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J_AP{AiN GREEN MEDICQL CENTRE LTD T ) Y— AT LT —
City Clinic: Ac‘l;on Clinic: =
10 Th A Unit 7-8 Acton Hill Mews
Registration form London BN 2DL |+ 310-328 Unbridge Road
Tel: 020 7330 1750 London W3 90N

for new service users Fax: 020 7330 1751 Tel: 020 7330 1750
Full name of patient
Print name ( ) K4 ( )
Title

(Mrs / Mr/Ms /Miss / Dr / Others ; Others. )
Gender

(Male / Female / Prefer nottosay ) Female
Date of birth

(DD/MM/YYYY; )
Home address

( )
Home/mobile telephone number

(Home; Mol )
E-mail address

( )

Other contact details: employer/work/school/insurance company (if applicable)
Employer (for invoicing or insurance purposes):
Name; Address;

Insurance company (for invoicing or insurance purposes):
Name; Insurance number;

Others:

Emergency contact
Name; Relationship (if needed);

Address;
Phone number;

Name and address of GP (General practitioner of NHS) (if applicable)
Name of GP;

Address of GP;

*Please tick the boxes as your contact preferences. We may contact you for our medical services only when needed.

(Tick all that apply)
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Mobile phone
Others ( details;

Text message

E-mail

Home telephone

Home address

Company address

)



We would be grateful if you could answer the following questions prior to your consultations in order for your doctors
to fully understand your medical problems.

TNV TY =V AT 4 ANy Z— (BATF, IGMC) 2 CHIHIC R 21CH 720, UTOEMICERICEEZ T I v, 1) »53) i,
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1) Have you been on a treatment for any medical conditions?
RIEERP OER % BFb TIH?

Yes 13\> (Details 24 3 ) No Wz

2) Have you had any operation, in-patient care, long lasting treatment or side effect of drug?
WEICABE, T, REGEFER. EVC X 28FRZRB L2 3B 357

Yes lZ\» (Details ; ) No Wz

3) Have you ever had any allergic reaction before?
INETIMBPDT LAF—RIGERFL 22 b BB Y 557

Yes 13\ (Details ; ) No W3z

Please read the contents listed below and tick the boxes if you agree with it.
DLToONE% CERD S 2. FEARI2HAF. O KFzv 7L TL7EI W,

| agree Japan Green Medical Centre(JGMC) keeps and handles with my information collected for medical reasons

securely according to The General Data Protection Regulation, The Data Protection Act 2018, the Human Rights Act
1998 and The Access to Health Records Act 1990.

JGMCMER Y — © 2 D 72 0 I LB A FA Dl A\ 1E# % The General Data Protection Regulation, The Data Protection Act 2018, the Human
Rights Act 1998} {*The Access to Health Records Act 1990ICH > TEMT 2 Z L ICHE L £ 3,

| give the pre-authorization of blood tests regarding Hepatitis B, Hepatitis C and HIV in my blood sample collected

in advance to JGMC when the tests are required urgently as a procedure for needle stick injury.
NS H ORI L EHHBOSISE B E LT, FORINS L AADIERIARIC 1) 2 BYYEmE BRAFR. CRFRKTHV) 28
BEL 2 AT SN EFEIMCHHELE T

| wish JGMC to share my medical record with my NHS GP. (Please be aware we may write to your GP regarding

your visit if you agree with this.)
JGMCHFAONHS GP & fho Bt 2 A T2 L 2FEL £9, (COHKFAEBEIN TV 3EAIT. BRI TV LGP~
ZLHEREEN T 2HAR I VET ILICIEET S v, )

* Further information on how JGMC uses your personal data can be found on the JGMC website (http://www.japangreen.co.uk). &R BRI 1< B L TI1ZIGMCD Website# TSI T & >,

Please fill in all blanks below if you confirm the information listed above is true and wish to use medical services

provided by JGMC.( You can refer to the general guidance for service users.)

FREARICHES W L 2R L. IGMCIC BT 2 EREY —CAfHEHEIN L 5E1T. UTOMLEEEY THATE 0,
(— e 2F I3 2 ZZ N2 Guide for service userZ " Terms and conditions% ZZ M T X v, )

Name of service user (print name)

( )

Name of Parent or Guardian (for children and young person under the age of 18)

( )

Signature of service user (parent or guardian if necessary)

( )



Date of signature (DD/MM/YY)
(
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