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11.

Application for Duplicate Medical Record/X-ray Film
BRI EAHEAEA

All medical records are written in English. This hospital does not provide translation service.

BEGCHEICCER - ATl e HHEIREIR TS -

Application forms can be obtained from Enquiry Office at G/F, Main Building or Rehabilitation Building, Kowloon
Hospital at 147A Argyle Street, Kowloon. The duly completed application form can be returned by mail. Please state
“Application for Duplicate Medical Record / X-ray Film” on the envelope.

FHEE S P E S URE B e (E AR B B MBI T IR 2 AL - SH %1% - W B Qa3 J e e B2 1 147 5% A
FUREER R - [SETEEE T HEERRECER | Xt R A, -

For easy retrieval of relevant medical record, please state clearly the Data Subject (Patient)’s Hong Kong Identity Card
Number and the required information.

a8 IEMEE S BORE 3 N0 A) B (st setl R A fe &k} - DUERIECE: -

The applicant must produce in person the original or a true copy of his/her identity document.

HHEE AR & LR H S (S S B e S E AR A -

If the applicant is not the Data Subject (Patient), a written consent of the Data Subject (Patient) is required and the
applicant must also produce in person the original or a true copy of the Data Subject (Patient)’s identity document.
HEEEEIFEREEARAAN - DHIEEREEANEN)ZEZRES LR ES Ot S s s
EIRNE

If the applicant is the Data Subject (Patient)’s parent, authorised person or person appointed by courts in Hong Kong,
please produce in person the original or provide a true copy of the documentary evidence to support the relationship.
WHFANTEREBANORAN)Z L I NBEERE Tas 2 AR L > FHIREEE HE5 N &R EE
AR N) Z [ERAGAYEERA S A SR S AR RIAR -

An initial processing fee of HK$76.00 will be levied, including first 10 pages. Charges for duplication of medical records

exceeding 10 pages is HK$1.00 per page and charges for duplication of X-ray film/disc is HK$230 for each copy (with

effect from 18 June 2017). Cheque, remittance and money order shall be addressed to “Hospital Authority”.

HHER )\W‘%&,‘%MtJrﬁfc%ﬂ*ﬁfﬁg(@%iﬁﬁé&%ﬁﬁ) RIS ENE BB —IT—ik - TXtR

AR SR FRE AR —a =10t CEREE_ZE—tFAH+/\H) - AR - EBERAE - 8
BEERIIRNT TEhEEE, -

No refund of the initial processing fee will be made even if the application is withdrawn before the duplicate medical
records / X-ray films are ready.

BIELERFRECH, | XU R @A HATHEN S > AT Z 0P e B A e 3t -

If the applicant failed to provide sufficient documents, we will refuse to comply with the Data Access Request and refund
the Processing Fee.

UAIHA )\51% RRHSM - AR EERKIEAR T BRENECK ) - MEC 2P RiE - KERE
4 HHEH

When the duplicate medical records / X-ray films are prepared, the applicant will be informed to collect the duplicate
copies at the Medical Records Office at 1/F, Main Building, KH. If mailing service is required, please specify in the
application form.

EHRARRECH [ XOUR ARG - A& s e A FIBFROHE LB S 147 5f A JIEERETIERE
— ) HIFTR ZAEA - WREPIEARTS - FHAEHFERG—OHEL -

A reminder letter will be sent to the applicant’s provided address by mail if the duplicate medical records / X-ray films are
not collected within 6 months after being informed. If the reminder letter sent by mail is undelivered and returned by the
Post Office or no reply receives, the duplicate medical records / X-ray films will be disposed 3 months after the reminder
Ietter issued out by mail without any further or prior notice.
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KKowloon Central Cluster

DATA SUBJECT (PATIENT) DATA ACCESS/DUPLICATE MEDICAL RECORD
& X-RAY FILM APPLICATION FORM
EHEREEARAEN BB BWARXIHE WAHHRE

(Except with the consent of the individual concerned, the personal data collected in this Form will be used for the purpose of processing this Data
Access Request (DAR) and other directly related purposes only.)

[A data user is required by the Personal Data (Privacy) Ordinance to comply with a DAR within 40 days after receiving the same. If a data user is
unable to comply with the DAR within the 40-day period, it must inform the requestor by notice in writing that it is so unable and the reasons, and
comply with the DAR to the extent it is able to within the same 40-day period and thereafter comply or fully comply with it as soon as practicable.
When medically necessary, a patient may authorize his/her private medical practitioner to contact the Hospital Authority’s responsible doctor to
obtain his/her medical information.]

