. Office Use Only Rt ERIEFHER

‘ ! Application No. : [ ]
I To : Dept of Date issue :

b B R Pls complete and return to HIRD before
NORTH DISTRICT [ ]Medical Report [ |Attached Form [ |SL Cert
HOSPITAL
[ ]others_____ Ptwillfu OPD on

BRI E FoW AN B R
MEDICAL REPORT / PATIENT'S INFORMATION APPLICATION FORM
(Please read the “Notes of Application for Medical Report / Patient's Information” before completing this form)
Except with the consent of the individual concerned, the personal data collected in this Form will be used for the purpose of processing
this application and other directly related purposes only.

(R ARIS AT 25" R R B S/ i A BRIZEA")
PRIEHRAE NAIEIESL > AFAEUERIE A ER S AT R R I TH R oA R HA B E R BRI H Y -

1. PARTICULARS OF PATIENT j5 A {E A &f5t

(a) Name #:4%: (English 3£ 7) (Chinese 41
(b) sex {4:5:[] Male 55 [ ] Female .  Age Fi: Date of Birth 4= Hf:
(c) HKID Card No. & B {52558 0E: OR =%, Passport No. ZE[IZ5FHE:

(d) Address i

(e) Daytime Telephone No. ZE:E5EHE (H ) Other Contact No. EL{t 4% T 555 1E:

2. NATURE OF REQUEST Fi:57H H (PLEASE CHOOSE ONE ONLY [ #5eiZ H rt—JF)

[] Medical Report E&jgi 4 [] Sick Leave Certificate 7% {33582 From B To &
] Insurance Claims Form {Rf@ 7l [] Attendance Certificate F([52:5H0HE From To &
[] MAF ( + &8 F]EFHER) [] Discharge Slip (Patient’s Copy) 1[4k [] Attendance Record ZI[Z2:C 8%

[] Application for Reimbursement / Direct payment of Medical Expenses (except drugs provided by the Hospital Authority)
FREEEE / AN BEEEN (HREH ERtavEEYE -

[] Certificate of a Person’s Permanent Unfitness for a Particular Kind of Work [k Sk A RN &S THr E i TIFEIHE

[] Certification of Disability Type for Registration Card for People with Disabilities 5855 \ 153038 (558 BZ5HHZ(CRR4)

[] Others HiAtl:

3. HOSPITALIZATION / FOLLOW-UP RECORD {}f% / 2 ir'e%
(Note : For doctors’ reference only 35 15 : DL 2R H {8 4 fE 2 HR)

(@) specialty HR[E T : [JA&E Z2JE [JORT'HFR} [IMED AR} [JSURSNEL [IPSYfEf#Al []others Eifr:

(b) Request Period FHZ5HARY From To &

4. REASON FOR APPLICATION E5 s[5 R

(Note : For doctors’ reference only 5 1% : DI N2k H {8 4= {E 228 FiR)
[] Insurance claim EZ (R hE (If doctor has completed the claim form, no medical report will be issued.)

([J Claim Form Attached [ff [ {RER74% ) (ATEE A SRR EEIORERERAS - RN & 538N E— (BBl - )

[] Legal proceedings (please specify in details) /A H 2P GE5HHEERS)

] Employee compensation claims 512 T {E[Z(g ] Immigration / Visa Application EH:5T4 . / %58
] Support of application for family reunion {75l EH 5555 A\ 2K AR E 2% [] Clinical Follow-up E& 5%

[] supplementary medical report (Please attach the previous medical report for reference)
PRE—(E T2 M RVER SRS G ELIRTHYE R SR S DI ES)
Please specify items to be included

AL IR AE BRI

[] Others - Please Specify At - #51HH

(Please v in the appropriate box - :5{F & HI&IE F v 58) P.T.0. 35 N EH (11.2021)



5. PARTICULARS OF APPLICANT Hi3% A &kl
(To be completed if the applicant is a person other than the patient 15035 A\ JEiE A AL, RIIZEIEE LS4 )

(a) Name #:44: (English 27) (Chinese £137)
(b) Sex {4:5:[ ] Male 55 [ ] Female % HKID Card No. & &5 {78 550E:

(c) Address ifiiil: (I agree the hospital to send the medical report / patient’s information to the following address by “Registered Post” /& A
FEREb TR RS / W A ER S A& T it it)

(d) Relationship with patient EiljiE A £ {4: Tel. No. FEEETRHE:

# Please produce the original or provide a true copy of the applicant’s identity document.

R A B RGP R E R A -

Applicant’s Signature H35 A\ %% 2

Date HHA

6. PATIENT’S DECLARATION & SIGNATURE 5 \ BB HA F 22
(To be completed if the patient is a living individual and over 18 years old - {1451 )\ GRAVIE 4 ATHEE)

I consent to have my medical information disclosed to the % applicant / concerned authority/ Social Welfare Department /
Medical Social Services. (* Please delete as appropriate )

RNFEBRE AN EREEREE Ik a5 A / BRI/ EEfE/ Bt o k 55mA @A)
Patient’s Signature 5 \ &2

Date HH

7. CONSENT FROM PATIENT’S PARENT OR GUARDIAN / DECEASED NEXT OF KIN
AKX BREEN /SLEERERE

(To be completed if patient is under 18 years old / patient has deceased #1575 \ i1/ \GEEk L B » JEIEES HEE <)
% Please delete as appropriate =52 R F == 4]

(a) Name #:%4: (English 3 X7) (Chinese 137)

(b) Sex 14:57:[ ] Male &£ [ | Female % HKID Card No. & &5 (1) 5B 55E:

(c) Address i}

(d) Relationship with *kpatient/deceased £k 5 A\ /FE & (4 Tel. No. ZEEEEEMHE:

©) peclaration 2265 (Must be Completed if patient is deceased. #1555 A E#NEIEET <)
1, declare as follows: 45 A EEHHA1 T :

[1 I have applied for or | have been appointed by court as the personal representative or one of the personal
representatives to administer the Deceased’s estate.

RNCLFERE B RO AEZRE R — s — 8 A A EFILEREE -

] 1am 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.

ANFREH SRR R e B8 2 QNS N AR B e RERFTA A R H s R S B Y A -

(f) 1 consent to have the patient’s / deceased’s medical information disclosed to the % applicant / concerned authority /
Social Welfare Department / Medical Social Services. (% Please delete as appropriate )

ANEEGTTRIEA / 568 ZImEERS e X A/ AL & a2/ BHtgiRgss - kA~ EAFH)

%k Patient’s Parent or Guardian / Deceased’s Next of Kin’s Signature

*HAXEIEETEN /LB ERHEE 2

Date Hi{f
For Office Use Only (5 (#£ A /555 TE )
Checked INF/JPI. Y/N To: Finance Dept.
INF / PI [l BC/MC/DC []|Received by Fr.: M(HI&R)
Original request [ ] Cheque / Cash [ Please charge [ | Medical Report at HK$895.00 x
Consent [] Receipt / Bill [ |Remarks [] official Signature at HK$230.00 x
ID [] Endorsed U] Receipt no.:

Please v'in the appropriate box - 35 i & HEE v 5k
( pprop HAEEE TS b v 58) (11.2021)



