
Application for Disclosure of Medical Records 

 To Director of Japanese Red Cross Narita Hospital 
 

I hereby apply for the disclosure of medical records as described below.  
 

                  Date:            /          /         /   (Year/ Month/ Day) 

Applicant Name                                

Signature                                      

 

Patient Information 

Name  Hospital ID   

Date of 

Birth 
 /        /        /  (Year   Month   Day) 

Address 
Post code:   － 

 

Phone        －      － 

Email  

 

Disclosure Information 

Category □Inpatient    □Outpatient 

Time Period  

Department  

Disclosure 

Information 

 □Medical Record  □Image Data □Examination Record  

□Others (                     ) 

The way to 

receive 
 □Receive at the hospital   □Receive by mail to the applicant's address 

Remarks 
 

 

*If the applicant is other than the patient, please attach the “Letter of Proxy for Disclosure of Medical 

Record” form. 

Applicant Information 

Name  
Relationship 

with patient 
 

Address 
Post code:    － 

 

Phone       －      － 

Email   

Reasons for 

proxy 

application 

 

 

 

Revised.Jun.2024 
本資料は、医師や法律の専門家等の監修をうけて作成されておりますが、日本と外国の言葉や制度等の違いにより解釈の違いが生じた際には、日本語を優先とします。  

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. 

 


