KWAI CHUNG HOSPITAL #§ %fr;-‘a
Information Sheet for Deceased Patient's Medical Records
XA kD XY E

(1) Documents to be presented or submitted together with the completed application:

BELY FA - HAF AR LY

= Please produce the Original or provide a true copy of the Deceased’s identity document and Death Certificate. Please
attached a copy of the Deceased’s birth certificate if under 18 years of age. 317 b EP Y 22
MELASRILARF Ao FERRBRS AR G LA EP L gl o

= Please produce the Original or provide a true copy of the Applicant’s Identity document and attach a true copy of
documentary evidence to support the relationship with the Deceased. 32177 ¥ -4 ehd (PP 2 8 A2 1
FEB| & o ot f B AR 2 R AR A e

= Probate or Letter of Administration i# "iniE & i & Ky%d

(2) Charges <% :
The charge includes a processing fee of HK$76 and a reproduction charge for paper based records or radiological
images. < ¢ 45 IL R B 76 1 2 %%nﬁréﬂ X KB rATuF U o

Payment can be paid by cheque or cash 2 & £ 3R & 1 3%:
By Cheque: Crossed Cheque payable to “HOSPITAL AUTHORITY”
AR BIMLL AL FREZAE”

By Cash:
HFME:

Please pay at the Shroff Office at 1/F Block L, Kwai Chung Hospital.
A PR LR L 8 A

The processing fee is non-refundable except for unsuccessful location or retrieval of the medical records and/or X-ray
films. % A Fek it dk e F o e Rl A 2 [ X R PAF A0 o T8 2 AT § o A R

(3) Timing Z F¥: Under normal circumstances, the processing time is about 4 to 6 weeks.
- BERT R ERFA4L6 4

If the total cost payable exceeds the processing fee HK$76, our hospital will notify the applicant to settle the estimated
cost and the copy data will be released after the residual cost is cleared. 47 % 7 * AZ I RJLF B W 76 Lo Afr § 4
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The duplicate medical records and the receipt (if applicable) will be sent by registered mail directly to the applicant. For
duplicate X-ray films, applicant is required to collect in person. *f7 ?Pﬁrg’v B8R Ao € b TR (deig ¥ jFz)u B
BLERZERE S ¥ A o dod X K AFA 0 ¥ A TR P AR B

(4) The completed application form can be submitted by hand or by post 3% ¢ 3% {5 » FiE < S #8F Ak

Address: Health Information and Records Department, 1/F, Kwai Chung Hospital Day Recovery Centre
oy FAFRPERAY ¢ 1 FRFTAZ E83
Office Hours:  Monday - Friday: 9:00 am to 1:00 pm and 2:00 pm to 5:15 pm
Saturday, Sunday, Public Holiday: Closed
PEOPER EP-27 rEQEI TRl 2 TEQ2RI SIS A
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For any enquiry, please feel free to contact 2959 8028 4c3 = £34 » 3k T 2959 8028 -

Scale of Fees (Applicable from 18 June 2017)
ef % (2017 #6 % 18p Biig®)

Processing fee:
B

HK$76 per request

(inclusive of reproduction charge for not more than 10
pages and postage)

& =x 76 ~
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!

Reproduction charge for the 11" page and onward:

HK$1 per page
#F 1
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Reproduction charge for ECG, EEG or X-ray Film etc:
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HK$230 per modality per disc
HK$230 per film

E B PEE LT 230 &
3k & 5 230 ~




For official use only:
O Applicant signed O Applicant HKID checked
O Relationship proved [ Deceased HKID checked

KWAI CHUNG HOSPITAL #7§ ? =R O Deceased BC checked (<18)
Deceased Patient’'s Medical Records Application Form O Paid by Cash 01 Paid by cheque
;g_‘% ¢ ¥~ '?f .? B & &nl 2 ah% Checked by Date
Ref. No.:

(Please tick the appropriate box. 37 if T ERY AP VE)

1. Details of the Deceased Patient 7 —’ﬁ AL

(@ Name: ( )
Ecapa Surname 4+ = Forename % % Chinese ¢ < 4 ¢
(b) Sex: O Male O Female (c) Age: (d) Date of Birth:
%) H - £ 2 p g
(e) O HKID Card No.: O Passport No./Other No.:
AE L PESSE ERELBIE B s

# Please produce the Original or provide a true copy of the Deceased’s identity document and Death Certificate. Please attached a
copy of the Deceased’s birth certificate if under 18 years of age.
FAhAAEOL PP B2 FPE AR R LIRS e FERABR AR HEA NI EP SR o

p f

2. Data Requested #r§ & B~en3sfl:
(@ O In Patient Records O Out Patient Records O Allied Health Records (please specify)
RENR R KR B BF R e GiLl)

Period # & : from o to %

(b) Purpose (please specify) * i (3i3Lf):

(c) Mode of Collection 4g 2~ ;¢
The requested medical records would be sent to you by registered mail unless you check the following box K,f EfS
EAE T I S F ] R R e BBl R Mg R
O collect the requested medical records L p Af B~ ¥ f & &5 &

U others, please specify # i (F31p)

3. Details of the Applicant ¢ 34 4

Name of Applicant: Relationship with Deceased:
L O 4 g E

HKID Card No.: OR Passport No./Other No.:
fiE L PESAE B R ELE/E B B
Address:

b

Daytime Telephone No.: Other Contact Telephone No.:
PR TR oo R AR

# Please produce the Original or provide a true copy of the Applicant’s Identity document and attach a true copy of documentary
evidence to support the relationship with the Deceased.
FAE Y A PR e B AR R LIRS T B E M e v 2 LR,

4. Declaration and Signatures #p z & & :
I, the Applicant, declare as follows # ¥ 34 T HP 4o
O 1 have applied for OR I have been appointed by the Court as the personal representative or one of the personal

representatives to administer the Deceased's estate.
Alc ey e KA RLEL M farh- MY - i R R H R

O 1 am entitled to be the personal representative of the Deceased OR | can act for and on behalf of all persons
who may entitled to apply for the administration of the Deceased's estate.
AAFHRY R EDEANEAN AT IRL 2 RAT 5 Y GFoRkyEr F el Al d o

Signature of Applicant ¥ 3+ & ¥ Date p #p
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