(PRAEFRAE ARIEIRSL - ARFASUERHIE AN AT R B I T A B e ok e HoAth B2 L REARARY HEY <)

[ 2 AR B N BB RLRR) R BIFYRUE - TEUEIE R B RIEORIZHVA0H N » (RIEZIASEOK - MERHE B R 40 H NARTE
ZIAE R ERIEK - At A 7EA40 H AYRARR P9 DA 8 HIZ & R BB R A R IE IR A » MEAE fth BB AR % TR A R ORI R Y i E N
RUEZ IR R ERIEEK o =A% M AE VB A TV E PN S DRI Bl T e RIS T B R B R K « RIERA KBS ERIERZ WA
A R B A Ris BB RHV A T 5 A DHTEHHE ARREER - ]

[ 1 Please tick the appropriate box * Delete whichever is inappropriate

FIEEEZER EINLE v 3 AN EAE

1. Particulars of Data Subject (Patient): ZEFRIEZE A (B A)EE

(@ Name: (English) ( )
#:44  Surname Z: 5 Forename 45 (F£3X) Chinese Hf 3744
(b) Sex: [ ] Male [ ] Female Age:
sll 5 28 Fife
(c) #HKID Card No.: | #Passport No.:
HE G EE 5 HE IR
(d) Address:
Hrak

(e) Daytime Telephone Number:
H 14 B ahokhs

(f)  Any Other Contact Telephone Number(s):
HoAthHf4& B EE SRS

# If the HKID Card No. is provided, no copy or physical production of the HKID Card is required in case the number provided is accurate and
corresponds to the number recorded on HA’s database. If not, a true copy of the HKID Card will be required for verification. Alternatively, the

HKID Card may be physically produced for verification at our hospital.
If the Passport No. is provided, please produce in person the original or provide a true copy of the Passport of the Data Subject (Patient) when
submitting this Data Access Request to our hospital.

# EIER BB (BTG, e HTFE LTRSS B B B P #F T 05 1 ARG T 2 B (738 IE N B E S BT 25 A,
TRIER BB 725 1T ETEFI, BRI B AL T B 85 (35 I, LIS -
EAEREITIE, SFIIPRIER K | BJERER | ZA50F, B HIRER F FAOFN) A IE R EER BRI -

kj(
Kowloon Hospital

JUHEEE B
Page 1 of 5 Version April 17



http://kh.home/images/kh-logo/khlogo1.gif�

2. Data Requested: HRIFTEER

(@ Typesof Data: [ ] Duplicate Medical Record [ ] Duplicate X-ray Film/CD [ ] Others

el BB EUBREA XSt/ A HoAth
(b) Specialty :

HRE
(c) Period: From To

HAfE ES

(d) Purpose(s) of Request: EH:E 7 JH A
Q) I ] for future medical purposes [ %% H ik
2 I ] for personal reference {i A ZC#%
3) [ ] for legal proceedings ;E{FEEFIEF

(4 [ ] others please specify HAt(:533HH)

(€)  Types of X-ray Film(s): X-3¢F S
(1) [ 1 PlainX-ray EiH X-Jt )5 5
(20 [ 1 C.T.Scan =ik
® [ 1 MRL B3R

4 ] Others, please specify E{tr(G551HH)

3. Is this the first time that the Requested Data is requested?
BB S —RERERFTERNER?

[ ] YESE [ 1 NO&

If no, please state the number of times where such a request has previously been made.

BT, 5HaLHDAE B He LR 8

[ 1 2Y@E=% [ 1 39=% [ ]

4. Nature of Request: ZERHIMEE

[ ] Data Enquiry Request [ ] Copy Data Request
BRI ERIEK ERHE AR
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5. Details the Relevant Person: B A 515
(To be completed if a *Relevant Person Applies for Access OR  *Collect the Request Data
on behalf of the Data Subject (Patient))
(AR H *AALAEREREE A )RE B *RESERATE R E R,
AIZAE RS AR (D)

*ara MR A 2
(a) Name: (English) ( )
44 Surname # X Forename 5 (T£37) Chinese Hf 3744
(b) Sex: [ ] Male [ ] Female Age:
Ll 5 2z File
(c) #HKID Card No: | #Passport No:
HE( FE 550G # IR

(d) Address #irhf:

(€) Daytime Telephone No(s) H fE]H4d BEaE 57ehS:

(f)  Any Other Contact No(s) H-AfL s FE sfisth:

# Please produce in person the original or provide a true copy of the HKID Card/Passport of Relevant Person when submitting this
Data Access Request.

# [ERHER TEFIRIER g FEHF, SR L T BN LA BB 77 AN IE R B e BRI A -

6. Relationship between the Relevant Person and the Data Subject (Patient) (please tick as appropriate):

ARALTHEESEEARANBR, FEBEGBANM v 5%

(To be completed if a Relevant Person Applies for Access on behalf of the Data Subject (Patient))
(RAHFTITHERALAREHEEARA)RL, AIZERIED)

EITHER [ ] (a) The Relevant Person has parental responsibility for the Data Subject (Patient)
SR IERE who is under age 18;

BERESEAORAN)ER AW/ Uk - ARA LS LA CERE

OR [ 1 (b) The Relevant Person has been duly authorised by the Data Subject (Patient) to
1% submit this Data Access Request and to collect the Requested Data on behalf of
the Data Subject (Patient);

