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*“! MACAUL JFINKUI HOSPITAL
Parental Consent Form
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Child" s name:

LB

Date of Birth:

A H

Parent/Legal Guardian® s Name:
SEEERENIES
Contact Details:
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I, the undersigned, am the parent/legal guardian of the above-named child who ages below 18 and hereby grant
permission for him/her to seek medical advice in MACAU YIN KUI HOSPITAL for his/her unwell symptoms on
(date).
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I acknowledge and understand that my child may or may not receive medications to take home after the consultation.
Any tests or invasive procedures will require myself to be present in person before they can be performed (except in
emergency situations).
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[ understand that every effort will be made to contact me or the emergency contact listed below in the event of an
emergency.
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Emergency Contact Name:
ENSY I YN iR
Contact Details:
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Parent/Legal Guardian Signature: Date:
FRNEERGENZS HEH

1/1 Effective Date: 2/10/2025



