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Application for Patient Information

WA & EE ZH A

All patient's information is written in English. This hospital does not provide translation service.

FraW NBERNEMIOSCER - Al iz (R R -

Application forms can be obtained from Enquiry Office at G/F, Main Building or Rehabilitation Building,
Kowloon Hospital at 147A Argyle Street, Kowloon. The duly completed application form can be returned by
mail. Please state “Application for Patient Information” on the envelope.

RS AT AT LR B Be IR B R AR A T sl B R N - B9 1% - mH B ACIa s 2y T LB on B 2 1 147
5% A JURERSERUL - [SEHEEE T HERAER, -

For easy retrieval of relevant medical record, please state clearly the Data Subject (Patient)’s Hong Kong Identity
Card Number and the required information.

A IEREE S ER E AR ) S (7 aEsas S AR e &k, - DUERRERCE: -

The applicant must produce in person the original or a true copy of his/her identity document.

HEE N ZEIE B R H S RE IS A B S E MR -

If the applicant is not the patient, a written consent of the patient is required and the applicant must also produce in
person the original or a true copy of the patient’s identity document.

HEEEEIERARAN > ARG AR EFES KRS (A A s e S BRI A -

If the applicant is the patient’s parent, authorised person or person appointed by courts in Hong Kong, please
produce in person the original or provide a true copy of the documentary evidence to support the relationship.
WHFENBIRAZ R A NBER L Ean 2 AR AL » 55T RAEREEH a5 A B A\ 2 FERR{AHY
LIS B A EL R A

Applying for a Certified True Copy of Advance Medical Directive (AMD) and/or Do-Not-Attempt
Cardiopulmonary Resuscitation (DNACPR) Order:
HH A THER B e E T /3 AR L E R il an SV RGERIA
* Given the risk of losing important documents associated with postal delivery, applications should be made
in-person by the patient / family / carer.
N A ARAR TP AT AR R BRI - S A B HR A S B R R S RS
* The original document will be returned to the applicant immediately after photocopying.
IEARS s IS G RIS BR A T HREE A -
e HK$300 per document will be charged for each certified true copy of AMD / DNACPR Order.
I THR BB ER [ AR QAT E Rl an < B ES B AR UIUEHE 300 JT

HKS$300 will be charged for patient’s information (Certified True Copy of Documents, Attendance Record,
Certificate of Hospitalization, Statement of Accounts) (with effect on 1 January 2026). Cheque, remittance or
money order shall be addressed to “Hospital Authority”.

HEE—MRom AR (28R4 ~ FEACERAEH ~ (EREaERA ~ AR 45 ER) - Sl AR =H7T - (%H
HiR “B T RNF—H—H) AR~ BERATFEHIA " BheEHE ) 4R -

No refund of the fee paid will be made even if the application is withdrawn before the patient’s information is
ready.

BIEAER APTRIATE RS HATREH S - e BRI g3 -

A reminder letter will be sent to the applicant’s provided address by mail if patient’s information is not collected
within 6 months after being informed. If the reminder letter sent by mail is undelivered and returned by the Post
Office or no reply receives, patient’s information will be disposed 3 months after the reminder letter issued out by
mail without any further or prior notice.

EEATE] L EUAR N ERHE Y7 3 TR - el & ar iR 2 HH e A SR BLEMhE -« 5 fEeRRAEZFIE
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Monday to Friday: 9:00 a.m. to 12:45 p.m. & 2:00 p.m. to 4:45 p.m.

Office hour EM—Z A PSR TN AS kTR U gy
NI (Saturday, Sunday & Public Holiday: Closed)

(BHIN ~ HEABRIKRE)

Office Address Medical Records Office, 1/F, Main Building, Kowloon Hospital 147A Argyle Street, Kowloon
MR I JUREnE B E T 14THRATLRE RS e 1 — 1 B ARac skl

Enquiry Number

A 3129 6169

(Rev. September 2026)
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Kowloon Central Cluster

PATIENT INFORMATION APPLICATION FORM
HABEHER

1. Particulars of Patient 5 A\ &E!

(a) Name : (English)

44 Surname #E % Forename 4% (FED) Chinese Ff X #:44
(b) Sex :*Male/Female Age: Date of Birth:

MRl <5514 R A HHA

(c) Nature of Identity Document and Number:

