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Taipei Medical University Hospital Medical Records Appllcatlon & Power of Attorney

¢ *j—’F-rc-(Appllcatlon Requirements)
s ORLR AR EE R 0 ¥ TR L 4p M 32 2 To protect patient rights and prlvacy, valid identification is required. :
(-)& ¢ #Self : £ /v\ﬂ‘m % i & Original identification (¥ >z ~ K& ~ L R * 2 i+ ~ @ %% 2 ) National ID, Driver's License, Health Card, or
Passport)
(= )fss= 1 ¢ 3By Agent :
(D + ¥ >z APatient’ s original ID (2)f3L < L ivgEn & Xk h% > 4§ % AgentsID
(Originals are required for verification; copies will be retained)
B mp EF240RLd - XERFHF L ¥ %3 8P F - Signed Power of Attorney (POA).
X For patients in a coma, a declaration form is reqwred |nstead
(z)i {fl-ﬂ (YA S E s g £ F FT4)Legal Guardian (Minors/Persons under Guardianship) :
(1) % & i3 ¢+ Patient's orlglnal ID ()&% 2 M ithgp = & (& 3gE - #o Lf - 2 %A %5 4) Proof of relationship (Household Registration, Court
Order, etc.) (3) oAtk P EP A 2 %R = #P F)Proof of deregistration (De-registration Record or Death Certificate)
(z)E ﬂ&’kﬁ* (¢ ,i—a.:i_ —?,' ?#)Successors (Deceased Patient) :
(1)& A#%‘“ £ i>3ED A Successor's original 1D(2)## i}is Az M GREM Y B(ErES A L 2 B AZ D A) Proof of relationship (Household
Regi stratlon Court Order, etc.) (3)4 * G ;A% 2 %R S = P 2 Proof of death (Death Certificate or De-registration Record)
(2 )~ (2 )slded RIL AV o A (S )7 T R For appllcat1ons under Sections (III) and (IV) submitted by an agent, all
documents listed in Sectlon (IT) are also requ1red

k2 * T A
Name of Patient ID No Chart No.
* B uk XL
Address Phone No
LAy AR XL L
Name of Applicant 1D No Phone No
Xt
Address
ke i (1. #&# Referral []2. %% Reference []3. & = Military []4. ¥ Litigation [15. i%*% Insurance []6. & i Other
Purpose of request = Y =g T —
H A p . « .
ER = > o XLH >
Informatioﬁ_ge:uested Period (or Dates) Grﬁi Applié‘étion Fee (Dept./Unit)
Of treatment
1 #esk3r 4 (&3~ iR, OB 17 1% = (SealCounter)
Laboratory Tests (Blood type,Urine, etc.) Ot % (Ward)
2. JILAR 2 MELARBREER | OF (4)2 (OPDIER)
Pathology Report & it Fr v oy
T Non-citizens HEAIERE
3. W T i eleased by/Time
X-ray report(X-ray, MRI,CT) W'thOUt NHI are v
LP S DRE sgbjected to o
¥ i . different application

Outpatient, Emergency Medical Record fee
5. & ek &
Operation Record

NpEREE (1233 3#) 10 e KRS
Discharge Summary (pickup in 1-3 days) £F2~ Total Number of pages
732*)?5@' (1~14=x B~2) _ ABIA >
Complete Medical Record (pickup in 1-14 days) 57 ~
8. ¢ > NEABEHE (3143 1)
Discharge Summary(Chinese) (pickup in 3-14
days) Up to 10 pages: WA
9. purEp § (¥2042) NT$20 per page Total Application Fee
Certlflcate of Diagnosis Copies For pages beyond
10. & * fcdg that:
Medical Receipt Copy NTS$5 per page
1. 3 v GFr)
Others(Please specify)

£ 323 4P Authorization & Power of Attorney
DREF A TR ARREIRBARLBHETHERF TR ANAALL B A B LB R LR LHL T RS e 2 BB R
FHwmEp o REREE AR EL T R R L FRR G 2 RIEL AT R A FM&W 2 g -

The undersigned acknowledges that the medical records authorized for access under this Power of Attorney may contain information related to Human
Immunodeficiency Virus infection or other statutory communicable diseases. The agent shall personally and verbally explain the scope of this authorization and the
associated potential risks to the undersigned, so as to ensure that the undersigned fully understands the extent of the authorization granted. The undersigned retains

the right to revoke this authorization at any time.
* 4 Patient : ¥ 73 %5.ID No ¢
F]Purpose : Z_ B e FPefE L 2o 4 Agent :
NI AA R S +L§P§§3 %?ITVQ,PH;DE' _L},gq?ﬁ:io
For the purpose stated above, I hereby authorize the agent to apply for the above-mentioned medical records from Taipei Medical University
Hospital on my behalf.
43¢ 4 & ZPatient : &4 B L Agent :
Az & & % Signature of Recipient : p # Date : / /
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