MacLehose Medical Rehabilitation Centre 23 &8 B

Health Information and Records Office B8 & M K iR I 224
Medical Report Unit B8 3R & 40
Tel E&E: +852 2974 0210 Fax fE: +852 2974 0211

Information Sheet for Medical Report and Patient Information Application
R s i AN ERHEA

1. Theapplication is applicable to patient treated in our hospital. Patient can authorize a person to apply on his behalf; if the patient
is a minor aged under 18 or mentally incapable, the application should be made via his parent /guardian. For applicant who is
not the patient himself, please complete item 3 of this form. For all application, the patient must sign at item 5 of this form.

AHHE REEZ N AR 26 2 W NS - i A REEA A AR RS | 20 AR 18k 2 AR (iR L M A RE R ER A
BB RERHEREEAFH R - WHFAIERARAN  FEHEARRFRZEIEG - FrAHH W ALHERH
ERESHIMREA BB —WESL -

2. Applicant should complete the application form and submit together with the following documents:
R N BAE H R R PR (A BB R R A2 s MY A RR S EA ST
(@) Patient’s identity document
WA Z B s
(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 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 copy of the Passport of the Data Subject
when submitting this application to our hospital.

LIER B AL (8T 05 1L TE RS B /e BT AL eI e 1T+ 58 ARV 5 LT & A5 (38 IE R HIEX
FIE o BR  FHIER TG (AT HFFG LR BAEG IR LB - EfEERIE  Fiy At
RARHFRIGHF » PP HLT B FAATE LR SEZ AL )

(b)  Applicant’s identity document (if applied by persons other than the patient).
HEE A (WHFEAIBRA) ZEmsadis st -
(c) Patient aged under 18: A copy of the patient’s birth certificate and identity document of the parent OR documentary
proof of relationship of guardianship.
Kot /R - AR IE K EEE A B S 2 BIA SR E AN 2 -
(d) Consent by patient for release of medical information (or complete item 3 of the application form) or consent by parent /
guardian on behalf of patient aged under 18.
WABBZAMSENEFEREZARE (S ARERZE 3 80 ) SEEEARE T/ GURAEE ZFEE -
(e) Photocopy of Outpatient Follow-up Card (if available).
B2 TR (A) -

3. Charges Uy#:

(@) Medical Report/ Claim Form: A minimum of HK$895 per specialty, special charges may be charged for reports requiring
special professional input subject to a maximum of HKD3,580. Applicants will be informed of the extra charges before
the report is processed.

RS R E R B0y i (E BRI T8 AT B B & SR R A b i (8 R A AR A B R 2 F R 895 7T » 1P
HME RO R BERE - R RAENE3,5807T - WRICE N @ Bii g e ERTEMHFEA -

(b) Re-issuance of a Medical Certificate (sick leave certificate): $230 per copy.
SR A S (REGENS): FOrEYFAER2307T -

This amount is non-refundable even if the request is withdrawn subsequently.

MR B HAACE R CEB AR ERE -
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10.

11.

12.

13.

All medical report / patient information will be written in English. The hospital does not provide translation service.

FrA B RE SR AN BRI ESCER - APl R -

Please complete the applicant’s details on the claim form or other relevant forms (if any) and submit with the application form.
Hospital reserves the right to provide the medical report in our prescribed format or on your form provided.

AR HEE R A B AR S R4E » HRCEZAHRIRA L B NER Z BRFRSEE AR 2 fiER—b
AZ[E] o B Bre O B RE AL RS B G N IR Z AR B it oo — Tl S A B Rl S I A DA EREE A T

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

WEHSEREBIENER » WHERERZIEA « ERESEREREIE > AR BAEFRERE -

Any person who collects the medical report / patient information in person should produce identity proof and authorization
letter (applicable to collector who is not the patient himself or not the authorized person in item 3 of this Form or is a company
staff) for verification.

FTA A8 BIHER &S E R > AR B (a8 S R R A S IR RE S GBI B8 A R AR NS A 1%
2 ANLHAENRFE) - DEREZHER -

Medical report / patient information will be sent to the applicant’s provided address by registered mail if they are not collected

within 3 months after being informed. If the medical report / patient information sent by registered mail is undelivered and

returned by the Post Office, they will be disposed of 3 months after its return without any further or prior notice.

B S i AN R T8 AT DL R 09 = 3 AT AR AR - & DU SR 15 08 22 HR 55 AR BLAYSthaL - RORAE S IR M
HERENVERRS  GR=(ERRER > FRANGSTEAM -

Submission of Application JEAZ HHEE = :
Application can be made in person or by post. For application by post, please send the duly completed application form,
relevant supporting documents (if applicable), together with a crossed cheque of the processing fee made payable to
“Hospital Authority” to the following office:
FH A A BT B ] PR e AN SE W 2 B B DA BP J5 2H a » MIDABRAR 7 =0FREs - SR RHE RS . ARSARIR
(A IR BRI E4 5E CLRaB R T TBREHF ) » FETAE

Address: itk

Medical Report Unit FAEACIIRIE 1257 AR 11#

Health Information and Records Office B SO R 22

1/F, Block A, 12 Sandy Bay Road, Hong Kong BRI SN

Opening hours: i NI

Monday - Friday: 9 a.m. to 12 noon and 1 p.m. to 5 p.m.; Eli—%2h  EFIUREPFT IR
Saturday, Sunday & Public Holidays: Closed M RE MR

BN, BIHRAREMN  RE

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

EBEAESHIHEFER > P EBENSRE - 2 F R F R AR T AT 5E R -

Under normal circumstances, each medical report application will be completed around 8 weeks. Longer processing time is
required depending on individual specialty, or if multi-specialties or several claim forms are involved.