SR ISR R Siess

(d) Address:
Hihk

(e) Daytime Telephone Number:
H k48 BB e g5
# Please produce in person the original ID card/ID document or give a true copy of 1D card/ID document for verification. Should the patient be under
18 years of age, please produce the patient’s original birth certificate or attach a true copy of the patient s birth certificate.
RGN TG Z5 I AEZ IEREGHT LAFA BTG58 EZ EERIA o AN A1/ U » 35N 2 HHEE8 0 2 IEK
BT LRGP BRI
2. Nature of Application EEEEM'E
(2) Please tick the appropriate box
AR E AN TV R

[ ] *Medical Certificate (Sick Leave Certificate) / [ ] Discharge Slip (Patient’s Copy)
Attendance Certificate ** tHBEdR (O A fFA)
B |

[] Certified True Copy of AMD / DNACPR Order [ ] Certified True Copy of Documents
IZESEIA (TR ERE T [ AMELATTE R dy <) ZEEIA
(HK$300) (HK$300)

[ ] Attendance Record (*with/without fee payment record) [ ] Certificate of Hospitalization
R4k (R E] /2 A E B2 E ) {EFestA
(HK$300) (HK$300)

[ ] Statement of Accounts [ 45 Es
By [ Hospital Number {55565
88 [ Period BHES
(HK$300 will be charged per hospital number / period)
(B R 7R (EBEsRES / BB HKS$300)

(b) Period B E%: From to &

(c) Specialty EF3}:
(d) Purpose (Please Specify):
i F5EEHH)
Mode of Collection: [ Collect in person [] Registered mail
SHEUTE L E SHEL HIEEET
* B ERNERE

delete whichever is inappropriate

Kowloon Hospital

TR
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OEESEH

ERHEEA NS B2 ST (AR A8 it Ee 2 B ARSI &/ JEZEIE ) R -
First issuance of Medical Certificate/ Attendance Certificate (i.e. Medical Certificate/ Attendance Certificate
had not been issued before for the requested period) is free of charge.

WIE. G A B AL RS BN B S I BB R AR - W AR A B E A R A& e
sHE U R RHKS300 -

If the Medical Certificate/ Attendance Certificate for the requested period had already been issued or lost,
patient may consider applying for re-issuance of Medical Certificate/ Attendance Certificate if necessary,
which the charge will be HK$300 per certificate.

B E AR B g R AN EREEILNE - M FER R R 55 A BRI -

Sick leave period indicated on Medical Certificate is granted according to the patient’s condition instead of the
applicant’s request.

K Elre BArA S PR fig - T Giisnmm B A R S -

The application would only be processed once all the above documents and application fee are received by our
hospital.

Details the Relevant Person: AR ALTEEE
(To be completed ifa *Relevant Person Applies OR *Collect the requested information on behalf of the Patient)

CGOFEAHFEIH *ARALRFRARE B0 *REEIHFEER - AZEES L)
*SEMIGRA 8 F 7 (Delete whichever is inappropriate)

(a) Name: (English) ( )
44 Surname ZEK Forename 4 =¢ (FEX) Chinese F137#: 44

(b)  Sex: Male Female Age:
il 5 % Fie

(¢) #HKID Card No.: [ #Passport No.:
HE B SR TRE HIE ISR

(d)  Address:
ok

(e)  Daytime Telephone Number:
H [ilr4s B EE SRS

0] Any Other Contact Telephone Number(s):
FAth & EEEh RS

Please produce in person the original or provide a true copy of the HKID Card/Passport of Relevant Person when
submitting this Application.
TEIERGELERSERIENF » RGN LHI B G (755 7B IF R ZHE BRI -

. Relationship between the Relevant Person and the Patient (please tick as appropriate):
BERALER ARG - SFHEEETEAN v 3}
(To be completed if a Relevant Person Applies for Access on behalf of the Patient)

(RAHFEIHEAERALAFRRARSL - RIEER L)

EITHER [ 1 (a) The Relevant Person has parental responsibility for the Patient who is under age 18;

Bepeaes P AFERART /B AR A LR HA SRR
OR [ 1 (b) The Relevant Person has been duly authorised by the Patient to submit this request and to
1% collect the medical report on behalf of the Patient;

