A EEEE UL (For Office Use only F {4 &P E)
Bradbury Hospice MRO/MR

Date:

BRH S R A\ BR AR
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.
((HEE ARG AT T2 M iR 5o AR HA)
BrIEARIE A SRR » AR EERIE A EDRE R AT PR B TH F e R HA B E A RARI H Y -

1. PARTICULARS OF PATIENT j& A{E A &k}

(a) Name #:#: (English 3£37) (Chinese H137)
(b) Sextjl: O Male 55 O Female 2 Age 4E#?: Date of Birth {44 HER:
(c) HKID Card No. &5 {77 :55950: OR =, Passport No. S&iESEHE:

(d) Address #tii: (The hospital will send the medical report/patient's information to the following address by "Registered Post" if the
patient is the applicant %15 A 155 A » B8BEHe: W A ERHRFDAESRIED =3 T atitt)

(e) Daytime Telephone No. EEzE57H5(H ) : Other Contact No. E A B#4& E=ESERE:

2. NATURE OF REQUEST EHzETEH (PLEASE CHOOSE ONE ONLY HE[3EEH fh—IF)

[0 Medical Report E& gt O Sick Leave Certificate jE{EEHHZ From B To &
O Attendance Record F([EZ2EC 8% O Attendance Certificate F([Z2#&HHZE From B To &

[0 Medical Expenses Record B&4&E: FH 42 5% [ Date of Admission & Discharge H A5 HER

O Discharge Slip (Patient's Copy) HFeék (5 A#A)

O Certificate of an Employee's Permanent Unfitness for a Particular Type of Work 58 {g B 7k AR S E TFsEHE

O Application for Reimbursement/ Direct Payment of Medical Expenses (except drug provided by the Hospital Authority)
PSS B IMEREN (HBhEE R EYNE RN

[0 Others HAtt:

3. HOSPITALIZATION / FOLL OW-UP RECORD {}:BE/B2ir ek
(Note: For doctors' reference only 2y #& -~ L FZR H B (FSEH5)

(@) Must be Completed 24 EF Specialty FRHEB:

(b)  Admission Information Az}

Hospital Number {3:FE5hE: Request Period FFEEHAR] From To &
Hospital Number {3:FE5hE: Request Period E % HARE] From g To &

(c) Follow-up Information Z=z2 &}

OPD Number BE 475% Request Period FEEHAM]: From B To &

4. REASON FOR APPLICATION H3%ER
(Note: For doctors' reference only 3572 - L{ R A HEE 4 (F2E /)

O Insurance claim F7Z{#ERE{E (O Claim Form Attached {RfmZf& T F)
If the claim form is being completed, no additional medical summary will be given. #7884 FIHENT FHTRIRZERS, I BB oM T F—1 B -

O Employee compensation claims FZ T {5E
Legal proceeding (please specify in details) ;273 HI3F 2 7 H R GEYIHHEER)

Support of application for family reunion 7B EE 5552 A BE
Clinical Follow-up 583

Immigration / Visa Application 54 E | %55

Personal Record {ii A i #%

O Others-Please Specify HAth-35:HH

Oo0Oo0ooao

(Please v in the appropriate box - $H{EHE H&IE F v 5%)
BBH138(R) (Revised on 202606)



5. PARTICULARS OF APPLICANT Hii A&
(To be completed if the applicant is a person other than the patient %7/ A 4555 A Al 52 EJH7E)

(a) Name #:#: (English 3£37) (Chinese #137)
(b) Sex - O Male 5 O Female 2z HKID Card No. F &5 {58 55 15: Tel. No. EBEESEHE:

(c) Address il (The hospital will send the medical report / patient's information to the following address by "Registered Post" B35
& 1 NBRH USRI U3 Tl bk 3 55 )

(d) Relationship with patient S5 A 7 B (%

Applicant’s Signature B35 A %5

Date HHf:

6. PATIENT’S CONSENT %5 A FE

(To be completed if the patient is a living individual and over 18 years old 247 i1/ SHITEAN 145 5)
| consent to have my medical information disclosed to the applicant / concerned authority.
KANEREGER AN HEERESEEEHREAN [ BRAL -

Patient's Signature Ji5 \ %2

Date HHf:

7. CONSENT FROM PATIENT'S PARENT / GUARDIAN ¥ S
( To be completed if patient is under 18 years old gz A Kdi 1/ U » 2 EELL T E75)

(a) Name #:#4: (English 3£37) (Chinese t137)

(b) Sex Pi:H: O Male 5 O Female % HKID Card No. & 5 (7555565 Tel. No. BB EESERE:

(c) Address it
(d) Relationship with patient Eijp5 A B4

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

ANFERE B E B RN A 2R E SRS s s AR -

Patient’'s Parent / Guardian’s Signature
WARE | B NEE
Date HHf:

FOR OFFICE USE ONLY HEtA[S

Applicant's ID checked OY/ON Shroff Office,
Please charge Medical Report at $

Relationship checked OY/ON

INF OY/ON
PL OvYy/ON e
LA OyYy/ON MRO, BBH

(Please v in the appropriate box - % 1F#% TH&IE F v 5§)
BBH138(R) (Revised on 202606)



