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Application for Medical Report

B 5 B EF JH Al

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 IR AT SRR - s P B R EREERAE - R ROESIEE -

Application forms can be obtained from Medical Information Registry Office at Room 12, 1/F, Block E, QEH at
30 Gascoigne Road, Kowloon. The duly completed application form can be returned in person or by mail. Please
state “Application for Medical Report” on the envelope.
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For easy retrieval of relevant medical record, please state clearly the patient’s Hong Kong Identity Card Number
and the required information.

a7 IEHEE RSN A S (0385t S TR ERt - DUERI AR -

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

HEE AN AR & R H B T RE S A B R A AR A -

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.

HEENEIEREAN > ARG ABERES KR AN Z S e S SR s BRI A -

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.
WHFENBIRWAZ R I NBER B A Eay 2 AR AL > S5 RAERET H a5 A Bbp N\ Z FERA(ARAYVEERA S
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A charge between HK$895 and HK$3,580 will be levied (with effect on 18 June 2017), depending on the type and
number of reports required. Cheque, remittance or money order shall be addressed to “Hospital Authority”.
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No refund of the fee paid for a medical report will be made even if the application is withdrawn before the medical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.
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If a medical report is required on a particular date but it is unlikely 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.
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In normal circumstances, the time for completing a medical report of one specialty will be 8 weeks. Longer
processing time will be required for application of medical reports from multiple specialties.
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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.
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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 or no
reply receives, medical report will be disposed 3 months after the reminder letter issued out by mail without any
further or prior notice.
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Kowloon Central Cluster

Queen Elizabeth Hospital
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MEDICAL REPORT APPLICATION FORM
BREEECHFERE

Please tick the appropriate box FEAFH & 2S48 0L v 5%

1. Particulars of Patient: 5 A&k

(a) Name: (English) ( )
4% Surname 2[5 Forename 44 (FE3D) Chinese H1 X {44

(b)  Sex: L] Male L] Female Age:
%l 5 28 G

(c) #HKID Card No.: / #Passport No.:
HE B SRS #il HESR

(d)  Address:
Hhhik

(e)  Daytime Telephone Number:
H Ffikas Eahtes

6] Any Other Contact Telephone Number(s):
FAth 4% EEh RS

# 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. Ifnot, 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 Patient
when submitting this Medical Report Application to our hospital.

# ETECE RS (RS o T AR IERE KBRS E SRR FTRC AV RIS AT - S S MR E B S (5 1E

AReGe X EMERIA - TH > AR EBS IV EMERIAR - SG S FARH R EES (TR EA - LItE -
EIRSGERGLS - B FRAGIR ORI > HE HURE R E R ANGERIEA TG BRI -

2. Information Requested: ZEEHIEK

(a)  Specialty:

Loy
(b)  Period: From To
HAR F S
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(¢)  Purpose(s) of Report: EE#E > FR

i) For general purpose(s):

fER—fRHIVZH

[] future medical purposes
H & Bp iR

[ others, please specify
HA GERER)

[] A supplementary medical report
it B R — (I E 58 A B e
# Please attach a copy of the previous medical report, if available for ease of reference

WA LARTH B B - SR ERIALIES S

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

o oL I L BRAE B Pt o P M B0 A5 2 SR I

(ii))  For specific purpose(s):
{ERfa e Hik

[ insurance claim
FHEs PRI

L] employee compensation claims
R TGIEE

[ legal proceedings
JEEHETRR R

L] certification of sickness / injury for:

SRR 1 ZAGLARIE

L] certification of sickness / disability in support of :
o I / BB DASCRY

[] immigration application
HEETS R

] rehousing application
e

[ to Immigration Department for family reunion
[e] A\ 35 5 75 FH 5 R A\ A B

[ others (state reason)

oA GEYIBIHLER)

(d) Contents: NEEE

[ nature of sickness / disability / injury
PR s EZ BIE

[ nature of operation / treatment
Tl 1 JEHRIMEE

LI length of hospitalization
e H 4]

[ length of sick leave granted
i fER H A

[ others, please specify
HAth GEERH)
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3. Details of the Relevant Person: AR A 555

(To be completed if a Relevant Person Applies on behalf of the Patient)
AR AEHFE AR AT ALY > R LEED)

(a) Name: (English) ( )
4% Surname ZE[C Forename %4 (FED) Chinese F1 37 %44

(b)  Sex: ] Male U] Female Age:
PRI % © e

(c)  #HKID Card No.: / #Passport No.:
HE B SRS SRS

(d)  Address:

ik

(e)  Daytime Telephone Number:
H [EH4% BB Eh RS

) Any Other Contact Telephone Number(s):

LA 4R EE SRS

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

# IEARBTAE R ZNENF - SFH G LT AN LAY BT (778 FE I IE R T e BT

4. Relationship between the Relevant Person and the Patient (please tick as appropriate):

ARALER RIS > SFEEEITEAN v 5%

EITHER
oA B

[

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

o NS AT /5% > TR A LHHA TS

1  (b) The Relevant Person has been duly authorised by the Patient to submit this request and to
collect the medical report on behalf of the Patient;

ARHN TGRSR > DU A B RS

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

W ANSERE VB A S B > AT o H AR A LB AR |

] (d) The Patient is mentally incapacitated within the meaning of the Mental Health
Ordinance and the Relevant Person is appointed as a guardian of the Patient by a court,
magistrate or the Guardianship Board under the relevant section of the Mental Health
Ordinance.

AN CRE TR IRE]) Frisauss i LT Rre DA DURCARI AL & HiER: -
HAESEEZ B G CREHEERG]) AR - BRERHANEEA -

# 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

¢. 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.
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a. HAEEEIE AT BRI CE AN LT A T KB © 2
b. I ZENTIRNEZ LA CE R AN LB ESEMN LTI - 2
C. AW R (E T AN L E PN BTN CEINTRGE T E IR G ETS) » 5
d BB Z R G/ 2 BHETFLIEES BN AN LB L2 (R LA T REE T A i
A 7B
e. X IERUNAIALHE (BEFEEFIRP) AIRI X SE 7 i s E S TN T B A HYIRREE -

5. Declaration and Signatures: EHH K 25E

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
Application Form is accurate.

FEEAEN T - W ANCRERR AL AT HANR R A B L B i o5 B 5 S A B R
& WA AR L ) SRR T SRR B S ) AR IR ALy E R e A

Signature of the Patient:
WA&=E

Date:
HHA

If application by Relevant Person: Z=H AR A\ 3 HEE

Signature of Relevant Person (if applicable):

BHRALEE @HEA)
Date:
HHA
FOR OFFICIAL USE:
[ 1 ABALW *®EESEE It O H [k B ZE A -

The Relevant Person’s *HKID Card / Passport Number(s) *has / have been checked against the original by
[name of staff].

[ 1 ABRALH*FES (D ERTS Ul S k) EHE &R S R

A IREIA (EREHIEL) -
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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