ARALEEREE AR TEREERER ), UAHEE

TR ATEDRY 5
OR [ ] (c) The Data Subject (Patient) is incapable of managing his/her own affairs and the
1% Relevant Person has been appointed by a court to manage the affairs of the Data
Subject (Patient) ;
BRIESE AR AR NEEA G SR AR EanyAR A LEHIEA
VSR
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OR [ ] (d) The Data Subject (Patient) is mentally incapacitated within the meaning of the
7 Mental Health Ordinance and the Relevant Person is:

BREENE CEMEREEG]) FrisfvEe BT eI - IRA
AL R

[ ]appointed as a guardian of the Data Subject (Patient) by a court, magistrate
or the Guardianship Board under section 44A, 590 or 59Q of the Mental
Health Ordinance ;

AR - BB BB LR B gt (R R FRP) 5544A - 590E59Q
FREERHERESAREEA

[ ]the Director of Social Welfare who, pursuant to section 44B(2A) or 59T (1)
of the Mental Health Ordinance, is vested the guardianship of the Data

Subject ;
HEPERIB B R R 1) 5544B(2A) 59T (1) R 2
AR

[ ] the Director of Social Welfare or a person approved by the Guardianship
Board who, pursuant to section 44B(2B) or 59T(2) of the Mental Health
Ordinance is authorized to perform the functions of a guardian for the
Data Subject.

HEENZZRNEEZE AL - RIE GRS
44B(2B) Si59T Q) FRIER T TERHE T A g NHIREEE -

If the box in 2(d) is ticked, state the date when the Relevant Person was appointed a guardian / was vested
the guardianship / was authorized to perform the fuctions of a guardian :

WIEREE2(d) TH - SETE VAR A LR B A [ L [ SRR T
B ARREERVH T -

Is the appointmenet / vesting / authority to perform under 2(d) still subsisting?
_bai2(d) THRYZAE | T [ R TR ETIAER ?
[ 1YesE [ 1No

# Please also provide a true copy of the documentary evidence to support the relationship between the Relevant Person and the Data
Subject (Patient). The documentary evidence can be:

a.
b.

C.

d.

e.

a birth certificate / legal custody paper if the Relevant Person claims parental responsibility over theData Subject (Patient);or
an original authorization form signed by the Data Subject (Patient) where the Relevant Person claims to have been duly
authorised by the Data Subject (Patient); or

a court document issued by a court appointing the Relevant Person to manage the affairs of the Data Subject (Patient) who is
incapable of managing his/her own affairs; or

a guardianship order issued by the Guardianship Board / court / magistrate which can show that the Relevant Person is currently
appointed as the guardian of the mentally incapacitated Data Subject (Patient); or

documentary evidence to show that the Relevant Person has been vested the guardianship or that he is authorized to perform the
functions of a guardian under the relevant section of the Mental Health Ordinance.

# 55— et ac e T A AN LR & FEA OFA) Z G A a8 (F 2 E KA TR © Zad (77 -

O /N &

I E VAT BB E CE AN LB EH S FAROFXEEE) - 2
B EFNOFN)EEAEEE [EAE BN LB HCTEIENAIRNE) © 5
A R (L AN L BB E EA TN )EBH LA EMENTEFE T E ARG ER) © 2

| BB B G/ A HAEFHETES  BUR AN L [EZ(ERAE M LA T RBEE AT E R 5 N BTEEA 2

2 VIR FRUN BN LBE (FEFHEFEIRLY) ARG S E R i e 0 T A ATIRAE
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7. Declaration and Signatures: E¥HH K &=

WHERE applicable, the Data Subject (Patient) has irrevocably authorised the Relevant Person to deal with
this Data Access Request and to collect the Requested Data on behalf of the Data Subject (Patient). The Data
Subject (Patient) and (where appropriate) the Relevant Person understand and agree that all applicable fees

listed in the Scale of Fees have to be paid prior to collection of the Requested Data.

EERABERT - BREEAFENCREER AL AP AEREHESEAGE N " EREEH
BOK ) REHEBTERIVERL - BRIERE AW AN RARAL (EAE) T KFEEFRILTEsE

RNFIBHIUE R - A A HE AT EREVE R -

The Data Subject (Patient) and (where applicable) the Relevant Person declare that the information given in

this Data Access Request Form is accurate.

ERFE S AR A) AR AL (UEE) LRI EEERER R8N R At r & e -

Signature of the Data Subject (Patient) :

BREREANRN)#=E

Date:
HHA

If application by Relevant Person: ZEHAER A TR HEE

Signature of Relevant Person (if applicable):

BRIAN %2 (WEH)
Date:
H A

FOR OFFICIAL USE ONLY

[ 1 "W AHREALH *EES (IR E4H

FLESIEA -

[k 2 2:44]

*The Patient’s / The Relevant Person’s *HKID Card/Passport Number(s) *has/have been checked against the

original by [name of staff].

[ 1 ®WAHEALH *EES IS C4LH

[ B2k 4] R >

BRSO EREIA(EREZBIER) -

*The Patient’s / The Relevant Person’s *HKID Card/Passport Number(s) *has/have been checked against the

copy (original not seen) by [name of staff].
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