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Consent to Disclose Medical Information and Power of Attorney to Obtain Medical Records

Weuil Written at JuiA Date (dd/mm/yyyy)

I @il Q’ua‘uaﬁmfo (191ve9UsesIAn1sSAEI) | Part 1: Grantor — the patient / owner of the medical records

PN (U8 / U/ WI9E1D) |, the undersigned (Mr. / Mrs. / Ms.) — full name

81g Age (years) aulsEdiIUssunvu / lnanisdaiAung nueavUssdfaguae (HN)
ID card no. / Passport no. Hospital Number (HN)
Uuiavi M3an / YaY Lane / Alley OUU Road / Street

House / Building no.
W9 / AUA Sub-district WM / 80D District 994 Province / State
UssmA Country naglavInsAnIinfnfala Contact telephone no.

= v ¥
suqLﬁuQﬂaamaﬂsqwmmawsssmLm being a patient of Praram 9 Hospital

I dquin 2: Q’%’Uﬂaué"\ma | Part 2: Attorney — the person authorised to act on the patient’s behalf

153181]51141%11%14&%166{\16]'611]13 | hereby grant power of attorney to the following person:
%o - wENA (W18 / W/ WNE7) Full name (Mr. / Mrs. / Ms.) 818 Age (years)

= ¥
ety Relationship to the patient

|:| Yns Child |:| UMA" Father |:| U19A1 Mother |:| @18 Husband |:| NITYT Wife |:| U €] Other — specify

1@aUUsZINRIUSTTBIVU / LaYRUSEBLAUNIG 1D card no. / Passport no. nnglavinsAniinnmal@ Contact telephone no.

UruLavil M38n / YdY Lane / Alley OUU Road / Street
House / Building no.

WY / AIUA Sub-district WA / ND District 99 Province / State Usewmd Country

Wugdisunansevinisudsvedndiun uazsuseiinissneivesdiimidiainlsineguiansesiuin unudimisiauesanis
waztrwdndusenlilssmeruiansesuindameuseifinissnm
wazvasuraveulumsngsunaudwalanseviluauiineudunail waliounilaindrwdnlevinnisieauesnusenis

to be my lawful attorney with full authority to request, obtain and take delivery of copies of my medical records from Praram 9 Hospital on my

behalf until the matter is completed. | hereby consent to Praram 9 Hospital disclosing my medical records, and | accept full responsibility for every
act carried out by the attorney under this power of attorney as if | had carried it out in person.
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In witness of this consent and in certification of this document, | have set my signature or thumbprint hereunder in the presence of the witnesses
below.

A9Y0 UV Signature — Grantor / Patient A48 KSUNDUSIUND Signature — Attorney
( ) ( )
#A7U5524 / Print name A2U5594 / Print name

Tmidvesusesin iWuaneiiedenseaenunihiiosuuiaiwesdueusiuig
uazgueudualdasaeiiotensenunansihliedenthdinid

| certify that the signature or thumbprint above is the true signature or thumbprint of the grantor, and that it was affixed in my presence.

as¥e weuAud 1 Signature — Witness 1 a9%o WYUAUN 2 Signature — Witness 2
( ) ( )
A7U5594 / Print name f7U5594 / Print name

I URUTBLNR | Notes

1. wuudunUnsusedndu sy v unsod I miind o i uN 1IN USIUID KaTTBIRSUNBUSINIR WiaNSUTDIALUIgNABY
1. Attach a certified true copy of the national ID card or passport of both the grantor and the attorney.

2. nsaifuiasiiaununisasaruiiode azdesiineruiuses 2 au

2. Where a thumbprint is used instead of a signature, two witnesses must certify this document.

Mo

ynnasasialUilavsvelidamedeyaduguanvesyana (M “szilBunsensisdsnsagy 1309 n15ANATaLATIANSTaYaRIUgUATWYBIYARA
w.A. 25617) (1) fidudrvestoya (2) giilasunsudunaangidudivesdoya (3) §iilasuanuduseuaingidudrvesioya (4)
gidwnanssinmsunudivestoya Ae Junulaevousssu nsalidrvesdeyaduinusedions doyuia nsdlidrvesdoyaiduauliniuaunsa
wseing nsdlidvesdeyaiumuatiouldnnuaunse visil drdienieny 15 Jusysaiuas Thdiendidudlimnudusendisnues

The following persons are entitled to request disclosure of an individual’s health information (under the Ministry of Public Health Regulation on the Protection and
Management of Personal Health Information, B.E. 2561 (2018)): (1) the owner of the information; (2) a person granted power of attorney by the owner; (3) a person
given consent by the owner; (4) a person legally empowered to act for the owner — the legal representative where the owner is a child or minor, the guardian where
the owner is an incompetent person, or the curator where the owner is a quasi-incompetent person. Where the minor has reached 15 years of age, the minor may give
consent personally.
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