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Deceased Patient’s Medical Information Application Form

2du & JRe X ol
B T EOFRTEER

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. }"‘/’fo/ﬁfﬂ/ﬁ/ (THTFERL) ¢ #5d FEpFRaDD > Fre/ ;ﬁ/g& B g I R BRI T (IR ﬁ #

7;—; # o;‘/,jfl_t/é}{’cf_’éﬁib/fw/{ﬁ f,_y: %ﬂjﬁtfgfp;gé’foZépgfj{,‘;*fggga’%gﬁ%?ﬁ!ﬂ,EC 7 z_ﬁ:fﬁ,z aé,’r,;tm/@ﬂ'{«ﬂ?—m“ J‘(,g ;

7 G FI U R IPG o
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. F§ & ix /7B < FEHF i g’;‘é # (i) %"‘;’ PP TR AL IR e AR G2 [ (i) pE RSN R KR T )
DNEFE R T E 2 S o A st g Lﬁ_f-f'f/n S L TR L FRIES AR P e
Please read the * Infarmatlon Sheet for Deceased Patient's Medical Information Application” BEFORE complete this application form.

FARH TRET G E R R Ay 1HER Y R

1. Particulars of the Deceased 3'—* T
(a) Name (English & ) (Chinese ® <)
"
Surname 4+ % Forename ¢ %
(b) Sex O Male ¥ & (c) Age O Under 18 years of age & % -+ ~ #k
e O Female -+ 4 = 8 O 18 years of age or over —+ ~ gk g« 12

(d) #* HKID Card No. / Passport No.
Ak L RS | ERYE

# Please produce in person the original or provide a true copy of the Deceased s identity document and Death Certificate. Please attach a copy of the
Deceased's birth certificate ifunder 18 years of age.
AL AT H AL DR S B R T RS BFER R o AP FEBAE L N G E DL R

7
2. Nature of Application ¥ #H & :

Further information may be required to ena’ble us to identify and/or locate the Requested Information. Please specify clearly and in detail the Requested Information. Too general

a description of the Requested Information such as “all of the deceased s in/brmation " may render the request being refused if we are not supplied with such information as we

may reasonably require to locate the Requested Information. i 7 i 7 £ & % 7 FAL0 i & g e)fr [ 2 2 13 05 i B L FH o g & frilindy IV 0 i 8 L FAL o 4ok
KF Ry R ol T /‘ﬁﬁf/fﬂj P A TG g K F]E ?Ui"/ REREZH DB RFHG §ER B RKTIFR -

(a) For the Period #f ¥ :

From ¢ : To %
(b) Specialty % #! :
O Medicine p #* O Orthopaedics & Traumatology %2, % £ & (% )F*

O Others, please specify # # (3-7]p):

(c) Nature of Request ¢ 3% P :

Copy of Medical Records Medical Report/ Form / Information
PR e gF FRFEL/ Z2R/ FH
Discharge Summary ! a4k & O Medical Report ¥ 5 3%
In-patient Record & fx % 4% [0 Insurance Claim Form %% B2 % %
Specialist Out-patient Record % 4 F* ¥ % 4 OO0 Others, please specify H # (371 :

Laboratory Report f* % 4F 2.
Imaging Investigation Report ¥ 3 & 3 £
Others, please specify H i (GF7|f):

OOooooao

(d) Purpose(s)* & :
0 Insurance Claim ¥ % %" P& ¥ O Employee Compensation Claims ¥ % 1 & p2 ¥
[0 Legal Proceedings, please specify = & ¥ ¢742 5 * i& » Giip

O Others, please specify # i (3Lf"):

O Please tick the appropriate box 3 f.iff % = #4r + M50 Page 1 of 4 (wef 30. 3. 2026)
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3. Particulars of Applicant ® %ﬁ—* T e

(a) Name 4 ¢ (English & <) (Chinese * <)
Surname ¥+ =< Forename % &
(b) Sex OMale ¥ 1+ (c) # Relationship with Deceased

(ES) O Female * % B B

(d) #*HKID Card No./ Passport No.
AiELPEYE / ERYIG

(e) Address

12

Daytime Telephone No. Any Other Contact No.
y g y

R S BT R

# Please produce in person the original or provide a true copy of the identity document of the Applicant and also attach a true copy of the documentary
evidence to support the relationship between the Applicant and the Deceased.
HALL D7 G AL R ¢ B RN E ARG R T H AR Y A 7L BT TRE 2 AR A o

Please indicate the capacity in which you are applying for the Deceased’s Medical Information:-
Farp sl Y G —?{ m% R FH

With a Personal Representative!

gredganma’

O | I am an executor with grant of probate.

