KWAI CHUNG HOSPITAL #§ %l‘s—;
Information Sheet for Medical Report and Patient Information

PHEFRFLEBATHES

(1) Please complete this application. Attach the claim form (if any) and tick the appropriate box “Completion of Form /
Insurance Claim Form” in item 2 (b) on this application form. Hospital reserves the right to provide the medical report
in our prescribed format or on your form provided.
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(2) Documents to be presented or submitted together with application £ ¥ -2 - & 17 & 2 2 2 2!

= |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 the Passport No. is provided,
please produce in person the original or provide a true copy of the Passport. E# 2 4 i £ (> %545 > @ % 2 h5L
REFEESFE h THEATEEORBA R BRRS DT AR PED AR LR FRGERT
oMy NTERE AN R EA A o

= Please produce in person the Original or provide a true copy of the identity document of the individual to whom this
Medical Report and Patient Information is to be sent if not the Data Subject himself. e j* 3 Jrdp 2 = 5 4 7o
2d THEFALA AR GFREVNFRILAPEPEP > 2SR Emal 4 -

= |f the data subject is under the age of 18, please attach a copy of the Birth Certificate, the Original or a copy of the
identity document of the data subject’s parent / guardian and attach a copy of documentary evidence to support the
relationship with the Data Subject. 4= 342§ ¥ A K&+ Ak Grgp B N2 B L @ld ~ THREFA/A/E
Aed e R AN R A T EER G FE AR ROEP 2 Ea A o

(3) Charges fz 7 :
= A minimum of HK$895 per Medical Report / Claim Form per specialty; subject to a maximum of HK$3580.
& ﬁﬂ¥ff§f§?% PR RB My 5 8% 895 ~ ; B F ey B 3580 ~ o
= The charge of each re-issued Sick Leave Certificate / Attendance History / Payment History is HK$230.
& 3R mﬁr% BIEP [0 Beér] TR E8fy 5B 230 % o

Payment can be paid by cheque or cash 2 &+ £ 23R £ 1 2%
By Cheque: Crossed Cheque payable to “HOSPITAL AUTHORITY”
AL AR HMLEHFEAL FRELR”

By Cash:  Please pay at the Shroff Office at 1/F Block L, Kwai Chung Hospital.
BHME: FAFAFRLELIE 87

No refund of the charge will be made. * FoogdRy o TEHZF T o R o

(4) Timing % F¥: In general, each medical report application will be completed within 8 weeks. Longer processing time is
required depending on individual specialty, or if multi-specialties or several claim forms are involved.
- BFRT . & i R AR e ANED P A FEBRE A RS i 3 R AR
LA AILPER g R
All Medical Report / Claim Form / re-issued Medical Certificate / Attendance History / Payment History are written in
English. After completion, the receipt (if applicable) will be sent by registered mail directly to the person mentioned in
item 3 of this application. *75 F &2 /23 o A hiF 2 @p T3P L sdrEr I Bond
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(5) The completed application form can be submitted by hand or by post .- ¥ 3% & » FGif 2 & 20 F A fx
By Hand: Health Information and Records Department, 1/F, Kwai Chung Hospital Day Recovery Centre
Monday - Friday: 9:00 am to 1:00 pm and 2:00 pm to 5:15 pm
Saturday / Sunday / Public Holiday: closed
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By Post: Health Information and Records Department, 1/F, Kwai Chung Hospital Day Recovery Centre,
3-15 Kwai Chung Hospital Road, New Territories.
;mE: R E Frak 3-155 FA FrRp FA A 1 FR TG L

For any enquiry, please feel free to contact 2959 8241. 4-j i &3 » {3 & 2959 8241 -




For official use only:
O Consent signed O Parent signed
O HKID No. matched PMI O HKID checked
KWAI CHUNG HOSPITAL #§ ? £ [ BC checked (<18) O Parent HKID checked
Medical Report and Patient Information Application Form | [ PaidbyCash O Paid by cheque
?%‘ﬂ% 2 )?‘,.: X ?t*l_ ¢ ;i_%‘ Checked by Date
(Please tick the appropriate box. 3 i & 5 44+ 40+ v'51) MR Ref. No.:
1. Details of the Data Subject F#L§ ¥ 4 33
(@) Name: ( )
¥ Surname %+ =% Forename & = Chinese ¥ <~ 4+ %
(b) Sex: O Male O Female (c) Age: (d) Date of Birth:
e 7 - ¥ A4 p gy
(e) O HKID Card No.: O Passport No./Other No.:
é ’ﬁ j/ 1/7’\ ?—g—ﬁfb'ﬁ% ;EPG %}ig‘%/';ﬂ i)‘; %;uln%
(f) Address:
bbb
(g) Daytime Telephone No.: (h) Other Contact Telephone No.:
pRES R T AL B BT R

