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A3} Athlete Information(Z2-JE% 25 @7 XS 7))
23 9ol % J|YUlEL OE FHE BF Jo|2 FA)

=5 JE=5 oSO of O MeEsy//y): / /
Surname Given Name Male Female Date of Birth (y/m/d)
FA (Al/E) (Al/Z)

Address Province/City

SEHHS: MeHS(Z7tHE =8t ofm -

Postcode Tel.(with International Code) E-mail

5= M ESS/ZX|M: /

Sport Discipline/Position

2% IFH E= FHET|AY:
International or National Sport Organization

S™O| 3| (3 H): = )
Planned Competition(Name) Date

o7t U= BF, oS 7|2
If you are an Athlete with an impairment, please indicate the impairment.

2. °|5 AR Medical Information(@& A th& &X¢] o]o] FAF3IA L)

ek
Diagnosis

grot AL S|71E 2UESEE AR 7ISEt B2, Y IAUSE ANWsiH= YMsHy FYHS HHESIA .
If a permitted medication can be used to treat the medical condition, please provide clinical justification for the requested
use of the prohibited medication.

=l Abet ZIEH(Diagnosis)

(Note) MEMeL &H ZE SYUAE(EEM, HUH, &AM S)E HEA| &S50 HME5to{oFsin.
et SUAFE0 = Z2MQ WH & 09 fiedE ZE AAN EOM, HAMK ZAF 2 SHHA
Zut7t 2t F|ofofsict. 758t 22, EIM E= M 20 thst AlES HFsto{of Siot
SUARE LdY2AstH M 33| Z™olojof shM, Btof HEEH MYl 2758 B,
CHE

S2E BT ~dE ZFEAZE = ULL

Evidence confirming the diagnosis shall be attached and forwarded with this application. The
medical evidence must include a comprehensive medical history and the results of all
relevant examinations, laboratory investigations and imaging studies. Copies of the original
reports or letters should be included when possible. Evidence should be as objective as
possible in the clinical circumstances. In the case of non-demonstrable conditions,
independent supporting medical opinion will assist this application.




Al X A5 UL Medication Details

FXItE: ALY 13 Algey | MERH BE | 000w | HY REIIZE
. - . Route of Duration of
Prohibited Substance(s): Generic name Dose Administration Frequency Treatment

1.

2.

3.

g3 9JA} 32 Medical Practitioner's Declaration

2ol2 471 2, 3 =0 7|t FEIL AtMoIH, 2loM AFEt XFIH BtA 22 HEFSILE AS

Sl | cerify that the information at sections 2 and 3 above is accurate, and that the
above-mentioned treatment is medically appropriate.

M & Name : M3 20f Medical Specialty :

F 2 Address :

M & Tel. : WA Fax: olM & E-mail :
2fAb ME: SRR

Signature of Medical Practitioner Date

5. &7 A1 X Retroactive Applications

S ALROl “Vv’ EAISIAI2.

_ Please indicate reason:
=2elol sYg=Es MM ZFRA

“V EAISHAl 2. SERXE F= ZHYEXRRAII HaMS

Is this a retroactive application? Emergency treatment or treatment of an acute medical
condition was necessary

2= TUE O _

Yes Ll JIEt clei=el M&oz sl MHME MEZ A £2 7157}
SZoHA| HUT

AFE TUE O Due to other exceptional circumstances, there was

No insufficient time or opportunity to submit an application
prior to sample collection

= TUE 8139 22, O mgobssr FYA AR AM0| 2SR $US

KIE ARt S HA|SHA 2.

If yes, on what date was
treatment started? L1 71ekotzholl 7|=6tA2) :
Other(Please explain)

Advance application not required under applicable rules

(d/8/d y/m/d)

6. o] A1 E Previous Application

=olg Aol TUES AHBt Xo| ALk o [Jotie []
Have you submitted any previous TUE application(s)?  Yes No

o
=
>
03

oE T = S0 For which substance or method?:

TUE &M ME7|2 To whom?: TUE MAHY When?:

o A1t Decision: =21 Approved [1 £Z¢l Not approved [
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1, , certify that the information set out at sections 1, 5 and 6 is accurate. | authorize the release of
personal medical information to the Anti-Doping Organization (ADO) as well as to WADA authorized staff, to the WADA
TUEC (Therapeutic Use Exemption Committee) and to other ADO TUECs and authorized staff that may have a right to
this information under the World Anti-Doping Code ("Code") and/or the International Standard for Therapeutic Use
Exemptions.

| consent to my physician(s) releasing to the above persons any health information that they deem necessary in order
to consider and determine my application.

| understand that my information will only be used for evaluating my TUE request and in the context of potential
anti-doping rule violation investigations and procedures. | understand that if | ever wish to (1) obtain more information
about the use of my health information; (2) exercise my right of access and correction; or (3) revoke the right of these
organizations to obtain my health information, | must notify my medical practitioner and my ADO in writing of that fact.
I understand and agree that it may be necessary for TUE-related information submitted prior to revoking my consent to
be retained for the sole purpose of establishing a possible anti-doping rule violation, where this is required by the Code.
| consent to the decision on this application being made available to all ADOs, or other organizations, with Testing
authority and/or results management authority over me.

I understand and accept that the recipients of my information and of the decision on this application may be located
outside the country where | reside. In some of these countries data protection and privacy laws may not be equivalent
to those in my country of residence.

| understand that if | believe that my Personal Information is not used in conformity with this consent and the
International Standard for the Protection of Privacy and Personal Information, | can file a complaint to WADA or CAS.

M ME: =R
Athlete’s signature Date
SI/HS A MH: = mt:
Parent’s/Guardian’s signature Date

#* M=ot o|dEXo| AL Zoi 2 Qlsto] MEo| E7ts & 3%, B2 E= ESAPF Mo #H E=
M+E oijMstod MR = UCH If the Athlete is a Minor or has an impairment preventing him/her
signing this form, a parent or guardian shall sign on behalf of the Athlete.

¥ 9AE AFAME FFEFHAANAF Y H == oHdS B AE3H, AES
HI= Al HIASIA L. Please submit the completed form to KADA by the following means
(keeping a copy for your records): Mail or E-mail.

3
==X 2| 3| (KADA Contact Details in Korean)
FAMSEEA BT ESHE 199, MUY 3015 (M LS 448-8)
3l 02)2045-9838, B A: 02)2045-9888, O|MI: tue@kada-ad.or.kr



