For official use only

Patient ID checked: []Original  [] Copy [ Match with PMI Amount payable:$____ % ?riihofmcﬁgfg:e
Applicant ID: [ ] Original [ ] Copy [ ] Consent signed Receipt Number:

[] Birth certificate [ ] Relevant person consent signed  Checked by:

[] Certificate of marriage [ ] Remark/ Others Date:

Kwai Chung Hospital 2@kt
Patient Information Application Form i RAZEREBER

( [JPlease v'where appropriate FHEEELEELNLE T, 3D
1 Particulars of patient:

mAE#Y

(&) Name (English) (Chinese)
#E (EX) (FX)

(b) Sex [] Male [] Female (c) Age (d) Date of birth (dd/mm/yyyy)
]l 5 X e EAHE (H/RF)

(e) HKID card number / Passport number
BES DRI EIRRAE

() Address
Ik

(g) Telephone number (9) Email address
Bt AS BB AR RS ESEdiubild

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.

EIREXEBE (BT IEXHI T e IEME R E /5 & I trAI I e 187 - FERARSG LT &8 G )8 IE A TIERBEIEFK - A » FIEX
BEGEIERGL - S ML & B HEIEX - 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

patient information application form to our hospital. _ _
EIER BRI A AGIERL TR E R Bz s #5 - G LT HIEGE IFAREIELSEIEF A -

. Request details:
ERiERFIB

_ : - [] Firstissue BR&
(a) Nature: O ';/,Led';cal cgt‘mcegtﬁe (Never or forget to obtain from doctor)
IE5H B4 EBBERERAR) (#5855 30 [ BE AR )

Attendance certificate [ ] Re-issue (e.g. due to loss) (HK$300 per copy)
F2EAE I (FIUER) (B HK$300)

Discharge slip
B AR

Certify true copy (HK$300 per copy)
ZEEMEE K (51 HK$300)

Date of admission & discharge (HK$300 per copy)
HABRHE (81 HK$300)

Attendance and payment record (HK$300 per copy)
FZ RBELiF (81 HK$300)

O O O] o g O

Others (please specify)
Hith (B5LHR)

]

Clarification (please attach the original document for ease of reference)
BBEEIR (BN ERZSEIEARLUFSE)

Please specify
EeEadz!

(b) Specialty: | [ ] Psychiatry [ ] Clinical psychology [] Occupational therapy
FrE s A =R iR RO ERY Bl

[ ] Physiotherapy [ ] Dietetic [ 1 Speech therapy
BNy g =85 =aaBa

[ ] Other (please specify)
HAth(F55LRR)
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(c) Period: from to
ZOKHAR | B z

(d) Purpose: | [] To employer ] Insurance claim [ ] Employee compensation claims
Rz EREE BRRREE BRIGREE

] Apply for traffic accident victims assistance (Social Welfare Department)
PHEAEENBERBEIMETEN

[] Others (please specify)
Hith (FBERR)

(e) Mode of [ ] In person [ ] By registered malil [] Log in HA Go to download
collection: RB<EEY DU SR ER A U ER (if applicable)
EEF BiTEAHAGo & (WEA)

3. Payment method:
A E

[] By cash/ePayment/ credit card at the Central Shroff in person
MEBPREABELIRE / BFH / BRAFER

[ ] By crossed cheque made payable to “Hospital Authority” Cheque number

Pliaeas T BiRERE ) NEIRZEMTK X EERAS
4. Particulars of patient's parent / quardian: (for patient under 18 years old or legal guardian)
WAR / EEEAER (BERE#HT/ % 5% BEEALFA)
(a) Name (English) (Chinese)
H"a (=X) (F37)
(b) HKID card number Passport number
EBESHBRE | #msRE
(c) Address
ik
(d) Telephone number
4B BB A RS
(e) Relationship with patient
EAfE A B 14
() Email address
E ik

Please produce in person the original or provide a true copy of the identity document of patient’s parent / guardian.
BHEHTHAL ) B ) BEANFIS BB IF AR IESEREGX -
Please also attach a true copy of the documentary evidence to support the relationship between parent / guardian and the patient.

E—R LAEBRAR /5 ) BEAN RGN ZGHEBX RS -
5. Declaration and signatures:
ZHHEESE

The patient and (where applicable) patient's parent / guardian declare that the information given in this
patient information application form is accurate
BARBAR / BEA (MEAE) ZEUBRELR TRABRBHR ) AEHOER ERET -

Signature Date (dd/mmlyyyy)
BAEE HE (H/R/9%)

If application by patient's parent / guardian:
EHBAR / B / BEEARRHHE

Signature of patient's

parent / guardian Date (dd/mm/yyyy)
BAR [/ B | BEEARE BHER (H/R/F)
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10.

11.

12.

13.

Notes for application for patient information
ERERR A E R B

According to the Hospital Authority’s policy, the charge of each re-issued sick leave certificate / certify true copy / date of admission
& discharge / attendance and payment record is HK$300.

RIBBEREEFEER - SRERNHRER / RBEREIX / EAKRBH / 22 kBECHIWERBE 300 7T -

The hospital will generally keep in-patient and specialist out-patient psychiatric records for 10 years.
Kir—mRRBBATENERLRENFIZBERLCH -

Application made by relevant person should obtain patient's written consent.

BEALRNSHRANZEERE > Y55 -

Applicant and concerned parties should present all relevant documents for record and verification of identity. The documents
include:

BHEANBBEALLAL R NIBEERXYE  DBELCHERZESD  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.

BRRXEBENERE  MERAMRGEENABESER EMCENRGEES BARSHAEEBNIREAIARERE

BEAX - &R ARXEFEBNVENEREE - BRBAXRLREBSHELER - DIHER -

4.2 Ifthe 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

EWAET\EUT  HERPAE N ZEEEEERE R /Y/EEAZEOARDR(ERARBEEALRLSH) -

My - E R EE AR GRERXEEIR -

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

BELIRBZREDEFAALEERASHEIOERG (WER)

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

FREBREMEERBAEIABARNER > WHE - EEKEWUE - ERIFZRES -

Please fill in the application form carefully. Insufficient or inaccurate information will lead to delay or rejection.

BEREEZPFRAET-IEER  BEMEERAAEHER - WEPFERZEERNIERE -

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

ERXRABRBBERR > FEARIPRY/BEHZEN - MLIXRNF REFR "BREES ., WML -

For application by post, send the duly completed application form together with a crossed cheque made payable to “Hospital
Authority” to:

WEIET TR - BIRERRBERIEXR - AR TEBREES . THE:

Health Information and Records Department at G/F, Main Block (Blocks B/C), Kwai Chung Hospital,
3-15 Kwai Chung Hospital Road, Kwai Chung, New Territories

R EEHEEIRES 3-15 MBI EEAIR(B/C )it T BEEREMKAERE

Please do not send cash by post.
UINHEIRE -

No refund will be made even the application is withdrawn before the patient information is issued.
BEARFEERABRBHATMESE > CHER  BA%E -

In general, each patient information application will be completed in around 6 weeks.
—RBERT > BB ABERBBERTN 6 2T EETH -

Each patient information is written in English only.

DWABRHIRARYER -

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

Tel EFE: 2752 4105 Fax l8H: 2307 6521 Email EEE: kch.enquiry@ha.org.hk
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