# 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 data subject is under
the age of 18, please attach a copy of the Birth Certificate. ## X 3B L »ESMB > 7 HI DB L E & %ﬁ B F R AT
WEOEEAR R > RAML N T AR L PEE ASK LIS c B FRIAFELFEDLIEAH A SR LD AR
NTBEEPEE A AP TR FAREL A& LKI‘]’P‘-:' HAO 2 3m o+

# 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 Medical Report and Patient Information Application Form to our hospital.
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2. Data Requested #f§ & B~ef3 L.
(a) Type of Data and Requested Period FAL#g w2 & F48p fF:
O In Patient Records [ Out Patient Records [ AIIied Health Records (please specify)
DR ER RS 2% & PE@* : 4% (‘E)a I

Period # RF: from o to %

(b) Nature of Application ¥ -+

00 Medical Report 3 s 4% O Sick Leave Certificate s B3 P
O Completion of Form / Insurance Claim Form O First-issued # % - (free of charge # %)
RS AL O Re-issued it % ¢

O Attendance History 1% 4%
0l Payment History iz % 3=45

(c) Purpose of Report %3 AR L 2%
(i) For general purpose(s) it % — P ez #:
O ageneral medical report for — & eh% 38 2 12 ik
O future medical purposes P & ¥ 7 * i&
O others, please specify H & (;31/)

O asupplementary medical report f2§# ¢ p2ie— B2 3 JenFRip L
(Please attach a copy of the previous medical report, if available for ease of reference.
dof 1T IE AL G B R TERT)
Please specify items to be included in this supplementary medical report.
TIPSR FRAR L T L
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(i) For specific purpose(s) % & 4p T * i
O insurance claim ¥ - P&
O employee compensation claims ¢ % 1 i p& i§
O application for reimbursement / direct payment of medical expenses (for civil servant only)
PEEER ERAAFRTY (Safgr)
legal proceedings % =¥ 42 5
certification of sickness / injury for Z&p A [ £ 12 * i
O certification of sickness / disability in support of Zm 5 m [ 2% % 2 & 3.
immigration application ¥ ## =
rehousing application ¥ # 2 E 4% %
to Immigration Department for family reunion % % » 8 & 2 A? F 1A kB B R
others (state reason) # @ (FzLp 12d )

O O

OooOoad

(d) Contents p 7% & F=:

O nature of sickness / disability / injury 7 s & i 2% & < i (25
O nature of operation / treatment = jiv /[ 55 e B
O length of hospitalization F Fs p #p
O length of sick leave granted 5 P P
O an assessment of the degree of permanent disability following sickness / injury
B | R B A RMRAGRAILRIER
[0 an assessment of whether the patient will be fit to work in the job at the time of sickness / injury

TR ARKRELTRERRE AR [ X Foair
O others, please specify H # (;31f)

(e) Mode of Collection Ag 2~ ;\:
The requested medical report / patient information would be sent to you by registered mail unless you check the
following box K’»T‘ PEREH T B N BRI R .ﬁﬁﬂ%‘é‘f);%iﬁ%/ffﬁs AFALE-E R LI F
O collect the requested medical report / patient information in person #Lp Ag B~ % B 38 24 [m 4 T4
O others, please specify H # (;31f)

Person to whom the Medical Report and Patient Information is to be sent g&éﬁ—;‘. A e &

The Data Subject and / or the Data Subject’s parent / guardian by signing this Form consents to the relevant HA
Hospital disclosing and sending the medical report and patient information to the following person:
FTHEFFAZ/CHARMAITEA FF VL ARACLAFTHEFFAZ/NER/AITEARLT F&éi?l‘%%‘ﬁl% Flew
THALEREF Y PRS2 R4 oA

Name: Contact Telephone No.:

EEags TR R 5

HKID Card No.: OR  Passport No./Other No.:
Ak RS & ERELAE/E B 5
Address:

1A

# Please produce in person the Original or provide a true copy of the identity document of the individual to whom this Medical
Report and Patient Information is to be sent if not the Data Subject himself. This does not apply if the recipient is a limited
company such as an insurance company.
hedk S FRAR S 2 o 4 T TR T A AR FRENT R DD PERN 2 BRI S o oF R
Lo F NP (ARG D) B R EY o

Signature of the Data Subject Signature of Witness (if applicable)
FTHEFFCEE LA EF (o ¥ %)

Date p #: Date p #:
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For Data Subject who is a minor (under the age of 18) or mentally incapable

(CFE? S ABIBR S T R Ra d L ARAL T2 THETR)

Signature of Data Subject’s Parent/Guardian Date
FTHEFARMIEEAEF p gy

Name in Block Letter:
V(T HER)

HKID Card No.: OR Passport No./Other No.:
LR R A & ERLABIE L R

# Please produce the Original or provide a copy of the applicant's identity document and attach a copy of documentary

evidence to support the relationship with the Data Subject.
FATE AL PEP Y BE AR, I ETRFET AR GIRER 2 2R o
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