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REQUEST FOR COPY OF MEDICAL RECORDS FORM
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Remarks: The patient’s proxy means the next-of-kin or a court appointed legal representative/custodian of a minor (under 20 years) or adult

with an incapacity or disability.
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Remarks: To maintain confidentiality, HIV-antibody results cannot be sent by fax, post or email. Results

must be collected in person.)
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| give permission to Bangkok Hospital Siriroj to release of my medical information to the person named above. | understand that my medical
records may include information related to the diagnosis / treatment related to psychiatric or psychological conditions, drug and / or alcohol

dependence, acquired immune deficiency syndrome (AIDS), and / or HIV status.
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I, hereby take full responsibility for all consequences that may occur from the disclosure of the above medical information,
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For use upon collection of records:
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