Intesnational HN: ... Date
 HosEITAL

..... BirthDate . ... Age

General Consent to Treatment and T ek e e
. Physician.
Release of Information Allergies: ..

1. General Consent 1o Treatment: | voluntarily consent to receive diagrostic, medical treatment, and health cara sarvices which also include the diagnosis
procedurs, examination, photographing for medical purpese and medical treatment recommendation provided by Bumrungrad Intermational Hospital {here
in after called "The Hospilal™) physicians, employess and such associates, assistants, and other heallh care providers as my physicians desm necessary

| acknowledge that the haspital could not guarantes Ihe specific cutcomes ralating to any treatmants, procedures, or ather senvices | will receie Trom the

Haspilal,

2. Consant to be photographed: | understand thal the regislration phatograph is a part of my medical record and which is used for ientification ourposes
which will De in my medical record and my electronic medical record, | hereby give my consent 1o be phatograghed.
|:| | agres |:| | o not agree

3. Release and Manageman! of Medical Information: | understand that my madical infarmation and records are kapt conficential as indicatad in the

Hospilal's Palient's Bill of Righis.

In agreement.

| agree and consent that the Hospital may disclose all or any part of my madical records as specified in hospital's policy and may provide billinvoices to:
|:| My immediate family members and caregiverstindividuals authorized by the [aw,

|:| Referring physicians, rospitalsiclinics and medical units.
L_-.‘ Third party payers for health care services provided 1o me such as insurance, my employvers andlor embassias.
Dﬂthers A8 SEBCIIEOL ittt e st e e
| agree 1o release and hold harmbass Bumrungrad Hospital and its agent representatives, emphoyees from any and all liability associatad with the
dizclosure of confidential patient information as authorized in this General Consent to Treatment and | do agree that tha hospital is not responsicla for the use
ar non-authonzed disclosure of inlormation by clhers fo whom | have consented disclosure of my confidential information.
| acknowledge that my madical information, realmaent and all its history is kegs in medical records and electronic medical recosd, I | do nol
received senvices or reatment from tha Hospital for 5 consecutive year, my medical records and olher rgatment records [including imaging records)
may be deleted andior destroyed.

4, Financial Responsibility and Assignment of Benefits: | agrae that | will be personally responsinle for payment of all charges for services provided by the
Hospital. When acceptad oy the Hospital, | hearby assign my right, title, and interesl ir all insurance, or other third-party payer benafits far madical or healtn
care sendices clherwise payaible lo me fo the Hospital, | also authorize direct paymanis to be made by my insurance comgany or other thirg-party payer, up
to the amaunt of my medica’ and health care charges, 1o the Hospital, | certify that the information | have provided in connection with any application lor
payments by third-party payers, is comract.

I'als0 agree 1o make payment, as requestad by the Hospital for all charges for megical and health care services that are nol covered by or which
axcesd the amaunt estimated to be pald or actually paikd by my insurance comparry, or cther third-party payer.

5. Patient Responsibilities toward Hospital's Policy: | agree that | will comply with the Hosgital's policles regarding Patient Responsibilities as well as all
Hospital's policies rules and regulations regarding patierl and visitor behavior including the Hospital Mo Smoking Policies,

6. Dispule Resolution Jurisdiction | hereby agree that jurisdiction @and venue for any claim or dispute ansing Trom of in any way related 1o the disgnosis,
examination, medical care sendices, analysis, pholographed. advice andior freatmant by tha Hospital, its employess or any physicsan or cliniclan with

privileges at the Hospital, shall ba axclusive and proper In the courts of Thalland, In acdilion, any such claim or dispute shall be subject exclusivaly to
!deudinatiun pursuant ko tha laws of Thailand,

!I urgerstand thal this Genaral Consont will ba valid and remain in effect a3 long a5 | attend the Hospital unless revoked by me in a writlen nolice o
;ha Authorized officer of the Hospital

|I cartify that | hawve read and understand this General Consent and accept all of its contenls.

i H Languiage used in Trangiation ([ !
Transkator Witness
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