[NPB TUEHREEZ
ME,L (TUE Application Form of Nippon Professional Baseball)

ITARTOEREHIS TS XF THBEICEEAL TS0,

(Please complete all sections in capital letters or typing)

ARFEDHRRIBARFEEREET S,

(Priority shall be given to the Japanese version)

NKIKFEER (Baseball team information) *¥k [ 58 A (Baseball team entry)
@ IK[F48 & F (Person in charge) & B 5B Upplication day)
K% (Name) [FEFE]
W) (m) (d)
{E AT (Address) TR (TEL
A— )L 7KL R (e-mail address) %%%Eﬁ (Cell phone)
1. BIEEICET DIEIR thiete nformation) *FRIE EL A Uthlete)
(5YDV5) (5YDV5)
(Surnaz.ne) (Given jVame)
Bik: it £FA8: [@EE
(Male) (Female) (Date of Birth) ) (m) (d)
F—L%: HES:
(Team) (Uniform number)

IIE AT S ﬁ EE) ﬁﬁ 1&% . Z2® Bﬁ MLEE ﬁ_g_ % (If athlete with disability, indicate disability)-

Bt(E., LIS TUEBREELIC LA BYES A goae: () vozaw:()

(Have you submitted any previous TUE application)

L= EA4:

(for which substance?)

HREFST: HER: [@mE
(To whom?) (When?) v (m) (d
H|F (Decision) : HKER (Approved) O JEARKER (Not approved) O
mBREN
STRICTLY CONFIDENTIAL

p1/4



2. ¥R HIEBEE (Retroactive Applications)

LA RBIEREZETI D ?  (Is this a retroactive application?) [EUN (Yes): O LNNZ (Vo) O

MWV EBEAGE . REDRFIKRBEWNDTY A ?:

(Ifyes, on what date was the treatment started?) (7 /) W) (m) (@)

3. EEMIER (Medical Information) *EBMEE A WMedical practitioner)

TR EFHIEREFSZHAR (p4 D 7 x%SR) (Diagnosis with sufficient medical information-see note 1)

FIShTOENRFITEEAEGIES L. ZREEROEREHFET HIEFMIE HMHELHL TS,
(If a permitted medication can be used to treat the medical condition, provide clinical justification for the requested use of the
prohibited medication,

mwEH
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4. g&ﬁ“ﬁ Ao Ei%ﬂi (Medication details)

*ERTEE A (Medical practitioner)

2\ W) (Prohibited substance(s) HRE (5 FRARER [EFsERE
— %44 (Generic name) (Dose) (Route) (Frequency)
1.
2,
3.
ERFEHAM (ntended duration of treatment)
1Ef=F REE Fr=IE B GE. BEALD -
(once only) (emergency) (or duration (week/month))

5 E Efﬁ ()] E % (Medical practitioner's declaration)

*EBMEE A (Medical practitioner)

of alternative medication not on the prohibited list would be unsatisfactory for this condition.)

BEMEBEDEF Wedical specialty)-

AT ERDBBRNEFZFHIEYITHY . BLEYRMIBHIN TGN EBZDERITIE, COEFHIKREEIC
xit LTK"’QT&% Ct%?ﬁ EIE LFEda certify that above-mentioned treatment is medically appropriate and that the use

K& (Name):

e-mail:

fE AR
(Address)

(Hospital) (Postcode)

5k ERME: EEEE:

TEL: Fax:

E Eﬂi ) % % (Signature of Medical Practitioner) -

H{f:
(Date)

) (m) @)

BwEH
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6. BREE DEZE (Uthiete's declaration)

e et ee e e e s (X, ESR1DOREHIFERNEETHSH_E.NPB 1L R+
OMEBERIEHEDHERAHFAEZHBEL TSI LEZIMBALEFT . AEDEHICEDE NPB. NPB BE.
NPB-TUECCABRERIFFAZER) ICHL THEANBERBFRNMBEESSNEILEFEDHFET,

T ADRDLYICIBESDERIEREMBTEDIENSICNSEEDIENZEDIZLEWNEEZDES.
BEEELRBFEETO>-NPBIZHLT. O EE2EATEMLAGFNELESLNIELEMLTNET,

Lo certify that the information under 1. is accurate and that I am
requesting approval to use a Substance or Method from the NPB Prohibited List. I authorize the release of personal medical
information to the NPB as well as to NPB staff, to the NPB TUEC(Therapeutic Use Exemption Committee) under the provisions
of the Code. I understand that if I ever wish to revoke the right of these organizations to obtain my health information on my

behalf, I must notify my medical practitioner and NPB in writing of that fact.

BREDESA: At
(Athlete's signature) (Date) 7 (m) (a)
REEDES:
(Parent's/Guardian's B+t
signature) (Date) v (m) (@)

BHERADNKRBRETHLIGE. FIEHE AR LOENVOILRBEEICEN TEATELRVNGE. HE:
'3”%%%% hfﬁibo'c%% 95M . ﬁﬁ?ﬁ%&ﬁ%té (If the athlete is minor or has a disability preventing him/her to sign

this form, a parent or guardian shall sign together with or on behalf of the athlete)

7. % (Note)

Note 1
Z N A Diagnosis)

PHANREHRETESMHAZERAL T ARFELLLITRELBE TN E AL, COEFH
SAZICE. CNETORE. ZEFR. RERBRRVEGMEZINGEYALIE, ATRET
HOBNE BMEEXFEFDELZRGT 5. SIAEORRT. BRR LATREGRYEFHHLGLDE
L. MEEARAIREGKIRICH DG RICIT MO RIHMEMDZMELRREENDSEERICTD
CEMTED o (Evidence confirming the diagnosis must be attached and forwarded with this application. The medical
evidence should include a comprehensive medical history and the results of all relevant examinations, laboratory
Investigations and imaging studies. Copies of the original reports or letters should be included when possible Evidence
should be as objective as possible in the clinical circumstances and in the case of non-demonstrable conditions

independent supporting medical opinion will assist this application.)

X 7F1EE7Z£ EFI Eﬁg [i% Lﬁéhé DT, %é@ EF' E%%[: L—Cﬁ*iEE & @LZ‘E 75‘3)6 o (Incomplete Applications will be

returned and will need to be resubmitted)

MKERSE-REEL. HEAET HEKEAZELTNPB [ZIREL. EAFABRFZEDIE—1 SE KU
1%% LTHLI &, Please submit the com pleted form to NPB and keep a copy of the completed form for your records.)

REDEfS%: e-mail: anti-doping@npb.or.jp

BULVEHEE: T108-0014 REEAERZ 5-36-7 ZHANILPaE )L 11F
NPB A INPB TUE £&% 1 TEL: 03-6400-1187 e-mail: anti-doping@npb.or.jp
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