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MEDICAL REPORT /MEDICAL RECORDS AND MEDICAL CERTIFICATE AMENDMENT 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.

(TEEB ARG AT o2 b " B i SO N B R ER A" )

BREARIE NIERESN - AFRABUCERIIE A ERHS T R B LT B 3 R Hf Bt EE AR H Y -

1. PARTICULARS OF PATIENT 8 A B AER

(a) Name #:#: (English #£37) (Chinese #137)

(b) Sex t:Hl: DOMale5 0OFemaleZs Age F#5: Date of birth 4= HHH:

(c) HKID Card no. &5 (7 3555HE: OR = Passport no. EHESERE:

(d) Address Hif:

(e) Daytime telephone no. #E&E5LHE(H ) : Other contact no. Hflik4s Eahsfas:

2. NATURE OF AMENDMENT {Z1FTEH (PLEASE CHOOSE ONE ONLY HuE[#EEH f—IF)

(a) O Medical report B2 (Reference number £:-Z5H5 MRO/MR )

(b) O Medical certificate B¢ 4=z50HZ
(c) O Medical records B&#¢a0 8%

3. DOCUMENTS ENCLOSED [ff E37f& (PLEASE CHOOSE ONE ONLY HHA[¥EEH th—Tg)
(a) O I enclose herewith the original medical report / medical certificate. A AR - Bt 5 /58 AL sEHHE AV EA -

(b) O Ideclare that the original medical report / medical certificate dated is lost and invalid.
ZNNeLELE)S F A H B e /B A I AV IE AR TR R R -

(Please note &£ & The original medical report will NOT be re-issued AWz R @i 28 By 25 BE 4 350 247 1K)

If (&) and (b) are not applicable, please apply for a new medical report / medical certificate by using the “Medical report /
medical information application form”. #1 (a)fz(b) M, 55 B F S Ko N BB EERAS s WV B i /B A s & -

4. DETAILS OF AMENDMENT ZER{EIFEESE  (Note: For doctors' reference only 55+ % © LU T ok RAILB A (S8 FliR)

5. PARTICULARS OF APPLICANT EagE A ERL (To be completed if the applicant is not the patient 4195 Ak B35 A Bl TER /8 )

(a) Name #:#4: (English 3£37) (Chinese 43%)
(b) Sex M:7A(: O Male 5 0O Female % HKID Card no. &5 73 58 5% 05: Tel. No. FBELTRHE:
(c) Address il

(d) Relationship with patient E4 A B {%:

Applicant's signature i35 A g%
Date HH:

6 PATIENT'S CONSENT 3J&AEE (To be completed by living patient over 18 years old L4+ /U 97 25 A ET)
| consent to have my medical information disclosed to the applicant / concerned authority.

ARNFBEITRARN Z IR EE RS Rsa s AaR AL -

Patient's signature Ji A %%
Date Hi:

(Please v'in the appropriate box - 35{F & TIE Fv'5E)
Last Updated 02/12/2021