B EHERTL
Bradbury Hospice

HHER B AR 5 I A\ A AL

B - EREEEES > SRS R E E R R U R S$1,100 » mEmdE R
$4,400 -

2. WABERY BAEENE - RBBEGIEHEFEES > FHE—Rom A NERY S4B EGREFERRH
A TLRE YRR R A S B e B R A HURC SR B R TR U R ) YRR Ry IR 300
HAF R AN BRI - 5 R4 R & -

3. —#EHIEE - i —UIEM > BARE -

HERE A

—_

EHER A

—_

HEE N AR R R - ZHRIRF AT R A - B B R S RIVA S R (R T4 281,100 -
SCRARCE > SERERRPE . WROER T BirEEE -

2. WHEERFEHREEIERBERR - Ft LR o A LE P e ft 2 R85

3. HEEAZHFEHFEERE PR ATA AR ARZ AT RAVER > AR - B2E R ERU
%~ mEOIEE -

4. FAESI HERERE B - W ARIE S E -

5. HIRREZESTH AR AR Z [FEE S A BIEE ISR IE ~ BIARGECE AT > AREZH
A R

FIRSIE | s s AR S e » 77 B A T A (TS s A
2. e A BRI AL | ) B AR R T T BT AR A R -

3. WHTE > HEA  HARAMA LS AT AT R 23R © DB - Bl
-
-GS
- EREE
- HERERE R B R MR GEAE T/ L)

4. HHEREERATRESNEEE REELAR TIER ) T O AIEAZ A

IR | mprmmms m AR Er AL I -

y
=1

I FrASEERS WABBINFESGER -

2. WIHEFBIENER - WHALEERE ZIEA - E#REEGEIE - BFHARb &S A FRER
&,

3. Atz BEEEmE/RAER > GUEHSYP ST THEA - WHERHIZEXR - BEHFERE
HY -

4. FTEHARHEHIESS - HACEBERGHEy 1828 555 » 554 B -

BETE e mmempon

Hirik: Frot PHmEAALET T T ABRRS R

PEARERE: 2228 /U E MR R N R E AR ==
BN~ HRARERIARE

AEEEEEG: (852) 2645 8895 HEESES: (852) 2637 4111

(FE3r H#A: Jun 2026)



BEEERTL
Bradbury Hospice

Notes of Application for Medical Report /Patient's Information

Fees &
Charges:

Apply
Method:

Required

Documents:

Time of

Completion:

Other
Points to
Note:

Contact Us:

1. Medical Report - According to the policy of Hospital Authority, a minimum of HK$1,100 per medical
report per specialty and subject to a maximum of HK$4,400 will be charged.

2. Patient’s Information/ Medical Certificates - According to the policy of Hospital Authority, HK$300
will be charged for general requests. (Issuance of a duplicate record, certified copy of a record or
information extracted from record or database held by HA). Regarding the charges for other special
requests, please contact our staff.

3. No refund of the charge will be made once an application is submitted.

Lo

Charges for all requests should be paid during submission. The minimum charge of HK$1,100
should be paid when submitting an application for medical report. Payment by cheque should be
crossed and made payable to the ‘Hospital Authority’

2. If the reason for request is “Claim for Compensation / Insurance”, please attach the relevant
insurance form. Doctor will complete the medical report either in essay form or in the provided
form.

3. The specialty responsible for completion of medical report / patient's information and all relevant
information about the attendance of the patient, including dates, receipts and follow-up card must
be specified upon submission of request.

4. An authorized signature of the patient is required if there is any amendment made on the
documents / application form.

5. Under no circumstances will the application for medical report / patient's information be processed
without receiving consent from patient or patient's authorized person, checking original and copy
of relevant documents and paying the charges.

1. Consent of patient should be obtained for an applicant to apply for the patient's medical report /
patient's information.

2. Consent of patient's parent / guardian should be obtained for an applicant to apply for the medical
report / patient's information if the patient is under 18 years of age.

3. All relevant supporting documents of the applicant, patient, and concerned parties should be
presented for verification of identity upon request. Copy of the documents may be required if
necessary. Examples of the supporting documents are:

- Marriage Certificate
- Hong Kong ldentity Card
- Birth Certificate or Legal Custody Paper (if the patient is under 18)

4. "Original consent" or "certified true copy" of the consent is required for application of medical report
/ patient's information.

1. Each medical report / patient's information will be completed in around eight weeks.

All medical reports / patient's information are written in English.

For any amendment request, please submit the original copy of medical report / patient's
information. Please note that such amendment is subject to our doctors / hospital management's
final decision.

3. All medical report / patient's information will be sent to the applicant by “Registered Post” unless
specified upon application.

All calls from our hospital will show 1828 555 in the caller display. Please note and pick up the
call.

N

>

If you have any queries, please contact our Reception Counter:

Address: 17 A Kung Kok Shan Road, Shatin, New Territories (Admission Office)
Office Hour: Monday — Friday : 8:45am to 1pm & 2pm to 5:33pm

Saturday / Sunday / Public Holiday: closed
Enquiry Hotline: (852) 2645 8895 Facsimile No.: (852) 2637 4111

(Revised on Jun 2026)



