E.I ! (For Office Use Only R AtAIIEFHEE)

Jb & B P Application No.:
NORTH DISTRICT FH A R 4R
ELBUR A B HiA R

DECEASED PATIENT'S MEDICAL RECORDS APPLICATION FORM

1. PARTICULARS OF DECEASED & &R

(@) Name #:44: (English £37) (Chinese t137)

(b) Sex H:Hl: [] Male 5 []Female % Age 4 Date of Birth 44 H Hf:

(c) HKID Card No. & 515 s YEHE:

# Please produce the original or provide a true copy of the Deceased’s identity document and Death Certificate.

i R E B 38 I S AL s & B S E R A -

# Please attach a copy of the Deceased’s birth certificate if under 18 years of age.

WA+ /5% - A EH A EIHERIA -

2. DETAILS OF RECORDS REQUEST Fri&irsstts

(@) For the period FTEEEC R HTHAR From 5 To

(b) For the following FEZEHYE ] :

3. REASON FOR APPLICATION H:EER

[ Insurance claim HZ{£faHz{E [ ] Employee compensation claims H723 T {5HE

[] Clinical Reference &&isx% []Legal proceeding AR AR

[] Personal Record {# A 2% [] Others-Please Specify HAtr-z551HH

Please v in the appropriate box — 3517 i & HHgE Fv' 5%)
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4. PARTICULARS OF APPLICANT HzE AEFL

(@) Name #:44: (English 7£37)

(Chinese #37)

(b) Sex M:H: [ ]Male 58 [ ]Female %z

(c) Address #iil: (I agree the hospital to send the patient’s information to the following address by “Registered Post”)

HKID Card No. 73 5/ 55 SR HE:

(RNFIEBTT#SEE RS A T it ik)

(d) Relationship with deceased #i3EE {4

Tel. No. EEESEME:

# Please produce the original or provide a true copy of the applicant’s identity document.
FHREEE AN B8 A EEEAT B ERIAS -

Applicant’s Signature i35 A %2

Date HHA

5. CONSENT FROM DECEASED NEXT OF KIN IR EIHEEE

(a) Name #:44: (English 3£37)

(Chinese f137)

(b) Sex M:R: [ ]Male 58 [ ]Female %

(c) Address Hfhif:

HKID Card No. & #& B4 sa 5k .

(d) Relationship with deceased EfyE & {%:
(e) Declaration EEHH

I, declare as follows:

ARNEBHAIT:

L] 1 have applied for or | have been appointed by Court as the personal representative or one of the personal
representatives to administer the deceased’s estate.

AANELEERE F R CSHOEEZE R B — s —rEE A EHESEHEE -

Tel. No. FEEhEIEHE:

[] 1 am entitled to be the personal representative of the Deceased or | can act for and on behalf of all persons who may
be entitled to apply for the administration of the Deceased’s estate.

ANATEHEE R RSB EE A SANAE & R ARFTA AR SRt BB RN AT -

(f) I consent to have the deceased’s medical information disclosed to the applicant.

ARNEEB TS 2R E SRR TG a5

# Please produce the original or provide a true copy of identity document of the Deceased’s Next-of-kin.

i RSB B AT S (s I S SR SRR -

# Please also attach a true copy of the documentary evidence to support the relationship between the Deceased and
the Deceased’s Next-of-Kin.

a5 — (i EREISEE ESL B AT 2 IR (G (R AS -

Deceased’s Next of Kin's Signature

SLEITRHE

Date HHA

For Office Use Only (H#EEBEFTE L)

Checked

INF / PI U sc/mc/pc O
Original request [1 Cheque / Cash [
Consent L] Receipt/Bill [
ID 1 Endorsed L]

INF / PI Y/N
Received by

To: Finance Dept.
Fr.: HIRM I, NDH

Remarks

Please charge photocopy at HK$76.
Receipt no.:

(Please v in the appropriate box — 55/ i & HH&IE v 55)
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