—fREIL T SRS | R/ B - NIEERIER 5SS NS i B &R E

P PR ] G %

For enquiries, please call 2974 0210 during opening hours.
WA FEEIERR - SR AR REE 2974 0210

The above details may be subject to change without prior notice.
DLEWRRR > ABtst G R E T (E ST A -
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MacLehose Medical Rehabilitation Centre
B EERERT
MEDICAL REPORT AND PATIENT INFORMATION

APPLICATIONFORM

B MR N\ B EEE

(Please read the “Information Sheet for Medical Report and Patient
Information Application” before making the application, and provide
relevant information.

TR EREERT » 355020 T s e S Fom NERIRAL
e B E R - )

1. Particulars of Patient 355 A :

(@) Name in English 330444 @ (Surname first (% 4517)

For official use only [ F5 4 fr 35

MMRC/MR/
DS ID

BC

RP ID

$$

Checked by

original / copy
original / copy
original / copy
$895

Name in Chinese 1744 :

(b) Sex I *Male 55 /Female % (c) Age F#g:
(d) Date of Birth {4 HHA :

(e) * HKID Card/Passport/Other No. *7 & 5 {7 55 /28 12/ L f SR

(f) Address Hfht :

(g) Daytime Telephone No. H 45 & 55905

(h)  Any other contact number(s) EAtl4% T EEYERE

2. Information Requested ZEVHIEF} :
(a) Specialty #Ff} :

(b) Period HifH : from H to &

(c) Nature of Request HHzEIEH :

Medical Report B&j# 55 £+

Insurance Claim Form HZ (iR (E F A%

FormB A% EHFHHE HIFE I NBFEEMNEEB

Medical Certificate (Sick Leave Certificate) B2 4 :5HHE (R EEHE)
Date of Attendance £z H#H :

Sick Leave Period & {EiEH : from (5 to &
(D/IM7Y)

asupplementary medical report fiZfE s 2 i — ([ 2% A B &

I N | |

(D/IMTY)

Please attach a copy of the previous medical report, if available, for ease of reference.

I LUFTHI SR s3I LA AL FE%

Please specify items to be included in this supplementary medical report

A a O L R A B R R T L5 2 S0

Others EAf :

]

(d) Purpose HiFE
future Medical Follow-up / Personal Record H 7% B2 F 3 /(A 4055

employee compensation claims EHZ T {5/
legal proceedings JAEEHIEFIZT

O]

certification of sickness/injury for &R/ & LIF{E
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immigration / Visa application B354 / &5
others HAtr

(]

(e) Contents NAEFE:

nature of sickness/disability/injury iR ERE ZEMWE
nature of operation/treatment F-fi7/;a e

length of hospitalization ¥45% H Hf

length of sick leave granted 7 1E H Hj

an assessment of the degree of permanent disability following sickness/injury

TRIRIZ G T 5 | B K A G TRAR S S HG

an assessment of whether the patient will be fit to work in the job at the time of sickness/injury
SPAl R AR T A 8 A AR B2 BRI A B LAE

others, please specify HAt ( #5:1HH )

L1 O Do

3. Details of Authorized Person f&E#7#E A T-5£15 :
To be completed for authorized person not the patient himself/or patient who is aged under 18) (please read Information

Sheetno. 1) AR N EIEMEAAN [ S0 \NAREER 18 5 > ZIEE ILENY) G725 Hag HAIE | H)

Name #:4 : HKID No. & 517735555 / Passport No. & 12576 -
Tel. No. 4k EEEL5EhE - Relationship with Patient Ei55 A {4 :

Address iEE stk -

4, Mode of Collection ZEEEAZRHI AR :
The requested items would be sent to you by registered mail unless you check the following box.
FRIFREERE LN T HEUE NE R T SRITRETERAVE N BRI & ISR R 2 -
| wish to X AFE:
Collect the Personal Data in person. Please inform the applicant / me when the data is ready for collection.

i E EEPT ORI (E N E R - A A I EE R A AN H R
5. Declaration & Signature j55 A\ B i 2528 -

I declare that the information given in this Form is accurate. | and/ or my parent/ guardian by signing this Form
consents to the Hospital disclosing and sending my medical report / patient information to the authorized person
stated in item 3 of this Form (if applicable).

A NELBTAEARBARHN BRI - AARKEL / 3/ EEASBHRBARRARKEL /2 / BEEA
FIEAM b AR k& HHBRES W ARG HFERSE 3 BHOFTER 2B AL (EH) -

For patient who is over 18 years old. L7 A w1/ %2 A
Signature of the patient J% A\ %% Date HHA

If patient is a minor or mentally incapable. b4 28 F > A i+ /% RS RO T A BE iR B AR B S8 2 93 A
Signature of the patient’s parent/guardian Name in Block Letters #:4% (A IEMEEE )
WA ICHE N HE

Nature of Identity Document and number

By S A R S

Date HHH
J please tick the appropriate =5{F#E & |_[ A Vg * delete whichever is inappropriate E5{HZ= %8 F &

MMRC-ADM-HIRO-444-v.4.0 Dec 2024 Page 2 B



