10.

11.

12.

Application for Medical Report

B P

All medical reports are written in English. This hospital does not provide translation service. The format of
medical report is decided by the doctor. Attached forms provided by applicant may not be applicable.
BRI S DS, AR AR - AT AHAERIREAE, IRRERIEEER -

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 in person or by
mail. Please state “Application for Medical Report” on the envelope. _
FSEFS o TE N FEER DU IR B0 BEEAHEME T SRR R I - g, TIRR BRI ST LR T 2 1 147 3T A
ARk, S T HRERERE,

The application form may be a photocopy.
B RIS T R EN S0 -

For easy retrieval of relevant medical record, please state clearly the patient’s Hohg Kong Identity Card Number
and the required information.

I AR R A SRS S TR AR, ER AR -

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

B 55 N NEIR S HR L B 0 B N G R R E AR -

If the applicant is not the patient, a written consent of the patient is required and the applicant must also produce in
person the original or a true copy of the patient’s identity document.

B AEIRRE AR A, DENERAEEZREE R TR AZ B SIS SR R -

If the applicant is the 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.

MEAFARBAZ L E, FRARESSERERZAMA L, B AEEHHFARRA ZER A
BRI ERERIAS -

A charge between HK$895 and HK$3,580 (with effect from 18 June 2017) will be levied, depending on the type
and number of reports required. Cheque, remittance or money order shall be addressed to “Hospital Authority”.
s WERERA BT REEESTARE /AT ERERAZE—tHEAA/AD), BRI kxR
ME - FEXE BEERAZBRVNN 'BREEE  MNEER -

No refund of the fee paid for a medical report will be made even if the application is withdrawn before the medical
report is issued.

RNEAE RS R 2 B AR 3R, PRIV RN R O 8 -

If a medical report is required on a particular date but it is uniikely that the report can be released on or before the
specific date required, then the application will be rejected and the application together with remittance enclosed

will be returned to the applicant.

E—RERT, T AR TEEREERRAELRBN TS | - IR PHARRERE RS HERAS,
FrEl e @IEAEA R HER, AT BA, HEEHFEFEA -

When the medical report is prepared, it will be sent to the applicant by registered mail. If applicant want to collect
the report in person, please state in the application.

HEARET T, 507 & DU SR B B RS, (O B RN I R —fRE -

A reminder letter will be sent to the applicant’s provided address by mail if medical report is not collected within 6
months after being informed. If the reminder letter sent by mail is undelivered and returned by the Post Office orno
reply receives, medical report will be disposed 3 months after the reminder letter issued out by mail without any

further or prior notice.
T A T DL E B R S 1R 7N E B SRR » SR S AR R A A SR AL < S SRR HE B R T 1B
FREISSE KETAEE - BRERSeRERsESH =R RHE - BRIFERITRA -

(Rev. lune 2017)
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AR b B PR T 40 MR

Kowicon Central Cluster

Please tick the appropriate box FEEBEZEMEINE v 5
1. Particulars of Patient: % AEH

(a) Name: {English) { )
#:4  Surname #E:[T, Forename 245 (FED) Chinese Hr37#k47

(b)  Sex: Male Female Age:
fic¥al 5 k28 e

{(¢) #HKID Card No.: / #Passport No.:
HE BB AT RS E e

(d)  Address:
Bl

(e)  Daytime Telephone Number;
H el e SR SRS

() Any Other Contact Telephone Number(s):
HA RS EERR TS

# 1If 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 preduced 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 Patient
when submitting this form to our hospital.

# ERZEBS BTN, ECHSRIEIERE N HERE RERRETTHAREAT SRS TR MEE
ABHERERERIA - R, AR EASENEHERE, SR AR REESDEESE, DHERZ -

EHRACE RO, AR AR A REE, A U RENEEANEREASHER ZEEA -

2. Information Requested: ZEEWAYER

(a)  Specialty:

=¥
(b) Period: From To
HAR H =

.

Kowloon Hospital

FuRE b
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Purpose(s) of Report: B4 7 Fif

i) For general purpose(s):

fER—RARNZHA

future medical purposes

Hig &R

others, please specify

HAth GERET)

A supplementary medical report

R IRE— AR B RRE

# Please attach a copy of the previous medical report, if available for ease of reference

WH LB, Fi LRI 2

Please specify items to be included in this supplementary medical report:

Rt LIRS R S TR R A L B

For specific purpose(s):

TERfa e Ak

insurance claim

ERFR R R

employee compensation claims

R LB E

legal proceedings

R

certification of sickness / injury for:

IR / 2B LA

w5 R / B LASTRY

immigration application
HERE R
rehousing application

R NEEE

others (state reason)

certification of sickness / disability in support of :

to Immigration Department for family reunion

FARASEHE R AR

EAl GEFHEE )

