Grantham Hospital [ ) LEE ¥

Health Information & Records Office %f S -ﬁ@_—x 23 2R

G/F, Main Block,

125 Wong Chuk Hang Road, BT BFEITYUE1255F EEH T

Aberdeen, Hong Kong FEEh: 2518 2203 {EH: 2555 7319

Tel.: 2518 2203 Fax: 2555 7319 WNIER  BHI—E T - PRI E TS
Opening hours: Monday - Friday: 9 a.m. to 5 p.m.; . . .

Saturday: 9 a.m. to 1 p.m.; BHIS - EATURE T

Sunday & Public Holidays: Closed EHHRAREE - RE

(Phone Enquiry Only Available from Mon-Fri within opening hours) (FEE 2 3RS L PR H— %5 T B\ T )

Information sheet for the relative to apply for the deceased’s medical report / copy of medical records

-- Scale of Fees Applicable from 18 June 2017

I.  Medical Report
Please complete the insurer’s/applicant’s details of the claim form (if any) and submit with the request form.
Hospital reserves the right to provide the medical report in our prescribed format or on your form provided.
Payment of standard charge of HK$895 per department per report requested. (This amount is non-refundable even
if the request is withdrawn subsequently. Special charges up to HK$3,580 may be charged for reports requiring
special professional input. Applicants will be informed of the extra charges before the report is processed.)
Normally, it will take four to six weeks to complete the procedure. If you have any queries concerning this service,
please call 2518 2203.

1.  Copy of Medical Records
For supplying a copy of the medical records under request, processing fee and reproduction charges are payable:
The processing charge is HK$76 per request, inclusive of reproduction charge for not more than 10 pages and
postage.
After initial processing, we will inform requester the amount of photocopying or duplicating charge payable. The
copy data can be collected after payment of such charge.
The reproduction charges for the 11 page and onward of paper based records is HK$1 per page.
The reproduction charges for ECG, EEG or X-ray Film (C.T. Scan/M.R.I. etc.) is HK$230 per modality per disc /
per film.

I11. Remarks
Applicant should complete the request form and submit together with the following documents:
1. ldentification Documents of the Deceased and the Applicant.
2. Deceased’s Death Certificate.
3. Documentary evidence to support the relationship between the Deceased and the Applicant.
in person and submit together with the above documents to “Health Information & Records Office of Grantham
Hospital” or provide the completed request form, cross cheque and true copy of the above documents to us by mail
to “G/F, Main Block, Grantham Hospital, 125 Wong Chuk Hang Road, Aberdeen, Hong Kong”. Crossed cheque
should be made payable to “HOSPITAL AUTHORITY”. All copies of Identification Documents will be used
solely for the purpose of this request. They will be destroyed after the completion of this procedure.
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Grantham Hospital & & % &3

REQUEST FORM FOR THE RELATIVE TO APPLY FOR

THE DECEASED’S MEDICAL REPORT / COPY OF MEDICAL RECORDS

R A b S VA D Sk RSN

1. Particulars of the Deceased Patient 7 & 4

(@)

(b)
(d)
(€

Name in English # < 4+ % @ (Surname first ¥ < % {7)

Name in Chinese ® < 4+ % :

Sex {+%| ¢ Male §  Female -+ (c) Age ## :

Date of Birth 4! % p #p :

HKID Card/Passport/Other No. % i& ¥ (> % /e /2 s 578 °

Please produce in person the original or provide a true copy of the Deceased’s ldentification Document and
Death Certificate. Please attach a copy of the Deceased’s Birth Certificate if under 18 years of age.
TP R Y B2 FP I L RAANR IR S o e ARG N R Gt
4:i ;qué—ﬁjj\ °

2. Nature of Application ¥ - % :

(@ D Medical Report / Claim Form of the Deceased 7 ¥ h¥ 4R 2 / #i'k % #&

# Please attach relevant form from insurance company (if any)
Yo oo FRPEF kg o P AR

(b) D Copy of Medical Records of the Deceased 7 % th ¥ sedfif &

For the following at the Hospital: % & # R ¥ feen™ 7] 5L ¢

[] Inpatient record [ ] Discharge Summary [] Out patient record
ERERCY-3 Nk PR s
D Investigation Reports |:| Others (please specify)
e B 3R 4 B L