AAERRRETA (RS EhiEd) -

»  Please attach (i) a copy of the grant of probate AND (ii) the original written consent by the executor
named in the grant of probate.
it (B RAEERT F A A A (i) GG RRSER T F iy LB kT E G L
* o

O | I am appointed as an administrator by letters of administration.

AOERAFEELEIAAFRL -

»  Please attach (i)copy of the letters of administration AND (ii) the original written consent by the
administrator named in such letters of administration.

Lt HERFEZHE NE ()F R T BRFEA TG REE A

0 | I am an executor appointed by the deceased’s last valid will but without grant of probate.
ALE R Bl B2 ABRA L (R ARNET)

»  Please attach (i) a copy of all relevant paragraphs of the last valid will of the Deceased showing that an
executor is appointed under that will AND (ii) the original written consent by the executor so appointed
AND (iii) your written confirmation that the copy provided is of the Deceased s last valid will and, to the
best of your knowledge, there is no dispute regarding the appointment of that executor.

G ()7 F TB G A T A M B GE o A B kL T AR T R (i) 7
BB F G LR F I (i) 05T GRS 0 P TR R 2k B il
o T B H AL ER A E R

Written Confirmation % & ££33
O I hereby confirm that the copy provided is of the Deceaseds last valid will and, to the best of my
knowledge, there is no dispute regarding the appointment of that executor.
A BP LA FE BTG A f—}f”rﬂﬁ. PR il F RS FA i st A

FAFaEiriie

! Personal Representative means a person who is (i) recognised as an executor by a grant of probate; (ii) appointed as an executor under the deceased patients last
valid will but not yet recognised by a grant of probate; or (iii) appointed as an administrator by letters of administration.
#EAZA LY (1) REBSERT F87 s EBHT AP0 (11) ReZFATREF e fpR-TZZERHATA 0 2 AT Bprsigans s
& (ii1) BFBRFRFLESBAF A

O Please tick the appropriate box 7 f-if § * #4c + ML Page 2 of 4 (wef 30. 3. 2026)
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Without a Personal Representative

Fraing fgeEs

O

I am a direct relative® of the Deceased who has a beneficial interest in the estate of the Deceased, and I have
applied or intend to apply to the court to be appointed as administrator of the Deceased’s estate.
7“4{?%@_4_%? 2 é‘j';h—kjg \A*‘E.;L’T°'?’/z]rmg"j“\‘#ﬂ‘?'/zfmdgﬁ‘%\;%?'ﬁﬁ?iﬁé
? b LR

»  Please provide (i) to (ii) below FF# %77/ () 1 (ii) 7 -

(i) your written consent to the disclosure; AND
iR E G R E
(ii) a written confirmation made by you in the form as set out in_Annex 1.

e (=) AN ArIE A e G RS e

I am not a direct relative® of the Deceased but another person who is direct relative of the Deceased, and has
a beneficial interest in the estate of the Deceased, has applied or intends to apply to the court to be appointed as
administrator of the Deceased’ s estate

ﬁ\‘liﬁi’ﬁﬂﬂ,?%iﬂ C R Y- ’é’«“;ﬁm_ﬁ_,* LE oA FEAT R ERE CHTZEA L))
L /\J“'?'/flrmd ‘j"\;*”'g"r}’f%f” F*;ﬂ'ﬁmj}g?ﬂ’\
»  Please provide (i) to (iv) below ;#F# & 77 (i) 1 (iv) -
(i) a written consent by the direct relative to the disclosure;
RHEARBFOYHE F 5L
(ii) a written confirmation made by the direct relative in the form as set out in Annex I,
FFEGAGR (=) AN S GRS
(iii) produce in person the original or provide a true copy of the identity document of the direct relative;
AND
S A HE G PR PE AR BRI A N
(iv) a copy of the documentary evidence to support the relationship between the direct relative and the
Deceased.
p);ﬁﬁg,wﬁﬁrﬂj‘ ’< 175; % 51 Jﬁ/zﬁo

None of the above.

