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Authorization to View, Copy, and Send Medical Records
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Name x4y Date of birth/Sex 4ag sy

Patient Contact No.(Tel.) gaxixsias)

(E-mail)

ROl
Address z2
Name xd Relationship to patient sxtere) 27

Applicant Contact No.(Tel.) azx@zius) Date of birth/Sex suayss

(E-mail)

Aol
Address 2
01. Viewing 2z [ ]
02. Issuance of a copy sz 2z [ ]
03. Transmission/Sending to another medical institution ctz o271z tat M5 - a2 [ ]
(Check “y/” for the item you agree to)
Name of medical institution 2z71# gx | Name of medical institution to receive records

Sé)nly in case_of transmlssmn/sendlng) S - SEYS o7 TR
4 - S50 ZL0h HELTH
Details Date(s) of Service zz7zt
of

Consent Reason for Issuance (transmission/sending) #a@s - s8) A8

Scope of Issuance (The patient must write it themselves) wa@s - $52) W9 (25 20 5% MaLh

Ex) Copy of medical records, prescriptions, operation records, examination and testing
results, imaging (CD included), nursing records, medical certificates, death certificate, etc.
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| (or legal representative) hereby agree that the applicant ( ) may request
the viewing, copying, or transmission/sending of my medical records as stated in the consent
above, in accordance with Article 21 (3) and Article 21-3 (2) of the [Medical Service Act], and
Article 13-3 (1 and 2), and Article 13-5 (2) of the Enforcement Rules of the same Act.
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Date : YY MM DD

Patient or Legal Representative (Signature)
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