Contents: NEQFE

nature of sickness / disability / injury
RIAEIEREZEHE

nature of operation / treatment

Filg / aRRAvEE

length of hospitalization

B b5t F 45

length of sick leave granted
IR

others, please specify

Al (FREEH)

Page 2 of §

Version April 17



3. Details the Relevant Person: HE A TEEIE
(To be completed if a *Relevant Person Applies OR  *Collect the medical report on behalf of the Patient)
GURARHFE T *BMALRBERARE B ~RILENERRS, AER IR
* xR A58 B 7 (Delete whichever is inappropriate)

{a) Name: {English) ( }
2 Surname #:[% Forename #°F (D) Chinese 3044

(b}  Sex: Male Female Age:
el 5 x GR

(¢} #HKID Card No.: / #Passport No.:
BB B RS HEEFESRTS

(d) Address:
ik

(e)  Daytime Telephone Number:
I [ B A B 55 SR R

P ()  Any Other Contact Telephone Number(s):
Hith ek Eah9tes

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

b I EHER K05, FHE NN E A LT BB (48 B I L SRR -

4. Relationship between _the Relevant Person and the Patient (please tick as appropriate):
B A LER ARG, SREEETHAM v 5

(To be completed if a Relevan{ Person Applies for Access on behalf of the Patient)

(RA R EALARRARL, MIZEER LD

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

R WAERRNT/R MARATHEANERE
OR [ ]  (b) The Relevant Person has been duly authorised by the Patient to submit this request and to
B, collect the medical report on behalf of the Patient,

AR LR ARERT PE, MR AEFERERERS

OR [ ] (c) The Patient is incapable of managing his/her own affairs and the Relevant Person has
17 been appointed by a court to manage the affairs of the Patient ;

WA B A BB - AR EGEERA LB ARNEE ;

!
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OR [ ]  {d) The Patient is mentally incapacitated within the meaning of the Mental Health Ordinance
BY, and the Relevant Person is:
RWAE (R Fristsmh LT RENHA - BEAMALE
[ ] appointed as a guardian of the Patient by a court, magistrate or the Guardianship
Board under section 44A, 590 or 59Q of the Mental Health Ordinance ;
EhiERT - BT REEZ TR (BHEFIRED F44A - 590359Q f7
ZEEWAREEA

[ ] 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 Patient ;
HEEFBER (WG F44BQAYSSIT(IRESEER AN
I

[ ]the Director of Social Welfare or a persen 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 Patient.
HEEFEERNEESR B H A AL AR (RhRERF]) 5544B(2B)
ERSITYRIEIERTTIR ARV ARVRRAE -

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

PEEIE2(d) T » FHIRUCAMA DR EREA /NSRBI RT
B AMREERTHHE

Is the appointmenet / vesting / authority to perform under 2(d) still subsisting?
[ l2(d) SEMZHE / S8R / TR EARAE 7
[ ] YesE [ INo &

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

a. a birth certificate / legal custody paper if the Relevant Person claims parental responsibility over the

Patient; or
b. an original authorization form signed by the Patient where the Relevant Person claims to have been duly

authorised by the Patient; or
c. a court document issued by a court appointing the Relevant Person to manage the affairs of the Patient who

is incapable of managing his/her own affairs, or

d 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 Patient; or

e. 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.

# F— RSB RN L PR A Z BRIV A e X BFERIA © Zad F05 -
a YIS AT R E E A LB WA FXEERT) 5
b WA F BRI E [F A CE N L BETRCBILARTRE) © 2
¢ EIEERITHE N A EERA BBATET A (EUA G EB A ZEE) 5
d BB B A w/ ZE BHE LGS BITr B A A B IEE P P LR T RAE IR &
A2
e. BEHIERETH A LG (RO BT ST G B B e B T8 FYIBRAE -
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S. Declaration and Signatures: B R ZFE

WHERE applicable, the Patient has irrevocably authorised the Relevant Person to deal with this
medical report request and to collect the medical report on behalf of the Patient. The Patient and
(where applicable) the Relevant Person declare that the information given in this Medical Report
Request Form is accurate.

FEBAEN T, WA CEA AL, AR AR B RS P AE RS -
WARAALEERE) SEIEIRE L DB R | SRR AR R AL -

Signature of the Patient:

BAZE

Date:
HEA

If application by Relevant Person: FZHH A AT HEE

Signature of Relevant Person (if applicable):

BRIALEE WEH)

Date:
H &

FOR OFFICIAL USE ONLY:

[ 1 "RA/ARALH “BESHE EERE E&8H (REEP R IER -
*The Patient’s / The Relevant Person’s *HKID Card / Passport Number(s) *has / have been checked against the
original by [name of staff].

[ 1 "BA/EHRALH *EESHEBHRN 85 [BE#H]

T A ERIE EREA (EREZEIER) -
*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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