IR
> Please provide (i) to (iv) below F7FH %= 7* 7 (i) T (iv) FF:-
(i) written consents to the disclosure from every person who could potentially be involved in a dispute

regarding the Deceased s estate, which should include

TR Y R RS AT PN R S R

o every direct relatlve of the Deceased;
st f% FrE - B A,

e any other person who is appointed in the Deceased’s will as an executor, or otherwise claims to
be so appointed; AND
Eir g i i L EZ AR TN R L E Z R L
Iz

e any other person who has applied or intends to apply to court to be appointed as administrator
of the Deceased s estate.
Fime v F_,f/'g—fch_,;ﬁjE/ A A ;_nﬁzigé ?3_117 £ FrL A
(ii)  a written confirmation that, to the best of the knowledge of the Applicant, there is no other person in
the above categories whose consent has not been obtained;
F/ L Tl 7’/)‘/ j(/?v 12 r#;‘ﬁ%{/‘ Jﬁﬂﬁﬂzla rﬁ'g‘mﬁﬂgu
(iii) the orlgmal or provide a true copy of the zdentzty document of each of the persons under item (i) ; AND
AP NTFIEP (i) E AL REN BT RN E R A E
(iv)  a copy of the documentary evidence to support the relationship between each of the persons under item
(i) and the Deceased.
R /*gfﬁfifﬁfﬁ () 2 < B iFerre Zgl A o
Written Confirmation % & F£33

O I hereby confirm that there is no other person in the above categories of item (i) whose consent has
not been obtained.

A A BPIFRR T R F A b )T A LERH R v RS -

2 Including the following which is set out in descending order of priority in terms of being appointed as administrator: (i) the surviving spouse, (ii) children (or, if
applicable, children of any child of the Deceased who died before the Deceased), (iii) parents, (iv) siblings (or, if applicable, children of any sibling of the Deceased
who died before the Deceased), (v) grandparents, (vi) uncles and aunts (or, if applicable, children of any uncle or aunt of the Deceased who died before the Deceased)

of the Deceased.

PHNT L RA LTI LB PR RS BT BB (1) A GR (1) T (ARG Bz g F L e 7))

(I11) ¥# 5 (iv) % 7 #4# (éﬂf—%m/f/ﬂbrzﬂ%ﬂ#ﬂwé I #) (V) A FFCE G (BN F A E L T TR C A A A4

7

BAF F1E 4 o P )
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Supplementary Information # 2 ¥ 5 :

4. Mode of Collection 4gB~*7& RIE p th3 N ¢
Please select one of the following choices for collecting of the requested item(s):

FHEB LT - AR I P S

O Receive the requested item(s) by registered mail.
P BEE LB R RIF P o
O Collect the requested item(s) in person. Please inform me when the item(s) is / are ready for collection.

BB AP R IR 0 AT AP Ak 4 o

(1) If the Applicant fails to indicate the mode of collection, the requested item(s) will be sent to the Applicant by registered
mail.
Gk VG A B RIF i G SRR RSP IR F Y G

(2) If Applicant 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.
Ve I —4—4 I GEER L LR R K P o F 7 AL # o I 'w’f/fﬁ—e‘};if £ 7% “’T«fﬂﬂ‘/ﬁﬁ‘”ﬁ'-@ KIFp

i IR

3) The requested item(s) will be sent to the Applicant by registered mail if the Applicant does not collect it within 3 months
after the Applicant is informed that the requested item(s) is ready for collection.
F GG AT ST R RO P [z B G AR R KT P o AP KT P g RN Y G

< o
4) If the requested item(s) sent is undelivered and returned, the hospital will dispose of it 3 months after it is returned without
any further notice to the Applicant.
i KIF P F]R G F i 7w /5?/’” BRI B WG MR LT g FE 7Y G
<o
(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 Applicant but the Applicant 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.
TSI T FE GRS NG L TR R T ARPEFE o FHR N FRRAGFLT G A HF LR TR R
TP RAFREAY FHHAATHE? -

Consent & Declaration F £ 2 & :