AN LI AR SRS DU AU SHH B R o

OR [ 1 (c) The Patient is incapable of managing his/her own affairs and the Relevant Person has
% been appointed by a court to manage the affairs of the Patient ;

WAERE DV EE AR - A EmE AR A L EE I AR |
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OR [ 1 (d) The Patient is mentally incapacitated within the meaning of the Mental Health Ordinance
5% and the Relevant Person is:
WAE @R CRE) Frisnvls e bmrT RRE A » DIRAERIA LR ¢
[ ]appointed as a guardian of the Patient by a court, magistrate or the Guardianship
Board under section 44A, 590 or 59Q of the Mental Health Ordinance ;

AR ~ FHESEEZ B gt (TR IRET) Z544A ~ 590559Q fi
ZERRARIEEA

[ ] the Director of Social Welfare who, pursuant to section 44B(2A) or 59T (1) of the
Mental Health Ordinance, is vested the guardianship of the Patient ;

HEEMZE R CEREIRD) 5544B(2A)Z59T (1) iR A HE:

a7 .
o

[ ] the Director of Social Welfare or a person approved by the Guardianship Board
who, pursuant to section 44B(2B) or 59T(2) of the Mental Health Ordinance is
authorized to perform the functions of a guardian for the Patient.

HEENEERIEER BRIt RIE (R RG] ) 5544B(2B)
BS9T (2)FRIESAE I T A\ A EZE N AYIRAE

If the box in (d) is ticked, state the date when the Relevant Person was appointed a guardian / was vested the
guardianship / was authorized to perform the functions of a guardian :

W) I > SRR AARI A LR SR R T
Ear \meryH I -

Is the appointment / vesting / authority to perform under (d) still subsisting?
_bati(d) TREYZAE / kT | AR TR SR ?
[ 1 VYesE [ INo&

# Please also provide a true copy of the documentary evidence to support the relationship between the Relevant
Person and the Patient. The documentary evidence can be:

a. a birth certificate / legal custody paper if the Relevant Person claims parental responsibility over the Patient; or

b. an original authorization form signed by the Patient where the Relevant Person claims to have been duly
authorised by the Patient; or

c. a court document issued by a court appointing the Relevant Person to manage the affairs of the Patient who is
incapable of managing his/her own affairs; or

d. a guardianship order issued by the Guardianship Board / court / magistrate which can show that the Relevant
Person is currently appointed as the guardian of the mentally incapacitated Patient; or

e. documentary evidence to show that the Relevant Person has been vested the guardianship or that he is
authorized to perform the functions of a guardian under the relevant section of the Mental Health Ordinance.

# 55 —DHEHEEREIT AN LA Z [ A a5 P B E KA TR » Zaa (175 -
a HAEEENE AT BRI CE AN LB AT BT - 2
b. G U TIRNEZ IEA CE AN L ETIETEIENATIEE) - 2
C. A R T AN L E PN BT EE X CEMNTRGE T E PR G ETS) » 5
d EEZ A A BB FHIEES BN HN L IEZ R LI TR EE T A A i
4
e. I XERT A LEL (BEHEEFEIRPT) AT X IR i s EfE BT TR HYIREE -
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5. Declaration and Signatures: BB K252

WHERE applicable, the Patient has irrevocably authorised the Relevant Person to deal with this
request and to collect the patient information on behalf of the Patient. The Patient and (where
applicable) the Relevant Person declare that the information given in this Patient Information
Application Form is accurate.

FEERER T - WACKEAR AL » A AR AR 55 Sl A UR N &R - WA SCH
B (U ) SRR TR AR RS | RAS R Y B R -

Signature of the Patient:

WAHEE

Date:
HHA

If application by Relevant Person: F=ARE AR HEE

Signature of Relevant Person (if applicable):

AR LZE (AEH)

Date:
HHA

FOR OFFICIAL USE:

[ 1 “WASEBRAL *BEES (7, IR CAEH [k & 2 AL IEA -
*The Patient’s / The Relevant Person’s *HKID Card / Passport Number(s) *has / have been checked against the original
by [name of staff].

[ 1 ®WAARALE *EES (RS CAEH [ S 2E44] B8

BRSO EREIA (BRI IER) -
*The Patient’s / The Relevant Person’s *HKID Card / Passport Number(s) *has / have been checked against the copy
(original not seen) by [name of staff].
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