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Lab Report (blood, urine, stool test, etc.) Applicant’s signature
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Authorization Letter for Medical Record Release
To whom it may concern,

Due to my being unable to visit[ JE-Da [ ]E-Da Cancer [ |E-Da Dachang Hospital in person, I, .(your name) hereby
authorize (name of representative) to request a copy of my medical record. I agree my and my representative’s copied IDs
to be retained. Please release my medical records related to treatment for (medical conditions) from /I
(yyyy/mm/dd) through [ [ (yyyy/mm/dd).

Signature of Patient: Date: / / (yyyy/mm/dd)

Signature of Patient’s Representative; Date: /1 (yyyy/mm/dd)

Loz~ Fow B AR A & Please glue the front and back of your ID onto the spaces provided on the last page|
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B4 WY #H (Medical Record Request Form)

B FEAF Y 3P (Medical Record Request Instructions) :
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1. In order to protect our patients’ privacy, please provide us with the documentation below:

(1) If you are the patient himself/herself, please provide us with the original ID for our identity check.

(2) If you are the patient’s representative, please provide us with the following items:

(a) The patient’s copied ID (b) The representative’s copied ID (c) Proof of relationship with the patient (e.g., household certificate) (d)

The patient’s authorization letter (specify purpose disease, and date)
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2. According to Article 71 of Taiwan medical law, health care institute should offer a copy of the medical record based on patient’s

request. The expense incurred will have to be paid by the patient.
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3. In accordance with the intention of the official letter from the Ministry of Health and Welfare No. 0930217501 to reduce the patient’s

inconvenience caused by going back and forth to the hospital for medical record request, our hospital offers mailing services for medical

record delivery. The mailing expense incurred will have to be paid by the patient. (1 - 49 page(s): NTD 50; >50 pages: NTD 80)
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4. Request Location and Time for Pick-up on-site

(1) Time (Monday to Friday):08:00~17:00; Saturday: 08:00~12:00 (noon)

(2) Location: 1st floor Admission Counter (Medical Record Request Counter)
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5. Pick-up Time

(1) Lab reports, examination reports, and radiographs (including CT and MRI) are released on the day of application.( Information
Requested Items 1~8.)

(2) Chinese discharge summary is released on 5 workdays .

(3) Others are released on 2 workdays.
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6. If the request for medical record release is made by an insurance company, official document should be sent to the hospital.
Application through the counter for Medical Record Request is not accepted.
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7. Medical records can be released only after the required information on the application form has been provided completely and
correctly.

Z2e X L omB A LA B LB A

N1 F om
A Copy of Patient’s ID A Copy of Patient’s ID
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A Copy of Patient Representative’s ID
Front

A Copy of Patient Representative’s ID
Back
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