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PRINCE OF WALES HOSPITAL Date:
BRI PR

B0 - IR A
MEDICAL REPORT / PATIEN 'S INFORMATION APPLICATION FORM
1. NAME OF INSTITUTION FROM WHICH INFORMATION IS REQUESTED B 2 PR gk £

2. PARTICULARS OF PATIENT vﬁ * A R

(@) Name I%¢: (English 4:¢) (Chinese f[1%¥)
(b) Sex 1%[: O Male p} O Female ¥ Age = iy, Date of Birth {12 [13:
(c) HKID Card No. Fﬁiﬁf’y(}jﬁ%ﬁﬁz ORE‘} Passport No. %”Eﬁ%ﬁ%

(d) Address Py (The hospital will send the medical report/patient's information to the following address by "Registered Post" if the patient is
the applicant 9ty * SRFIIGH © P, S RRDRD RSO § i)

(e) Daytime Telephone No. ?ﬁ;ﬁjﬁﬂﬁ(ﬂréﬂ): Other Contact No. X {4%#5% F FF#F@F

3. NATURE OF REQUEST le.%fﬁrgjﬁl (PLEASE CHOOSE ONE ONLY | UFi* ZE{&/ ¢ i— )

O Medical Report %@iﬁﬁ O Medical Certificate % Z5FE ?; From i To =
O Birth Date & Time % E",_EIEJBE\JTF'EH O Sick Leave Certificate Vﬁ =5 F'FJF, From 11 To =

O Proof of Date of Death 3=t [Ii#¥z5f4 O Date of Admission & Discharge Tt ™ [ | I3

O Attendance Record Z[[iZ ,?'%& O Hospital Number & OPD Number {* F?E’%FFﬁFE & ?g?’lﬁf%’?

O Certificate of an Employee's Permanent Unfitness for a Particular Type of Work &% IEE o 2P Elfﬁ UM |‘PI—FIFJ?{
<Please read the Notes of Application for (Form 1) ﬁiafrﬂﬁ&ig — )AYf “I* F Jécp>

*Please fill in for doctor’s reference S =% £:4: Job Title of Emplovee {&f 1%

O Others:
4. HOSPITALIZATION / FOLLOW-UP RECORD ¥t/ he/Fatzs S8R
Note: For doctors' reference only 7, /77, SR BIRpI R /E&%ZH/ %) !

(@) Must be Completed *Zi#Fg Specialty Eﬁﬁlﬁﬂf'ﬂ
(b i) Admission Information =/ ™ [ VE]

AE/Hospital Number =0 {2 [ s Request Period HI%EF | From I ToZ
AE/Hospital Number =0 {2 [ s Request Period HI%EF | From I ToZ

(b i) Follow-up Information 7% vf]

OPD Number fauﬁrjy'F Request Period Hlﬁ%ﬁi_ﬁlﬂ t]: From fli To =

5. REASON FOR APPLICATIONHISH/EN
(Note: For doctors' reference only ﬂ%‘f;ii/élefl TR RUR R [EEH)E)

O Insurance claim H'ﬁa‘@ﬁ@?}i‘éﬁ’ (O Claim Form Attached fﬁ\'ﬁﬁ%’fﬁﬁﬁf)
If the claim form is being completed, no additional medical summary will be given. 7/ % L/@}ﬁﬂffj‘ﬂff/ﬁ//@??ﬁﬁ,ﬁ//fﬁ75/77'/&172"* p}ﬁ@%ff, o
O Employee compensation claims Iz~ i'E&Eﬁ i

Legal proceeding 3% i f IP%%EEM'J%E

Support of application for family reunion T?E'JHIF%%‘:’ MR
Clinical Follow-up #/%¥

Immigration / Visa Application FI'I%”)"‘/?J =50

Personal Record it * r‘%’%ﬁ
Others-Please Specify * f*’ﬂ-ﬁ%ﬁ%ﬂﬂ

O0O0O0O0a0ao

(Please v'in the appropriate box - ﬁ%&ﬁ?f,‘%ﬁi@f/% 3.2006



6. PARTICULARS OF APPLICANTF]I% M ERR]
(To be completed if the applicant is a person Iother than the patient ?[/V/‘T} ‘ f.?,f/ﬁﬁ“ ~FIPEET T FAE D)

(@) Name 1% f: (English ) (Chinese f[1¥)
(b) Sex f%fj[l: O Male y§ 0O Female # HKID Card No.Fﬁ }%Fﬂxf}}%%ﬁ%: Tel. No.?q—”ﬁ',” 7

(c) Address i (The hospital will send the medical report / patient's information to the following address by "Registered Post" %@‘:iﬁ;ﬁ /
il ?ﬁlﬂ%ﬂ"l}ﬁ%%?cﬁ' = Sii*’jiﬁ"f'ﬂ'ﬁ ~)

(d) Relationship with patient L:?Vﬁ * %EH%E :

Applicant's Signature Hlﬁ% b
Date [!#:

7. PATIENT'S CONSENT Y% * [ Et
(To be completed if the patient iIsJa Iivling individual and over 18 years old N/’;@’EFX@# I AR
| consent to have my medical information disclosed to the applicant / concerned authority.
+ * IR &~ VR RGHIT ER

Patient's Signature JTFJ M E
Date [!#:

8. CONSENT FROM PATIENT'S / DECEASED'S NEXT OF KIN % ‘Kfﬂéﬁiﬁdﬁll‘%;

(To be completed if patient is under 18 years old / patient has deceased Z/[/ﬂ/’r] £ %,ﬁ# /T@?ﬁ&‘i/ﬁ& , .?75_57/;;»3;//% )
: B 1t/ N 42T ﬂ
* Please delete the appropriate item /ﬁ’f//ﬂf T PRI F !

(@) Name 1% f: (English 4+) (Chinese f[1%¥)
(b) Sex fEfjl: O Male §} O Female ¥ HKID Card No.ﬁ%fﬁ}jﬁ%ﬁﬁ: Tel. No.%;ﬁ',%ﬂ%:

(c) Address #yiik:
(d) Relationship with *patient/deceased g‘f*vﬁ * /?y“ﬂ%%f{f :

(€) Tobe completed if apply for deceased's medical report/information [\//Zif/f/ﬁ%“@ ’*f]f/ﬁ@ﬁ;ﬁ/{ﬁ@/ﬁﬁﬁ@'

Declaration F#f¥

I, declare as follows: 7 * EHFY[IH:

O | 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.
F S R SR B (IR H e - S P R -

O 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.

£ ?J@F[Iﬁ%wm?ﬁ O PR S A S (R H%ﬁ’?&ﬁj?@ﬂlﬁjﬁéﬁ“ﬂp%@@ (SRS

() 1consent to have the patient's / deceased's medical information disclosed to the applicant / concerned authority.

TR SR (78 R R SRR I T ¢ i

Patient's / Deceased's Next of Kin's Signature vﬁ MR A

Date |11
FOR OFFICE USE ONLY Eiﬁélaﬁm
Applicant's ID checked ovy/ON AS(AC),
Relationship checked oy/ON Please charge * Medical Report / * Official Signature
INF OvY/ON ats$
PL OoY/ON
Pl avy/oON e,
LA OY/ON HIRMI, PWH

(Please v'in the appropriate box - ﬁ%ﬁ&iﬁ}if,‘%ﬁiﬁf/% 3.2006




