fﬂj\ (For Office Use Only T4 ERFEs)
\ I / MRO/MR

Date:

PRINCE OF WALES HOSPITAL
JE I £ BB
BRI E W ABE I HFERE
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.
(TEHEFEAEEAIE 2R B R S SR AN BB EE ")
FrigA R E ARYEEAN - ARRFSUERRIEAER A o] R BR R MLV o 55 R oAt B A RHRY H A -

1. NAME OF INSTITUTION FROM WHICH INFORMATION IS REQUESTED ERiEHLZERIH 22

2. PARTICULARS OF PATIENT % A{EAZEH

(a) Name #:#4: (English £37) (Chinese H1x)
(b) Sex M:Al: O Male5 0O FemaleZz Age i Date of Birth 1\ 4= H&H:
(c) HKID Card No. &5 {75575 OR &, Passport No. 3IZSERE:

(d) Address ik (The hospital will send the medical report/patient's information to the following address by "Registered Post" if the patient is
the applicant %15 AR FEE A - B&BERE R ABE BRI DUESTE 271 T aiitak)

(e) Daytime Telephone No. ZEEEHEHE(1H ) : Other Contact No. HAthlf&s 8 5L 0

3. NATURE OF REQUEST Hiz5THH (PLEASE CHOOSE ONE ONLY HE[#E{EH rh—IF)

O Medical Report B O Medical Certificate B&4:35HH=E From B To &

O Birth Date & Time H4: HHA K BFE] O Sick Leave Certificate Jp{zE0H=E From To &

O Proof of Date of Death JET- HHHZEHH O Date of Admission & Discharge H A5 HHA

O Discharge Slip Hi 74l O Attendance Record Z([z240 %% O Medical Expenses Record g2 42 5%

O Certificate of an Employee's Permanent Unfitness for a Particular Type of Work 50 Bk AR ST EE TIEEHE
<Please read the Notes of Application for (Form 1) 55020 (BRI 5 /E H1>
*Please fill in for doctor’s reference &2t P54 %% Job Title of Employee {& 2 k{ir

O Others HAth:

4. HOSPITALIZATION / FOLLOW-UP RECORD &ENERLB2 %
Note: For doctors' reference only 22,20 - L{ FEER A LB (F2E /H37)

(@) Must be Completed 2iZFEA Specialty BHRIEL:

(b) Admission Information ZiE/ AR E R}

AE/Hospital Number £« /{1 [ 5258 Request Period F135 8 From To &
AE/Hospital Number £« /{1 [ 5258 Request Period H135 AR From To &

(c) Follow-up Information Zz2& ik}

OPD Number 2455 : Request Period HzEHAR: From & To &

5. REASON FOR APPLICATION Eas5E R
(Note: For doctors' reference only 332 - L FE R HHE 4 (F2EH )

O Insurance claim FZ{#EEEE (O Claim Form Attached {ggZA& M )
If the claim form is being completed, no additional medical summary will be given. #7884 FE N [HT1RIR RS IR B a0t | — 13 B2

O Employee compensation claims 2 T {5 R(E O Legal proceeding JEEHFEF A

O Support of application for family reunion 7B HE5 5% A B E O Clinical Follow-up B

O Immigration / Visa Application HIZEf4R | &3 O Personal Record f{[&# A4 %%
O Others-Please Specify H:ft-55sE0H

(Please vin the appropriate box - {1 & & _F V)
Last updated on 01/11/2021



6. PARTICULARS OF APPLICANT H AN EE
(To be completed if the applicant is a person other than the patient 7% A % 1 :5 A FiiH:TEF 7318 %)

(a) Name #:#: (English 3£37) (Chinese H137)
(b) Sex t47A]: O Male 55 0O Female 2z HKID Card No. &G {3855 0: Tel. No. FBEEGEHE:

(c) Address Hiil-: (The hospital will send the medical report / patient's information to the following address by "Registered Post" B /
N ERHR DU SR A 3 1 T At ik T E s )

(d) Relationship with patient Eijp5 A% -

Applicant's Signature Hi35 A %2
Date H Hf:

7. PATIENT'S CONSENT R AEE
(To be completed if the patient is a living individual and over 18 years old 7 ZE4E7+/ T 7EEN H1EE)

| consent to have my medical information disclosed to the applicant / concerned authority.

AANFREBHEER B/ AN ZAEEREE R HE AL

Patient's Signature 5 A %Z
Date HHH:

8. CONSENT FROM PATIENT'S / DECEASED'S NEXT OF KIN JE ABLEZHEEE

(To be completed if patient is under 18 years old / patient has deceased 7z A FKdr 1/ A+ 5EH LT EFD
* Please delete the appropriate item ZFMZL 1B HHIE H

(a) Name #:#: (English 3£37) (Chinese #13%)
(b) Sex t4A]: O Male 55 0O Female 2z HKID Card No. & &5 {73 565505 Tel. No. FTEEL5RHE:

(c) Address il

(d) Relationship with *patient/deceased Ei*jE A JEERH % -

(®) Tobe completed if apply for deceased's medical report/information /#5725 A H S /E# & Z i EH E

Declaration EEHH

I, declare as follows: A AEEHHAIT:

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.
RNCEE AR S A E R T RIEE Y — B th— 8 CHELA - EHISEEHYEAE -

O | 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.

RNAREHF R ERTEEEANSANTE R R REFTA AR F RISt EEENI AL -

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

ANFE BB FRHE AL E 2R SRS s AR -

Patient's / Deceased's Next of Kin's Signature 5 A/JE & TS E

Date HHH:
FOR OFFICE USE ONLY RELERIHFIER
Applicant's ID checked OY/ON AS(AC),
Relationship checked OYy/ON Please charge * Medical Report / * Official Signature
INF OY/ON ats$
PL OY/ON
Pl ov/aN
OY/ON HIRMI, PWH

(Please v'in the appropriate box - {F i JTA4HL v %)
Last updated on 01/11/2021




