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10 Heng Lam Street, Lok Fu, Kowloon, Hong Kong Tel: (852) 23396111 Fax: (852) 2338 3445
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Medical Report / Patient Information Application Form
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The personal data collected from this form will be used by the Hospital Authority (“HA”), including public hospitals / institutions managed by
HA, for the purposes of processing and responding to this application. When you provide the personal data to us, please make sure that the
data is accurate and complete. If you fail to provide us with the information required or if the information provided is inaccurate or incomplete,
our ability to process your application may be affected and your application may therefore be delayed or declined.
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Please also note that your personal data collected may be made available to: (i) appropriate persons in the HA, for the purposes of processing
and responding to your application; and (ii) third parties where such disclosure is permitted or required by law or is in the public interest. We
will obtain your consent before using your personal data for any other purposes.
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Please read the ‘Information Sheet for Medical Report / Patient Information Request” BEFORE complete this application form.
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1. Patient Particulars 5 &4 FAL :

(a) Name ('English B2 (Chinese ® %)

i

Surname 4+ % Forename ¢ %
(b) Sex (0 Male 7 % (c) Age O Under 18 years of age &% - ~ &
) y g

e O Female -+ 4 = 8 O 18 years of age or over —+ ~ gk g« 12
(d) # * HKID Card No. / Passport No.

é Ii‘\ 'E/ ]77\ pﬂ%’tuzt% / FE%%{E%
(e) Address

¥ hb
(f) Daytime Telephone No. (g) Any Other Contact No.

PRI T 255 s BT AL

# 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. If not, 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.
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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
form to our hospital.
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2. Information Requested % B~crF sl ©

(a) For the Period # ¥ :

From ¢ : To =

(b) Specialty % #! :
O Medicine p #* O Orthopaedics & Traumatology %575 % £ (¥ )F*
[0 Others please specify H i (G7|f):

(¢) Purpose(s) of Request ® 32 f 7] :

Future medical purpose P & ¥ * & OO0  Insurance claim ¥ % (&% ps ¥
Health care #& % #E 12 0  Legal proceedings j# =¥ 742 &

Personal reference B * 3z4%
Others please specify & # (G71p"):

o000

O Please tick the appropriate box 3 fif ¥ & . 4c + M5 Page 1 of 3 (wef 30. 3. 2026)
* delete whichever is inappropriate 3-#{4 % if * & KCC/BH/ASD/MRO/FIM/ 0016



(Cont. 3 }) Information Requested % B~:rg 4l ©

(d) Nature of Request (Fee is charged PER copy PER specialty) :

B E B EPPE):

CHAEP (e AL

1st Issued | Re-issue | Amendment
ki g e
Medical Certificate (Commonly known as Sick Leave Certificate) ] O ]
FAREP T (fip i) ($300)
(From ¢ To 1 - )
Attendance Certificate ] Ul Ol
INVEP L (8300
Discharge Slip (Patient Copy) O O ]
HESNE TR RS ($300)
Medical Report O O
FRAEL (81,100)
Insurance Claim Form ] O
TR R T A R ($1,100)
TD544 — Application for Parking Certificate for Drivers Who Carry People Ul U
with Mobility Disabilities ($300)
TD544 - @R a t LpdgEp 3 Y 54
Rehabus — Mobility Impairment Certification ] O
BETL - FEFHEP S ($300)
Easy-Access Bus Form Ol Ul
PEv Y ($300)
Civil Service Bureau — Form B: Application for Reimbursement / Direct ] O
Payment of Medical Expenses
iRk - ARBIYHFR IRAAFRT
* Others please specify # s (7] ): O 0
* For charges, please refer to “Information Sheet for Medical Report / Patient Information Request”.
KR RE TV FRIL Ay
Supplementary Information # -t ¥ 3§ @
3. Details of the Relevant Person 3 B % 4 354
(To be completed if a Relevant Person Applies on behalf of the Patient Referred to in Section 1)
Gk A Y G G R AR F = PRGN g 4 B AR B T
(a) Name 4+ ¢ (English & <) (Chinese ® <)
Surname ¥+ % Forename & 3
(b) Sex O Male 7 (c) Relationship with Patient [J Authorized Person & ;?5 S e
) ":3 . A
2% O Female + 1 Fop 4B T O #Others # # :

(d)

(e)

@)

#*HKID Card No./ Passport No.

