MR/MI

Hong Kong Buddhist Hospital
EAHER

PATIENT INFORMATION APPLICATION FORM
B ANE R HEE RS

Patient Name: In Chinese:
WA (S0 Surname #E[X,  Forename £ At
Sex: Male Female Age: Date of Birth:
el S 7 FHR Hi AR HEA
Patient HKID Card / Passport No.: Phone No.:
TRAB(TEe9RE | EIEERE & B ek
Address:

ik

If Applicable %1% FH :

(To be completed if the applicant is a person other than the patient Z1EEE AJERE A A - HEREERD)

Applicant Name: In Chinese:

HEEAZE# (J530)  Surnamef:[X,  Forename 47 SR

Relationship with Patient: Patient Consent: |:| Yes No
HHEE A B A 2 B (% WIS 2H
Applicant HKID Card / Passport No.: Phone No.:

HHEE N B el [ IRt sk B ah

Address:

H gl

I wish to apply for ¥R [a) & H 55

O

O

O

Certify True Copy of Documents (Medical Certificate). (HK$230.00).
AR (B S B ASH - B 5 =-"Jtib) -

Certify Date of Admission/Attendance / Treatment. (HK$230.00).

Ebe / 220 / JamH B - CE T H=-1JTib) -

Certify Date and Charges of Admission/Attendance / Treatment. (HK$230.00).
(TR / 220E /e I RWER - CE —H=17Tk) -

Other:
HA
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Specialty Requested:

R
Period: From To
iEdS FH EY

Reason / Purpose for Application:
RN/ iz
O medical health care purposes

IR A\ TR

O others (state reason)

HAl GHFIIE )

Declaration and Signatures EZHH R &2

WHERE applicable, the Patient has irrevocably authorized the Applicant to deal with this request and to
collect the completed form on behalf of the Patient. The Patient and (where applicable) the Applicant declare
that the information given in this form is accurate.

EEATEN T - WA A A s A AR /&#Eﬁ%f“ NERFRA R R HHUH 2354 - 9%
N EHEE A (A8 FH 2R 2 AR AR ACRAR N TR AR Y DR R e et

Patient’s Slgnature'

N
Date HHH:

Applicant’s Slgnature (if applicable):
Aé%(ﬂ@%

Date HHH:

Please select collection method 5 EEFZERISEETT 74!
] By mail %2
O #In person during office hour EH{TEHE/\HF AN E AP ZZHL

#Office Hour ¥/ \HERH:
Monday to Friday 8:45am to 1:00pm, and 2:00pm to 5:30pm FEH—F A F L/ \FU+ASE TN F—RE T F REARF =147
Saturday, Sunday and Public Holiday closed EHA/S, H &/AFEEIKRE

EpEt S tE 2T FOR OFFICIAL USE ONLY:

[ 1 *UWA / BRAL) 9 *(EFES0EE / EIRGRE) C8H Rk Sz * (IEA / BIA) -
The * (Patient / Relevant Person)’s * (HKID Card / Passport Number) *has been checked against the * (original / copy)

by [name of staff].
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