	위 임 장
Power of Attorny

	Applicant
위임인
	성   명 (Name)
	 (Signature)

	
	여권번호 (Passport No.)
	(Gender M/ F)

	
	주   소 (Address)
	

	
	연락처 (Contact No.) 
	

		위임인
(Medical org)
	상 호 명Name of org:
	(Signature)
	사건처리
담 당 자
	Person 
incharge

	
	사업자등록번호:
Company Regist No
	

	
	주 소 Address
	

	
	연 락 처 Contact No.
	




	Delegate
수임인
(대리인)
	성   명 (Name:
	     (Signature)

	
	여권번호 (Passport No.)
	(Gender M/ F)

	
	주   소 (Address)
	

	
	연락처 (Contact No.) 
	

	
	환자와의 관계
 (Relationship  to Patient)
	

	

	      DATE   .   .   .   

	

	위임인 (Applicant) 

	To the President of K-medi
	Acceptable delegates
	1. Legal guardian, spouse, direct ancestor or descendent, siblings;
2. Employees of applicant's organization;  
3. Attorney;
4. A person granted the right to act on behalf of the applicant 
   (Only possible in cases where there is no person under category 1).
※ In accordance with Article 27 (2) of 「Relief of the Medical Accident Damages 
   and Mediation of Medical Dispute Act」 





	※ The applicant must sign or attach a seal to the document. 
※ The Delegate must submit a document stating his / her relationship with the applicant. 
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