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Registration Form
ROC National
Visit Date: yy/ mm/ dd
Health Insurance
Yes No 4 Medical Record No. —
Family Name First Name M ; Year | Mon | Day | Nationality
Birth
F Date
Passport No. or Marital | M
Residency Card No. Status | S
Local (0)
Phone
Address (H)
E-mail
Emergency | Name: Phone:
Contact | Address:
Department: Clinic: Doctor:
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New applicant must fill in the registration form attached with passport copy and
send back to IMSC via Email or Fax. Contact information as follow:
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Applicant must agree the identity of IMSC patient which cannot be revised in any
circumstance. Medical services provided by KSVGH will be charged according to IMSC
standard.
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TEL:+886-7-342-2121#75914

1. Personal information collection, processing and use

_(1% | agree that your hospital may collect, process or use my medical records and related
information for medical treatment, care services or other specific pupose as follows:

(2) | [Jagree []disagree

Under the premise of health and care services, your hospital may ?rocess and use my
medical records and related information collected from your hospital. If consent is not

given, the hospital will be unable to process and use medical records and related
Information.

2. Use for non-specific pursposes
According to articles 5 to 9, 16 and 20 of the Personal Information Protection Act,
| [Jagree []disagree

The hospital may contact you regarding physician service hour changes or on behalf
of the clinic, information regarding health education, health checks, patients’ club,
hospital news, outpatient schedule, new medical knowledge, teaching activities, care and
satisfaction related information through letter, e-mail, SMS, fax or telephone. If consent

IS not given, the hospital will be unable to contact you for the above-mentioned
information.

3. I have read this document carefully and fully understand the contents and agree to
abide by the stated conditions. Any objections to this agreement subsequent to consent
being given shall result in the termination of rights for use.

Signature of Consent: Relationship:
Address: Tel:
Date: (Year) (Month) (Day)

Note:

1. For specific purposes as promulgiated by the Ministry of Justice, refer to the notes on the back, please.
2. For specific categories as promulgated by the Ministry of Justice, refer to the notes on the back, please.

3. ]hDeltij\i_er this completed form along with ID card or driver’s license or NHI card to the counter clerk for
andling.

Filed by: MR2-011e
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