Z = R

Power of Attorney

REEAN A

Name of Representative

A= YNES
Address

e, LRROFEEZMRBEALED, TROMREZELET,
I recognize above representative to be my agent and grant limited

power of authority which is stated below.

Al

ZAT-%IH Terms of Authorization
1. ZEEOZRICET DR KO, SRR EOZITEL

Transfer of material regarding mandator’s medical data and records.
2. ZEEAOZHFRICHET HIEHR KO, SRLEFEORE EH

Manage and storage of mandator’s medical data and records.
3. Zof ( )

Other ( )

Pl
YERK H S H H H V7 No

ZALE K4

Name of Mandator

Signature

FTATLE P
Address

T RROFAR AT 4N H—
T903-0201 TR VR H SEAT PG R T S S 868 7
TEL 098-946-2833 (ft#)

FAX 098-946-7137