Ak L PEYAE | ERYIE

Address

ol 12

Daytime Telephone No. (g) Any Other Contact No.
PR IR T B BB RT LG

# Please produce in person the original or provide a true copy of the identity document of the Relevant Person. If the Patient is under 18 years of age /
mentally incapable, please also attach a true copy of the documentary evidence to support the relationship between the Relevant Person and the Patient,
e.g., Marriage Certificate, Birth Certificate, Guardianship Order, Court Order, etc. Insufficient documentary proof will lead to delay or rejection.
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O Please tick the appropriate box i § & 1 4c + M50
* delete whichever is inappropriate
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4. Mode of Collection AEB~*7& FIF P e N ¢

Please select one of the following choices for collecting of the requested item(s):

FHE/ T - FATBR R P e N

O Receive the requested item(s) by registered mail.
FAH BRI T BT R RIE P o

O Collect the requested item(s) in person. Please inform me when the item(s) is / are ready for collection.

FpARBTR FIE P Fov MIAE B e A A o

(1) If the Patient (or where appropriate, the Relevant Person) fails to indicate the mode of collection, the requested item(s) will
be sent to the Patient (or where appropriate, the Relevant Person) by registered mail.
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(2) If the Patient (or where appropriate, the Relevant Person) receives his requested item(s) by registered mail, no extra charge
would be levied. Otherwise, a corresponding charge for the requested mode of delivery may be levied.
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(3) The requested item(s) will be sent to the Patient (or where appropriate, the Relevant Person) by registered mail if the Patient
(or where appropriate, the Relevant Person) does not collect it within 3 months after the Patient (or where appropriate, the
Relevant Person) is informed that the requested item(s) is ready for collection.
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4 If the requested item(s) sent is undelivered and returned, the hospital will dispose of it 3 months after it is returned without
q P P
any further notice to the Patient (or where appropriate, the Relevant Person,).
v KIFp F A gy FifEa R Ff/’frig”?:‘@?*é’é’ffﬁ%j B TR KT o EFET fﬁiﬁ"«ﬁ <
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(5) The institution will not assume responsibility for any unexpected circumstance arise during or after the delivery process. If
due to unexpected circumstance the requested item(s) is not delivered to the Patient (or where appropriate, the Relevant
Person) but the Patient (or where appropriate, the Relevant Person) still wish to obtain the requested item(s), he / she may
be required to submit a fresh request and any appropriate payment should be paid.
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Declaration and Signatures ¥ 2 £ & :

WHERE applicable, the Patient has irrevocably authorized the Relevant Person to deal with this Medical Report / Patient Information Request
and to collect the Medical Report / Patient Information on behalf of the Patient. The Patient and (where appropriate) the Relevant Person
understand and agree that all applicable fees listed in the “Information Sheet for Medical Report / Patient Information Request” have to be
paid prior to collection of the Requested Report / Patient Information.
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The Patient and (where appropriate) the Relevant Person completely understand the contents of this form and hereby declare that the information
given in this form is true, correct and complete to the best of my knowledge, information and belief.
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\me

Signature of the Patient: Date:
R Py

If application by Relevant Person =d 5 M £ 1 32 ¥ 3

Signature of Relevant Person

(if applicable) : Date:
FHALE R ) P A

FOR OFFICIAL USE ONLY ¥ f#—? EHEB

[Name of Staff] has checked the following(s) on
L] The Patient’s L1 HKID Card / [ Passport Number(s) against the [ original / [1 copy (original not seen)
L] The Relevant Person’s [ HKID Card / [ Passport Number(s) against the [ original / [ copy (original not seen)