Particulars z¥JF:

(c) Specialty & #L:
[] Cardiac Medical Unit ] Tuberculosis and Chest Medical Unit ] Ophthalmology
o vgﬁpx ,FL s i E RN ,fﬂ P gﬂ
] Geriatric Medical Unit n Rheumatology and Clinical Immunology Unit ] Palliative Medical Unit
R bR TRk fE AL FEFHFH
D Others (please specify) 2 i ;L’TFI
(d) Period #p ¥ : from d to 3
(e) Purpose (Please specify) * 1¢(F§—;L )
3. Particulars of Applicant ¥ ’1-4 o
(@) NameinEnglish # < 4+ % : (Surname first 4+ = £ {7)
Name in Chinese ? < 4+ %
(b) HKID Card/Passport/Other No. 4 & & (>3 /R /2 s 558
(c) Relationship with the Deceased £2 7~ —*ﬁz [ A
(d) Address ¥ it :
(e) Daytime Telephone No. P ¥ B 2 7 355045 ¢
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#  Please produce in person the original or provide a true copy of the Identification Document of the
Applicant. G & J 7 ¥ A iR 2 B AN L LR A o

#  Please also attach a true copy of the documentary evidence to support the reIationship between the
Deceased and the Applicant. 3— & 't + ic &P 7~ '%( B A2 M GRaRE R ERR S o

4, Person to whom the requested report / medical records is to be sent ;%5 K 3F 2 ;%5 B e dkA R g A
The Applicant by signing this form consents to the relevant HA Hospital disclosing and sending the medical
report / copy of medical records of the Deceased to the following person:

AR ARAAER Fﬁgfgfrmrgiﬂ’%fhrafﬁ& 1# 5% %t”.?imjﬁlﬁﬁ‘fﬁw/
¥R reEAg &
Name 4+ £ : HKID No. 3 i & > & 55 -

Address ¥ 4t -

Tel. No. 7 3E5%5 -

#  Please attach a copy of the identity document of the recipient to whom this medical information is to be sent
if not the applicant him/herself. The authorized recipient when collecting the information should produce
identity proof and authorization letter (signed by the requester) for verification by staff. If the recipient is a
limited company such as insurance company, copy of the identity document is not required when submitting
the request form. Company staff should produce documentary proof when they collect the information on
behalf of the company.

Yo% lLfF‘;fﬁP‘}'iE_r; FAR AR L B DL DEP Y BRI A o R L P
*m%@?“ﬁﬁwﬁ”vﬁWvﬁﬁé@¢&%*m#w4,uqaﬁ#ﬁﬁﬂokﬁ
BlrA - 327 (k% od ) pdEe g\ngx,.rp;fQ‘i,:&mj/lﬁ,;gpgvl_‘wj

NI
Ko Bk R8P IR A R T <

5. The requested medical report / copy of medical records would be sent by registered mail unless applicant check
the following box:
FAE BRI F AL F R R S BRI SR AT R
HEEEEF Do

D Collect the requested item in person. Please inform me / recipient when the requested item is ready
for collection. F|B~#7& RenFAHL o FFA® AR FORPFE oh ¥ G4 B o

6. Declaration #-p? :
I, the Applicant, declare as follows: # ¥ 34 JLEP 4o
(a) D I have applied for or | have been appointed by the Court as the personal representative or one of the

personal representatives to administer the Deceased’s estate.
j\A o 4 @,z/;}-‘?' ’a_A\,b 4 3,};;({;3_1 [ —‘ﬁrrm—:r—- fHI - ff_ig,g_gx;gj_/\ , ?;\_31_

(o) D I am entitled to be the personal representative of the Deceased or | can act for and on behalf of all
persons who may be entitled to apply for the administration of the Deceased’s estate.
%’\*ﬁ’}ﬁ“"ﬁg\lﬁy i A RIEA RN AATIELZ2 AL AT G ’}ﬁ“‘fﬂ—’i&”??{é’ﬁ
B AL o

Signature of the Applicant ¥ 3 F A B %

Date p #p

D please tick the appropriate 3 3§ % D M 4 VEL  * delete whichever is inappropriate WAL g X

FOR INTERNAL USE ONLY

-The Data Subject’s and Applicant’s HKID Card have been check against the original by:

[Name and Signature of staff:] : Date:
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