TWGHSs Fung Yiu King Hospital
Medical Report Unit

G/F, 9 Sandy Bay Road, Hong Kong
Tel.: 2855 6112  Fax: 2855 9565
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Opening hours: A
Monday - Friday: 9 a.m. to 5:30 p.m.; EHl—E T PSS RS 14y

Saturday: 9a.m.to 1 p.m,;
Sunday & Public Holidays: Closed
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Information sheet for medical report request

1.

2.

Please complete the insurer’s/applicant’s details of the claim form (if any) and submit with the request form. Hospital

reserves the right to provide the medical report in our prescribed format or on your form provided.

Payment of standard charge of HK$895 per specialty per report requested. (This amount is non-refundable even if the

request is withdrawn subsequently. Special charges up to HK$3,580 may be charged for reports requiring special

professional input. Applicants will be informed of the extra charges before the report is processed.)

Applicant should complete the request form and submit together with the following documents:

(i) Applicant’s identity document (if applied by persons other than the patient).

(i)  Patient aged under 18: True copy of the patient’s birth certificate and identity document of the parent OR
documentary proof of relationship of guardianship.

(iii)  Consent by patient for release of medical information (or complete item 4 of the request) or consent by parent /
guardian on behalf of patient aged under 18.

(iv)  Photocopy of Outpatient Follow-up Card.

in person and submit together with the above documents to “Medical Report Unit of TWGHSs Fung Yiu King

Hospital” or provide the completed request form, cross cheque and true copy of the above documents to us by mail to

“G/F, TWGHSs Fung Yiu King Hospital, 9 Sandy Bay Road, Hong Kong”. Crossed cheque should be made payable to

“HOSPITAL AUTHORITY”. All copies of Identification Documents will be used solely for the purpose of this

request. They will be destroyed after the completion of this procedure.

If the patient is staying in hospital, requests may be submitted before discharge, however the report will be completed

only after patient is discharged.

The following will be provided FREE OF CHARGE.

1.

2.

Medical report officially requested by another registered medical practitioner in writing for the sole purpose of
continued medical treatment for the patient.

Admission/Discharge Certificate. Please make request to the doctor in charge or nursing staff of the ward preferably
before discharge if this service is required.

Normally, it will take four to six weeks to complete the procedure. If you have any queries concerning this service, please
call 2855 6112.
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MEDICAL REPORT REQUEST FORM By EHES FH% version: June 2017

1.

Particulars of Patient Jp5 A &l

(@) Name in English %3794 @ (Surname first #4: £ 5017)
Name in Chinese 1304
(b) Sex 4RI *Male 5 /Female % (c) Age i -
(d) Date of Birth {4 HHA :
(e) * HKID Card/Passport/Other No. *75 3 B () 55/38 HA/ HoAth S0

() Address bk :

(g) Daytime Telephone No. [ []Hii4& 855570 -

(h) Any other contact number(s) EftrR#4%EEEESENE

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. If the Passport No. is provided, please produce in person the original or provide a true copy of the
Passport of the Data Subject when submitting this request to our hospital. ZEHEA T B (7 EE5RNE - ISR
BESIERE S BB E Jo B R EE AT EC SRV BREBAE T - MU S R E B S (I EASGE L EMERIA - S/ - JHiE
TEBGTENEERIA - B E HREBSEIEA » DS « SRR - S5 E R ARRSA
FREERASHT - BB HURE R E E AN IRIEA SR ERERIA -

If patient is under 18 years of age, please provide a true copy of the patient’s birth certificate and identity document
of the parent OR documentary proof of relationship of guardianship. #15E ARt/ Gk @ BT EE B4
SEE- Y@ NT YN cli BB RRERTHE RN YNGR = v

Information Requested from the Named Hospital [A]745 B8 &S [ 2 U &k
(@) Specialty EF| :

