HOSPITAL AUTHORITY For Office Use Only REtBRIZIPIES
% E 2 "

b Alice Ho Miu Ling Nethersole Hospital Date:
T moeEr

MHEK @YW MITRE K

APPLICATION FORM FOR MEDICAL REPORT & PATIENT’S INFORMATION
BERS R AERBERE
Please read the “Notes of Application for Medical Report / Patient's Information” before completing this form.
EEBEARBABLSH (BRERSERFABERBFEERA) -

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.

BREABEEANRRS  ARBUWENEABRRTARERILIRPFAREMEZ EZABRNER -

1. PARTICULARS OF PATIENT & A {B A it
Name #%: (English &X) (Chinese #37)

HKID Card No. &#&S D& 954E: OR 5 Passport No.ER5EE:

Sex HAl: O Male B OQFemale & Age FE#%: O 18 years old or above +/\5= L _E Q Under 18 years old F&m+/\5%
Address it
Daytime Telephone No. E:ESHHS(HRE): Other Contact No. E 4% &S5E 97 45:

2. NATURE OF REQUEST H:5JEH (PLEASE CHOOSE ONE ONLY HoJ#EiEHE th—]IHE)
O Medical Report BERES

O Medical Certificate BB47EHEZ / Sick Leave Certificate & {RFEIFE From HH To &
O Attendance Certificate [For Allied Health] FEz2:5RRE [EMEBEZEREA] From B To &

Q Others EAth

U Certificate of an Employee’s Permanent Unfitness for a Particular Type of Work [LD424(S)]
HIAREXKAFNESEERE B TERIAE [LD424(S)]

U Application for Reimbursement/Direct Payment of Medical Expense (except drug provided by the Hospital Authority) [Form B]
BARIE / EEINEBRNEHEREEBIRHEMNEYWE AR 3RS B]

QO Please specify B7EHE:

3. HOSPITALISATION / FOLLOW-UP RECORD &JE / ¥fx /| Bi24lit
(Note: For doctor’s reference only. E25. N FEKXIRELIESEH S <)

(@)  Specialty ERIERFI (Must be completed £1EEE):

(b)()) Admission Information =E/APTE R

AE/Hospital No. =/E/ R SRHE: Requested Period EF:58AfE: From B To &

AE/Hospital No. S E/EFRSRS: Requested Period E:5H#8fE: From H To &
(b)(ii) Follow-up Information ZEBFZER

Requested Period B8535 #8f: From H To &

4. REASON FOR APPLICATION ERsE/EEA
(Note: For doctor’s reference only. &5 U T EXRIRELIESEFHF <)

O Insurance Claim E:5RIRFEE  (Q Claim Form Attached {RIEZRAEMT L)
If doctor has completed the claim form, no medical report will be issued. W&+ EEZMN FATRETENE - BIFE 2 HEFRZ -

Employee Compensation Claims EBZR T S8
Legal Proceedings /AR ER

Clinic Follow-up EB&E£E
Immigration / Visa Application BB E | 5%
Personal Record {& A28

Others Eftl (Please specify #&&EHER):

O000D0O @O

AHH-MRD-005-V8(NOV21) U Please v in the appropriate box BERESHEE LV



5. PARTICULARS OF APPLICANT ERiEAE R
(To be completed if the applicant is a person other than the patient. #/FENFERFALE - BIBEZIEG )

Name #7&: (English &) (Chinese #37)
HKID Card No. &&517355%85: OR 3  Passport No. E8RAE:
Sex tRl: QO Male B QFemale ¥ Telephone No. EFESRASE:

Address fiit:

| agree the hospital to send the medical report / patient’s information to the address above by ‘Registered Mail’.

FANBERLREBERRS | AR SER A S E Lt -

Signature of Applicant BB AR E: Date HEA:

6. PATIENT’S DECLARATION & SIGNATURE WAEBBEAREE
(To be completed if the patient is a living individual and over 18 years old. SEEF 1/ FEHIHEEANFEZ -)

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

Patient’s Signature fEAZEE: Date HEA:

7. CONSENT FROM PATIENT’S /| DECEASED’S NEXT OF KIN /& A / SEEEZREES
(To be completed if the patient is under 18 years old / deceased. FAFF 1/ s 554 - BEZULEG <)

Name ##&: (English 33) (Chinese #X)
HKID Card No. &&S17:&5%4%: OR 3  Passport No. EIRSRHS:
Sex tAl: QMale £ OFemale ¥ Telephone No. EEESRHS:

Address il

Relationship with *patient/deceased E2*fx A /JEE Ed 4.

Declaration EFfH
(Must be completed if patient is deceased. Z/HA EZ404 BEE -)

|, declare as follow:
KB ARZEAT:

Q | 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. The true copy of the letter of Administration issued by Court is
enclosed for reference.

RABEEEPFNCEBEIEZEREENE—NEP—UBENEAN  SEEBEE - BRRWEIERLEN "EEE
HE ZEEIALUESE -

Q | 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.

FANBEPFUREENEENBEASRATERRARMEBESEEPTEEEENAL -

| consent to have the *patient’'s/deceased’s medical information disclosed to the applicant/concerned authority.

RARERTR BAEEZREERZRRPFEAN | BEAAL -

Signature of Applicant EFiEAZE: Date HHA:

FOR OFFICE USE ONLY R{#tEFISFIES

Applicant’s ID checked 4 YES U NO

Relationship checked a YES d NO

Application fee collected Q YES (Total: HK$ ) d NO

Legal Case? 4 NO U INF a Pl aPL 4 SARS

U Please v in the appropriate box FEREEGEIE VIR



