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PATIENT INITIAL BACKGROUND FOR
SIGNING UP FOR TREATMENT AT TIANTAN PUHUA HOSPITAL
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NAME: 

PATIENT # (Filled in by hospital staff):

COUNTRY: 

FULL ADDRESS:


PASSPORT #:

CONTACT DETAILS:

EMAIL:

TELEPHONE NUMBER(S): 

AGE: 

DATE OF BIRTH:
REASON FOR COMING FOR TREATMENT: 

CURRENT SYMPTOMS (Please list your symptoms even if you have sent medical record before): 

CURRENT MEDICATIONS (Including times and dosages): 

SPECIFIC DIAGNOSIS AND DATE OF DIAGNOSIS: 

ESTIMATED DATE OF ARRIVAL: 

ESTIMATED DATE OF DEPARTURE:

FLIGHT INFORMATION (Can be filled at a later date):

NAMES OF THE PEOPLE WHO WILL ACCOMPANY THE PATIENTS:

1. NAME: 

PASSPORT #:

RELATION TO THE PATIENT:

2. NAME:

PASSPORT #:

RELATION TO THE PATIENT:

EMERGENCY CONTACT (another person who will not come to China and can be contacted by the hospital is case of an emergency) :
NAME:

RELATION TO THE PATIENT:

TEL. 1:

TEL. 2:

EMAIL ADDRESS:

MAIL ADDRESS:

PLEASE LET US KNOW OF EXTRA SERVICES THAT YOU WILL NEED DURING HOSPITALIZATION:

· A caregiver: 

(Caregiver’s fee is 20$ a day.)  

· A translator:

(Translator’s fee depends on the language requested.)  

· A wheelchair:
· A walker:
· Special medical/other equipment:
· other:
METHOD OF PAYMENT PREFFERED/CURRENCY:

1. Bank transference/ Cash :

2. USD / EURO / RMB :

AGREEMENT TO FOLLOW THE HOSPITAL REGULATIONS:

1. I agree that as a patient of Tiantan Puhua Hospital, I must follow the hospital’s regulations and the doctors’ instructions.

2. I agree that the final medical plan and schedule of treatment will be determined by the doctors, according to my medical condition and the hospitals’ considerations, and that I will be informed of these details if any changes in schedule / treatments / tests / rehabilitation sessions – are necessary.

3. I agree that the number of rehabilitation session will be determined according to my condition, by the doctors, and will be not less than one session a day during week days.  I am aware that the rehabilitation sessions will began at the second week of admission, after all initial tests are made.

4. I am aware that any medical procedure may follow with unexpected conditions. I agree to my obligation to pay such extra costs if such conditions occur and to close all financial obligations to the hospital before the discharge date.

Thank you very much for your cooperation! 

