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PEDIATRIC REGISTRATION CONSENT FORM /NERL #2223 K

Date BT ..o,
General information Z &k {5
Name Z Bl Middle Name ............ccccceiieeennnnn. Last Name 445 ....ovveeeeiiiiiieeeee e
Date of Birth A4 H H: ............ Date(H) wooooeeeeeenn. Month (H) ................ Year (55) oo Age CEf)
Gender ¥£5 (3 Male 5 [ Female %« Citizenship E ... Religion S22 ...,
PIESENt AAIESS B A FIT. ...
Street ¥ A ......... e Y Sub-district................ DiStriCt ..o
Province / City.........cccccooeiiiiiiiii, Zipcode BERE S ... Country [E ..o
Home Tel B&E.......ooovvii. Mobile Tel BEFFEERG . ....ooveeeeiiiiieeee E-Mail EA—JV....coiiiiiiiiiii,
Parents information S8 AE{EH
Mother’s Name £} K4 Father’s Name 42 ™ [X 4,
OJAddress same asabove {E:i% 38 & 7 U OJAddress same as above f1:F7IE L3R & A L
Home Tel BT .....oooei oo Home Tel. B ..o,
Mobile Tel. HEHr ..o Mobile Tel 55 ..
E-Mail E-Mail ..o
OJother Address ( Specifyy % O ftifI:f OJother Address ( Specify)y  Z Ot

Child lives with 3 Mother 3 Father (IBoth parents O Guardian, relationship to patient

FlE % Log:l PRAEE - el
GUAIdIAN’S NAME TR T 0D 3 A Bl oo
Home HETel oo Mobile #48 Tel .o, E-MailE A= Vi,

Person to be notified in the case of an emergency B2 k% 5 O3 Mother £+ (3 Father 22 O3 Guardian f#i#%%

Financial and insurance information X, 515 - (£ D F &

O Self pay H CW#A\» O Contract company £#13 3R

O Insurance company {RBRE4:

I (Mr./Mrs./Miss)

As [ The patient FBERE 2 AR A

3  The representative of aforementioned patient’s fEE A & L Cunvvooieieeieeen (state the relationship)fci

hereby gives consent and willingness to obtain health care services at The Samitivej Sukhumvit Hospital.
EiRzb-oT, Y374 V=— MR CORKRERELHP LIAKZET,

I have received and I fully understand the Patient’s Rights Declaration. | acknowledge that | am financially responsible for payments whether or not
covered by insurance. | have therefore placed my signature below to enable the medical team to provide the care and treatment.
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( ) ( )
Signature of the patient / parents / guardian Signature of Hospital witness
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I understand the importance of a truthful health history to assist the doctor in providing the best care possible
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