For official use only
Patient ID Checked: [ ] Original [] copy [] Match with PMI Amount payable: $ [] cash [Jcheque
[] free of charge

Applicant ID: []original [] copy [] Consent signed Receipt number:
|:| Birth certificate |:| Relevant person consent signed Checked by:
[ Certificate of marriage [C] Remark/Others Date:

Kwai Chung Hospital 2% /& 5 %
Medical Report Request Form 28 5 #f {5 B0 38 & 18

( [ Please v* where appropriate 22772285 Ll "~ Y ) 5E)

1. Particulars of patient
mAER

(a) Nature of identity document and number
SRR KRS
(b) Name (English) (Chinese)
UE (EX) (FX0)
(c) Date of birth (dd/mm/yyyy) (d) Sex |:| Male |:| Female (e) Age
HAHM(H A ) PR 5 28 i
(f) Address
Hbdi
Daytime telephone number (h) Other contact number(s)
H FTlige s FE S FAtFr4s BB EETHS

# If the HKID card number 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.

EIEREEBG BTN - MIERHINHEIEIE R LB E /G E BT iR 1975 - ARG & ES 15 [FAHIEREEG L -
BRY - BIEREBSBHIEMEGL - RS a LG LT EESHEIEX - RER -

# If the passport number is provided, please produce in person the original or provide a true copy of the passport of the patient when submitting
this medical report request to our hospital.

EIERERRN  BEALGIERAK TEERE TS 15K - ST BALERIEARIERERER L -

2. Information requested from the named hospital
maRAEE RN E R
(a) Specialty: [ | Psychiatric [ ] Clinical psychology [ | Dietetics [ ] Occupational therapy [ | Speech therapy

FrT st FEHR} PR O R B e SEEAREE
[ ] Physiotherapy [ | Others (please specify)
YR A HAM (5B51EA)
(b) (1) Consultation period from to
K2 AR | z

(2) Date of admission (dd/mm/yyyy)
ABEHEE(H 1 B 1 4F)

(3) Date of discharge (dd/mm/yyyy)
HBEHEA (H /1 A 14F)

(4) Hospital number (5) Inpatient ward:
BT E RS AR B
(c) Medical report format |:| Completion of form (e.g. Insurance claim form) |:| Medical report (not completing form)
BEREEN EBRBMRRBERS) BERRS(FRERRE)
(d) Contents of report: (This does not apply if insurance claim form attached)

Bl EN A ERE I B RIRAE ISR E LIRS, AIHETIEE)

D Nature of sickness / disability / injury D Length of hospitalization
B G5 1 2 GIEE B e HH
Nature of operation / treatment D Length of sick leave granted
il 1 EEEE JrfE H A

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

e | 2GS 1Bk A G RS G

An assessment of whether the patient will be fit to work in the job at the time of sickness / injury
ST AR AR A i B R AR FAE R [ 2 G RT & T AR

Others (please specify)
FoAtl, (F55EHH)

OO 0 d
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©

Purpose of medical report:

BRREHA

For general purpose(s)
fER—HENAR
(1) |:| A general medical report for: |:| Future medical purposes

—RRMERNBEEIRE DU HESEERR
[] Others (please specify)
Bt (F5EEHA)

(2) D A supplementary medical report (Please attach a copy of the previous medical report, if available, for ease of reference)

RENRE—ECRENBRRE  (WELIIESERS BN LAELEEE)

Please specify items to be included in this supplementary medical report:

B EBFIRSTEER 2 EIR

For specific purpose(s)

fERiEE A%
1) Insurance claim
L BRRREE

|:| Attatched insurance claim form to be completed by doctor
My EERIBEEERBHELIES

|:| No insurance claim form
RERBEERS

(2) |:| Employee compensation claims
BRIGHEE

(3) [] Legal proceedings
FERFRER

(4) |:| Certification of sickness / injury for
BIALR / ZELUBLE

(5) |:| Certification of sickness / disability in support of rehousing application
BIREEE / BREAMUSFRFELEREE

(6) |:| Others (please state reason)
EAh (555 )

3. Person to whom the medical report is to be sent

BRESREA

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:

PN/ BHR /B B N BEBILFBATRAR,KEL &/ S \FBEW BB ERbm T A LER NS EE
S

(2)

(®)

(d

Name (English) (Chinese)
HH (3 (=0

Nature of identity document and number
S8 A R KRS

Address
HhE

Daytime telephone number (e) Other contact number
HE A4S B Hth 45 B RS

# Please produce in person the original or provide a true copy of the identity document of the individual to whom this medical
report is to be sent (if not the patient). This does not apply if the recipient is a limited company such as an insurance company.
HIRML IR I RTIA BN TR - B LT IE RN BIS (X B IS E R
WEFERN B—BIRL G WRELE] ) - B FFE
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4. Declaration and Signatures

BENEE

The patient and (where applicable) patient's parent / guardian declare that the information given in this medical report request form
is accurate.

