@) DD/MM/YY ( ) | B DD/MM/YY ( )
©) DD/MMIYY ( ) | © DD/MMIYY  ( )
EX S D E & & Person to contact in Emergency #5147 Relationship
Mr/Mrs il % @Tﬁ ,
| Miss .. SUIIAME el FistName IR clationship ____oeoeeee..
{EFf Address
oy E-mail
LBy —ZEDLIICHHDITEDELIcH? Recommended By
OFADIBEN QT (REE - 11 RE) ORESAL (T Y hNE)
Friend Travel / Tour Conductor ( Insurance Guide Book (
@IRITHART v OUty—DIRE ®F DAt
Travel Guide Book ( ) Advertisment ( Others

XEMEICHEK




FERE IR Address of Invoice (Bt ERSHFLEDA)

£l

Name

pey A

Company Name

EFR
Address

o) ~ E-mail |

RITRIR - ERRRZ CHIRD A IFSREAZBBEVWWLET

RIRZEH

Insurance Company

£ 1 2 Guarantee

fF. By —&DBAKRTEERE / ERREDOF vy Y1 LA P —ERCLDZREZITRUD UZR2REBOLEBENIT—SRITRADR
ROBIGHRINBD S IGRIF. BV Y —ICTHERRZENMNTTZIERL ZOREBEDEHE. FcdEBERRIWIT B E2BWRELET,
IR Z BB L2 TORME - ERMMR O BERED . RERSLICH U FACET 22 TORRDOLHRERM T EET AR LET,
In the event of non-payment of any invoices or the rejection of any claims by my insurance company, I agree to settle such outstanding accounts
personally direct to the London Iryo Centre. I hereby authorize any hospital, physician, or other person who has attended or examined me,
to provide to my insurance company or its authorized representative, with all information relating to any sickness or injury, medical history,
consultation, prescriptions or treatment and copies of all hospital or medical records.

E# B¢
Date DD MM ;YY

Signature

KEE -DDDDITEICEETZER]  GP/ Family Doctor Information

REE - DD DITEIFVS L WEITH? E{AVARIAY4

Do you have a GP or your family doctor? Yes / No

KEE -DDDDIFTEDEFELE]  GP/ Family Doctor’s Name and Address

G=X:1

Name

EFT
Address

E-mail

o)

[ & & Consent

S ERZRICDERLY N Y ER, ZOMETV R PREZERMINMTSCEZFALE T X DEBBFZESIEHFALET,
HURMBEIZERT 55%8. HHEEOBRNGEEHEMBLET, 2DTYZy I TITONIFA HEVEFADOREDRED I\ WDOEEZ
AEUF I ERERY —EXCEU T AR TRENEBADEMX cREREEICRROERY —EXAZTOHICHELER - BAEHRZ
RETEIEZRHET,

In respect of myself / my son / my daughter / charge
I hereby authorise the Doctor to take such X-rays radiographs of photographs of use any other diagnostic aids deemed necessary by the doctor in
order to make a thorough medical diagnosis. I also authorise the Doctor to perform or use any and all forms of treatment, medication and therapy
that may be indicated and consent to the doctor choosing and employing such assistance as he deems it. I understand that the use of anaesthetic
agents embodies certain risks and I consent to their use. I accept that the responsibility for payment for Medical Services provided in this Clinic for
myself or my dependents of charges and is due payable at the time such services are rendered.

Additional consent for Remote Medical Services: I authorise the attending doctor may transfer and exchange medical and personal data for
providing best medical services with the doctors outside the Hong Kong.

24 =D
Signature Date DD MM /'YY
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