(b) Period HARS : from H to &
(c) Purpose of Report &~ F#7:
(i) For general purpose(s) {E&—fi%BHIZH:
a general medical report for —fi 48 > By o5 Uit
future medical purposes H 1£E25% ik

D others, please specify At ( 5EEHH )

D a supplementary medical report R SiERAE— ([ 4% Hi AV B e &
# Please attach a copy of the previous medical report, if available, for ease of reference. #4175
DARTHVES R SRS - 5Bt REIARDMES S -
Please specify items to be included in this supplementary medical report:

a L BEERAE B Rt e AT R i I

(ii) For specific purpose(s) {F fytgE FHik:
insurance claim EfZ e
# please attach relevant form from insurance company =50 78 FIRY PRl A\ 5388

employee compensation claims EEZ T{GHHE

legal proceedings JAf:EH IR

certification of sickness/injury for FBHHER/Z 5 LUATE

certification of sickness/disability in support of FERHEF/IEFEH AT

D immigration application H:EEE

[ ] rehousing application Hi3% /A fEE

D to Immigration Dept for family reunion [a] A & AIEEET5 R HH 25 58 A AR 25
D others (state reason) EAth ( 55 5[HAEEH )

L]
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(ii) For specific purpose(s) (cont’d): {E Fs¥gE FH ik (48E):
Contents NZ&HETE:
nature of sickness/disability/injury B e (G 2GS
nature of operation/treatment F-fii/;&REHYME
length of hospitalization BZf5 H A
length of sick leave granted J7%{Ez H A
an assessment of the degree of permanent disability following sickness/injury
IRl 3Z G 5 | Bk A GRS A
an assessment of whether the patient will be fit to work in the job at the time of
sickness/injury SFAtipE A AR &5 18 B S AL W2 GRT A H N TIE
others, please specify HAh ( %A )

I [ [ [ (I

[]

3. Person to whom the Medical Report is to be sent BEEEE 2= HEIT A
The Patient and/or the Patient’s parent/guardian by signing this Form consents to the relevant HA hospital disclosing
and sending the medical report to the following person. i A K/e(HAC/IRHELE A 52 IR TH A KL/ EH
KIRHEFENFIEAR < BhiEH e b m Nl A\ A5 fgs i Rt

Name #E4 : HKID No. F &Sy 5550

Address i -

Tel. No. EEEEH5RAE :

# Please attach a copy of the identity document of the recipient to whom this Medical Report is to be sent if not the
patient himself. The authorized recipient when collecting the report should produce identity proof and
authorization letter (signed by the requester) for verification by staff. If the recipient is a limited company such
as an insurance company, copy of the identity document is not required when submitting the request form.
Company staff should produce documentary proof when they collect the report on behalf of the company.

AR LB 23 E e AR AU 35 BRI AR B A s8I RIA » SR NFIHER S AT RS (5
BHSCf Je R RS A Iz, DUER B &R - WEBR AR —ARAE (WfRERAE]) AlEsC
FREE R I _ERA A B 58 A SRR - AR A TR R R SR A ReE S -

4.  The requested medical report would be sent by mail unless you check the following box:
PRIE(REERE DL T SHACE R S0 T2, S RIRATER AR & & E R -

Collect the medical report in person. Please inform me / recipient when the report is ready for collection.

FIHUATZOR AV B R, S5 1E 7] DA S 5 AR A BN -

© For patient who is over 18 years old. [ F 751/ Uk 2 A
: Signature of the patient Ji5 A %%

Date HHH

: If patient is a minor or mentally incapable. [ 28 F 7> A<+ / sk ERPRUE AR T R BE PR B B 575 2 0 A
: Signature of the patient’s parent/guardian Name in Block Letters #:44 ( 35 IFASEEES ) @
IR ASEHEGE N FE

Nature of Identity Document and number

B OISR e 5t

Date HEHH

D please tick the appropriate :E/E# & |:| AV gE * delete whichever is inappropriate ZE{HE A&
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