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CONSENT AND RELEASE AGREEMENT

1. I hereby grant my permission and consent to the Chi Mei Hospital and its Liouying
campus, Chiali campus, and affiliated institutions (collectively, “Chi Mei
Healthcare™) to use my information — which may include:

1) My medical documents (including medical records, examination reports, lab
results, and other records made by medical personnel in the Chi Mei Healthcare)

2) Film, video images and photographs taken of me by the Chi Mei Healthcare
during medical procedures not contained in the medical record.

3) I hereby grant a right and license to Chi Mei Healthcare for utilization, adaption,
distribution, and display of the above-mentioned information in educational,
research, and health informational activities and to improve healthcare quality.

4) Such information may be used in print, electronic publications, electronic videos,
digital archive and public communication through the internet, online media or
print media. I grant permission to download, print, and browse such materials for
non-commercial use.

2. Tunderstand that I can withdraw my consent at any time by giving written notice to
the Chi Mei Healthcare starting from the day of withdrawal request; this withdrawal
of consent does not apply retrospectively to those that have not been publicly

released.

Name: Phone Number:

Identification Number:

Address:

Date: / / (vyyy/mm/dd)
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