O Please tick the appropriate box #-feiff ¥ & 4 + MI5% Page 3 of 3 (wef 30. 3. 2026)
* delete whichever is inappropriate 3-#{4 % if * & KCC/BH/ASD/MRO/FIM/ 0016




7 & {3 2 B [X HONG KONG BUDDHIST HOSPITAL
10 Heng Lam Street, Lok Fu, Kowloon, Hong Kong  Tel: (852) 23396111  Fax: (852) 2338 3445
REELEAE T BEE: (852)23396111 f#E: (852)2338 3445

Information Sheet for Medical Report / Patient Information Request

v vﬂ_%‘&ﬁ r'/}l% AFHEE

Charge E *

1.

According to the Hospital Authority’s policy, a minimum of HKD1,100 PER medical report (or medical form) PER specialty and subject
to a maximum of HKD4,400 will be charged.
%qﬁth’g itk o & x\—ff,%fﬁ*ﬁ 2 (g Tﬁléf% ®) /X BE ALY S E S HKDLIOO0 > £ 3% 4< § 5 HKD4,400 -
The application fee for issuance of a duplicate record, certified copy of a record or information extracted / compiled from record or
database held by HA is HKD300 PER copy PER specialty.
R RS EBPPRER A E ‘Uﬁjff Bod 15 B4 THEMHE / RHOFTHZ T X P FTHE L HKD300 -
Each application will not be processed unless accompanied by an appropriate application fee. No refund will be made even if the
application is withdrawn before the report is issued.
Exd FHFd g E Y FP R BRI S KL ¥ A TG G FRAF A 4 TR N e LI SR - S S
e
The completed application form and supporting document(s) may be submitted in person or by post. For application submitted by post,
please send payment of Application Fee in a crossed cheque made payable to the Hospital Authority. “Attention to Medical Records
Office” should clearly marked on the envelope. Please do not send cash by post.
BL2 ¢ i s  MEP 2 BV EMEANR B o imERNF G FrudlRL i Fpor o &
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If the requested item(s) is / are delivered by registered mail, no extra charge would be levied. Otherwise, a corresponding charge for the
requested mode of delivery may be levied.
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Processing Time &.3% fF

6.

In general, each medical report / patient information application will be completed within 8 weeks. Longer processing time is required
for certain specialty, or if multi-specialties or several items are involved.
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If a medical report / patient information is required on a particular date but it is unlikely that the report / patient information can be
released on or before the specific date required, then the application will be rejected and the application together with any payment made
enclosed will be returned to the applicant.
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For applying Deceased’s information, please refer to “Deceased Patient’s Medical Information Application Form”. Submission of
inappropriate application form will lead to delay or rejection.
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Others H # ¥ 18

9.

10.

11.

Each medical report (or medical form) is written in English only.

FHPREL BFRAR) B ELR

If the patient is staying in hospital, subject to the consideration by individual specialty, such request may be made only after the patient
is discharged.

FM AR A Y o RS BEREPT G 0 ERY e R SR R E A B e

For completing any medical forms, the form has to be submitted together with the application form. Hospital reserves the right to provide

the medical report in our prescribed format or on your form provided.
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Please send your application or apply in person at the address below %ﬁ-#&-ﬂ' FEL R I

Hong Kong Buddhist Hospital — Medical Records Office

{ iR f"ﬂ?%%“;’o — ?«'},%,féaéﬁ:*f‘z

East Wing, Block A, G/F, Hong Kong Buddhist Hospital, 10 Heng Lam Street, Lok Fu, Kowloon
LAEE A REL R AR KT ARSE T LY

Opening Hours 7% fF ¢

Monday to Friday 8:45am to 1:00pm, and 2:00pm to 5:30pm

EP-2 347 tEApe LI LT Ao 2 TEoBIIRZ LA
Saturday, Sunday & Public Holiday | Closed

B8 p 2o R [

Telephone No. 23396126

T

The above details will be subjected to amendment without prior notice. 14_t i¥~ » XL FAFBBEFT » Z [0 f7i 47
(wef 30.3.2026)



