el

W 2ZH AHAE [EX]| H9Zel2MA] <IHE 2015.5.29.>

Agreement for view and Medical records

Name Phone number

Date of birth (Alien card number)

Patient
Address
Name Relation with patient
Date of birth (Alien card number) Phone number

Applicant
Address
Medical institution name

Scope

of view Medical period

and

copy

issue Contents and reasons for obtaining view and copy

I(legal representative) agree to the applicant( )to view my medical records or obtain a copy

in accordance with "Medical Law;, 21-2 and 13-2.

year month day

I(legal representative) (signature)
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