I, the Applicant, understand and agree that the hospital reserves the right to decline the application notwithstanding the above
unless and until I obtain a court order under Order 24 Rule 7A of the Rules of the High Court (Cap 4A) and section 42 of the
High Court Ordinance (Cap 4), or Order 24 Rule 7A of the Rules of the District Court (Cap 336H) and section 47B of the District
Court Ordinance (Cap 336) requiring disclosure of the deceased’s medical information. & 4 p? ¢ % e & g ¢ 1 i i » ?5 3
TOLERIHES AL Y Fe A E DAL R PRBE (B EZRAN) (F4AF) ¥ 24564 5 TA nsﬂwl
AR EZIRGEN) (R 4F) %425 SR (REERARAN) (t): 336H®) % 24862 5% TAERP 2 (%8
FaiEbl) (% 336 %) % 4TB 2 ietv 4 & T\?Hﬂi;%ﬂﬁ“ EP?}%‘ °

I, the Applicant, declare that the information given in this form is true, correct and complete to the best of my knowledge,
information and belief. I also completely understand the contents of this form and hereby consent to Hospital Authority to disclose
the deceased’s medical information in this request.

AATLBEM P A A ST ST R R AT A AR b’%ﬁfﬂ?fﬁ— PERCBREIR LA X ERR AL TERR MY
BREEON IR LFREEARAY B L FRTH -

Signature of the Applicant: Date:
St EE o

FOR OFFICIAL USE ONLY ¥ f#—? ERER

[Name of Staff] has checked the following(s) on
] The Deceased’s [J HKID Card / [J Passport Number(s) against the [ original / [] copy (original not seen)
1 The Applicant’s [J HKID Card / [J Passport Number(s) against the [ original / [] copy (original not seen)

O Please tick the appropriate box 3 f.iff % = #4r + M50 Page 4 of 4 (wef 30. 3. 2026)
* delete whichever is inappropriate 34 7 4 * KCC/BH/ASD/MRO/FIM/ 0018




7 & {3 20 B [X HONG KONG BUDDHIST HOSPITAL
10 Heng Lam Street, Lok Fu, Kowloon, Hong Kong  Tel: (852) 23396111  Fax: (852) 2338 3445
REELBEAE T B (852)23396111 f#E: (852)2338 3445

WRITTEN CONFIRMATION 3% & f&3d

(To be filled by Direct Relative of the Deceased ¢ #* 7 E ,ﬁﬁﬁaﬁ B)

4 Annex 1
2] (r;_ - )

I, [full name] (Identity Document No. ),
of [address], hereby confirm that:
& 4 [P %2 E](5 PP 25T )
IR [FH] s P FE

I am the [relationship — e.g. spouse, child, etc.] of

[full name of the deceased] (the “Deceased”) (Identity Document No. );
(a)

AR [@ﬁgﬁdvfr](-rffﬂij)m

[B % — Bl geis  F < F](LREN > LEE )

b I have a beneficial interest in the Deceased’s estate;
O kigrsaa32sms

to the best of my knowledge, the Deceased’s estate has no personal representative appointed within the meaning of the
(c) | Probate and Administration Ordinance;
gAA R p AR L (Wb B A F RGN AT AR

I [ have applied / (I intend to apply to the court to be appointed as administrator of the Deceased’ s estate;

(d) ,
A O ppd g /O FEedpd b 25 rymdagme

to the best of my knowledge, there are no other direct relatives of the Deceased who have a higher priority to be appointed
as administrator of the Deceased’s estate under Rule 21 of the Non-Contentious Probate Rules applying or intending to
(e) apply as administrator; and

At e (R EGRERRERR) ¥ 21 AP R ALR M H G ARy LR BN T ARL
a¢ﬁrﬁﬁégg«mg%maéﬁahﬁdﬁ¢aﬁé?g<;ua

to the best of my belief, there will be no objection or dispute from any other person regarding my appointment as
(f) | administrator of the Deceased’s estate.
BAAE ORFEFPARBFHALLEI A F P A FIEA TN E AR DLK

With an Authorized Person W # 3+ 7 JE#2H# 4

I hereby authorize [full name of the authorized person]

(the “Authorized Person”) (Identity Document No. ), to apply and obtain

all medical information of the Deceased from Hospital Authority. In additional, I also authorize Hospital Authority to

] disclose and/or release all medical information of the Deceased to the Authorized Person.