AR 1B 1 B N (VB R AR "SRl s, MIREAY e -

Signature of the patient Date (dd/mm/yyyy)
WAEE HEA (H/H/4E)

If application by patient's parent / quardian:  (for patient under 18 years 9/d or legal guardian)
EHBEAR / B/ BEANRKHE (HABBER T/ (B TY FHett i TR S EFEZFN)

Name of the patient's parent / guardian (in block letters)
WA T BE ] B NYE# (5 IETE1EE)

Nature of identity document and number Relationship with the patient
SOy B RS i AR

Signature Date (dd/mm/yyyy)

HE HE (H/F/4E)

5. Mode of Collection

HERAR
Please select collection method
AEESRTA
D In person D By registered mail
THEEE B IR
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10.

11.

12.

12.

13.

Notes for application for medical report
RS A
According to the Hospital Authority’s policy, a minimum of HK$1,100 per medical report per specialty and subject to a maximum of

HK$4,400 will be charged.
REBREEFECE - EMBERS / SEERHEWEREETLI00  REWERES$4,400 -

The hospital will generally keep in-patient and specialist out-patient psychiatric records for 10 years.
KE—RRRBBATENERARENFIZ BRI -

Application made by relevant person should obtain patient's written consent.
BRALERNGSHEANZHEBEE > o685 -
Applicant and concerned parties should present all relevant documents for record and verification of identity. The documents
include :
BBARBBALTLRLE R FIBERERY  UELCHERZESD - XHEHE:
4.1 If the HKID card number 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.

ERREBEOERE - MERMRBEENABEERENEFMTHENREHEST  BARBLTNEEENELFAARERE
BEAX - &R ARXFEBBNIENEREE BRSO XRLIREBSHELER - DIHER -

4.2 |f the patient is under 18: Birth certificate or legal custody paper AND parent / guardian’s written consent (if application
made by relevant person) and attach a copy of documentary evidence to support the relationship with the data subject.

ERAET/\BEMUT  HERPSE N AEEREEME R R/ 8/ BEEAZEERR(ERARBERALRES
) o Wk ERERES ARGRRIEXEEE -

4.3 A court document issued by courts in Hong Kong appointing the relevant person to manage the affairs of the patient (if
applicable)

BEEERBZREDEFALEERASHEIOERG (WER)

Please provide as far as possible all relevant patient's information, such as dates, receipts and specialist outpatient clinic case
number, etc.

EREBRMMAERRAREIARAENER - MEH - ERIEE - ERIPIRZRIES -

For completing the medical insurance form issued by insurance company, the insurance form has to be submitted together with

the application form. Please complete the part | of the insurance form with patient's signature. Such request should be made only
after the patient is discharged.

ERPFRERRRATRENERRRRE > FRZRBEDRFER—HRMO - BFEALREZRE LNE—E0 > LGB ER
RMARE - IEIRPE  BERALRES THIE -

Please fill in the application form carefully Insufficient or inaccurate information will lead to delay or rejection.
FRRERPFERAT-IRER  BFMEERAARIHER - IWRPERRIERNIER -

The applicant should settle the fee at the Shroff Office upon submission of the application form. Payment by cheque should be
crossed and made payable to the “Hospital Authority”.

ERBERSPRELRN  PRARIMBREAREN - IUZEMNFR > REHFEE "BREER. » WA -
For application by post, send the duly completed application form together with a crossed cheque made payable to “Hospital
Authority” to:
MPENESR N BRE - FRIEZRBERIREE - KRFR "BREEF, - LFAE:

Health Information and Records Department at 1/F, Kwai Chung Hospital
Day Recovery Centre, 3-15 Kwai Chung Hospital Road, New Territories

s sEmEEkREg 3-15 5% EFERABEITP L 118 BEEMRACERE
Please do not send cash by post.

U7 MFIHE -

No refund will be made even the application is withdrawn before the report is issued.

PREANEEBRESREABHESE  SHER  HARE -

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

—MERT  BNBEREFFEBHN S ERAETH - HERERNEN > SBBFSAEERSNBERENRE  EERBERE -
Each medical report is written in English only.

BOBRERSHRAEXESR -

Should you have any queries, please feel free to contact our Health Information and Records Department.

MERTERN > FHERREREENRACERT -

Tel E5E: 2959 8028 Fax {8&5.: 2307 6521 Email %[ kch.enquiry@ha.org.hk
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