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When not having a letter of introduction at the first visit, the following charge will be self-paying as additional.

10800 yen for the Medical Department
3240 yen for the Dental Department
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Those who have Workers’ Accident Compensation Insurance, and/or see a doctor because of an accident injury, please ask at the desk.
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Please fill inside the red frame.
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Please show your health insurance card and a letter of introduction from your doctor.

FEd LI K = Be