A AR [HEHRE 7P v 2 2] (THRTERFE L)
(£ @M > 25 ) e FIRELAY G2 R M E L F R

FR o gheh s A4 ﬁ;‘;’ﬁ%ﬂ;‘uﬁg@_%iﬁﬁg&gﬂgl/é%ﬁ‘ﬁﬁﬁi%%?ﬁﬂ% BFgE L -

Declaration and Signatures #/7 2 § ¥

AND I declare that # 4 35 #p

1) I completely understand the contents of this confirmation;
AAFERR DM 6 P FRG pF
(i1) the information given in this confirmation is true, correct and complete to the best of my knowledge, information
and belief; AND
Pph A Prde s AP EZ TR S ARERE N AERSO- TR BEEY 22 T aRK U2
(iii) A photocopy of this confirmation shall be deemed to be Valld as the original.
PREERRE 2 B A MBAR L B D A E Rkt o
Signature of the Declarant: Date:
R P g
O Please tick the appropriate box F A § = 4+ M

(wef 30. 3. 2026)



% 35 {# 2 B P HONG KONG BUDDHIST HOSPITAL
10 Heng Lam Street, Lok Fu, Kowloon, Hong Kong Tel: (852) 23396111 Fax: (852) 2338 3445
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Information Sheet for Deceased Patient’s Medical Information Application

PG G FF R TR

Charge E *

1.

The Scale of Fees for the Supply of Copy of Deceased Patient’s Medical Records is listed below #% i 7 & 7% 2 8547 &t §f 407 -
Reproduction charge for the 11‘ll page and onward

- PE BT i
HK$1.5 per page

# Processing Fee &2 ¥
HKS$100 per request
(Inclusive of postage and reproduction charge for not more than 10 Reproduction charge for Radiological Image(s) etc.
pages) S S il 8 E

& B E100 o HK$300 per modality per disc

(s 27 #8% 2 235210 Figfl}) HK$300 per film

R BN 1S ~

&k PE SRR ALE R 300 &
HIRRA AN 300 &

# Each Copy Deceased’s Data Request for any type of record will not be processed unless accompanied by a processing fee. No refund will be made even if the application is
Wlthdl awn before the copy of medical records is issued.

Fot VGGG AT B TI PR o FRHF T EI o G TR G FREEF RGN G P T FE
According to the Hosp1tal Authority’s policy, a minimum of HKD1,100 PER Medical Report (or Medical Form) m specialty and subject
to a maximum of HKD4,400 will be charged.
*ﬂ;b?%}‘?p? TR FTR 0 & \%5}%:#1; (& f% #4)/ & R EFE P 5% HKDL100 > &% Jc ¥ 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.
PR B R BhP bl b S AT IR R R e SR TR/ RBOTHLF Y S FHE @ 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 information is issued.
FRYGHFRREE DY FRRL BRI AR ¥ TR L_Tf}% PN SR re - ML RIS S LRI L 3 I
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 fee(s) 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
A2V AR MR BT AR R B heEREF Y G b R £ A R RP T F
Fef 3L oo st R A ER TERF LI Jro v p HMERE
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.
FOTRCRIE D B EAE T BT §AAI R o BRI TS U T BT R R B 0 B B Rt e

Processing Time A2 g

7.

In general, each medical 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.

SHERT A RRTAY FEAARMR RS FURBU L R NI S REHER B G0 AR §RE

If Deceased’s medical information is required on a particular date but it is unlikely that the medical informatlon 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

AR AR FFRTH AR VP TED ok AR REPRPHF NS FFRTHE AT GGG MY 5o AT
x-‘}’\ F * o ﬂ‘g-*\<€‘3’ /j“'\ °

Others H 4 ¥ 3

9.

10.

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

S FRIL (FFRAH) R E Y

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.

FHY D FR A AR R A - B FRETEILT - SRS

Please send your application or apply in person at the address below 3-#-¢ F-% /L / Mp 2 F| U T 3 ¢

Hong Kong Buddhist Hospital — Medical Records Office

3k f*'ﬂ?i%l‘?n — fﬁf}% 2 3N

East Wing, Block A, G/F, Hong Kong Buddhist Hospital, 10 Heng Lam Street, Lok Fu, Kowloon
LAHG AR AR R RFR ARS T LY

Opening Hours ##2pFfF -

Monday to Friday 8:45am to 1:00pm, and 2:00pm to 5:30pm
EP-3irP3 tEApe Lt ogTE-o@F 2 TE @RIz A

Saturday, Sunday & Public Holiday % #f = > p % 2 B i) Closed &

Telephone No. & 3% 2339 6126

The above details will be subjected to amendment without prior notice. 14+ i5< » A LB FRFE 37 » % (T¥ (il 4w o
(wef 30. 3. 2026)



