Office Use Only HELARIFER)
Application No. : [ 1

To : Dept of
From : HIRD (ext. 7042) Date issue :

Please complete and return before

‘.! [J Medical Report
I [J Sick Leave Certificate

A B P [ Attached Form [ Others
NORJS;?:?H'U Patient will follow up OPD on am / pm.
B S SR A\ BRI R

MEDICAL REPORT / PATIENT’S INFORMATION APPLICATION FORM

1. PARTICULARS OF PATIENT 3% A{#E A&kt

(a) Name #:#: (English Z£37) (Chinese t137)
(b) Sex M:4l: [] Male 5 [ ]Female % Age T Date of Birth {44 H HA:
(c) HKID Card No. & 5555 550E: OR &% Passport No. ZEIESERE:

(d) Address it

(e) Daytime Telephone No. BE5E5EHS (IH fiH): Other Contact No. HAtl4% BE 5525

2. NATURE OF REQUEST Hz#IHH (PLEASE CHOOSE ONE ONLY HuE[3#EEH h—IH)

[[] Medical Report E&ft#it5 [] Certify True Copy $Z25FI4A
[] Sick Leave Certificate f &3 [] Date of Admission & Discharge i A H
[] Attendance Certificate FI25EH1E [] Proof of Date of Death %1 H Az

[] Discharge Slip (Patient's Copy) tHFz4% (775 A ) [] Attendance Record F[:2 3054

[] Others HAt:

3. HOSPITALIZATION / FOLLOW-UP RECORD {¥[E / B2ir sk
(Note : For doctors’ reference only 35 15 . LI K HHEES (F2E /)

() Specialty HREHT : [JA&E ZfE  [JORTHF [IMED Af} []SUR%IE [ Others Hft :

(b) Request Period F 35 HAR From H To %

4. REASON FOR APPLICATION H:FHER
(Note : For doctors’ reference only FF: 78 « LI T HK I LE L (F2E )

[] Insurance claim B2 {#f5HE{E ([JClaim Form Attached [fif_{FF#3H2) (f the claim form is being completed, no additional medical summary will be given.
KB CHHENT LAV RS - AR B35 T f— 17 B <)
] Employee compensation claims HZ T {5H%E

[ Legal proceedings JA /= EFFEE

] Support of application for family reunion #354 Ff 5552 A\ 2R [E 5%
[] Clinical Follow-up $&#£%

[ ] Immigration / Visa Application HI:54 R | %58

[] Personal record fii A 3C§%

[] Others - Please Specify EAtl — A

(Please v in the appropriate box — 5 {F & FI&E v 5F) PT.O s TH (2/08)




5. PARTICULARS OF APPLICANT HiZE A &k}

(To be completed if the applicant is a person other than the patient 77 A % #:5A AIIHE T ELE )
(@) Name #:44: (English £37)
(b) Sex &4l:[ ] Male 8 [ ]Female %

(c) Address HfHiE: (1 agree the hospital to send the medical report / patient’s information to the following address by “Registered Post”)

(Chinese #137)

HKID Card No. & 5 {55555 0E:

(ANFEFTTR BR[Ok LA 2Ua 4 T aiitht)

(d) Relationship with patient 1575 A Ei{4:

Tel. No. EELFEhE:

# Please produce the original or provide a true copy of the applicant’s identity document.

AR A S R8I S B E R A -

6. PATIENT’S CONSENT % A B

Applicant’s Signature FFz% A 2%

Date HEf

(To be completed if the patient is a living individual and over 18 years old V£ i/ T 4E N (119

| consent to have my medical information disclosed to the applicant / concerned authority.

ANEEFTTRANZ REE RS FEA AL -

Patient’s Signature J% A\ %2

Date HH#{

7. CONSENT FROM PATIENT’S PARENT OR GUARDIAN / DECEASED NEXT OF KIN

WAL RIREEEN [ SEEITHERES

(To be completed if patient is under 18 years old / patient has deceased #/EA Fiti1-/(SBEEEHT » SEEELLL T )

* Please delete the appropriate item 22745 /HH7E H

(a) Name #£4: (English 3£37)
(b) Sex M45l: [ ]Male 8 [ ]Female %
(c) Address #irit:

(d) Relationship with *patient/deceased Hi*f5 A / L& R (%

(Chinese H137)

HKID Card No. &k 5 {725 52hnE:

Tel. No. EEESEIE:

(e) To be completed if apply for deceased’s medical report H/HZEH 2B HY S/ EE A H
Declaration EHH

[1 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.

ARNELE AR FE R EEHUEE T Rt e — s h— i E A > EHESLEVEE -

[] 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.

ANARE R R e 2 R SA TR By e (R A RE R SR L B R B A1 -

(f) 1 consent to have the patient’s / deceased’s medical information disclosed to the applicant / concerned authority.

ARNEEBTTRIEA | 56F 2 REE RIS HEA AR

Patient’'s Parent or Guardian / Deceased’s Next of Kin’s Signature

TRASCEESEE N [ SE BT %S

Date HHf

For Office Use Only (HZA BTSSP HEE)

Checked

INF / PI [JBc/mc/pc U
Original request [1 Cheque / Cash [
Consent [] Receipt/Bill [
ID [J Endorsed ]

INF / PI Y/N
Received by

To: Finance Dept.
Fr.: M(HI&R)
Please charge [_]Medical Report at HK$695.00 x

Remarks

Receipt no.:

[] Official Signature at HK$175.00 x

(Please v'in the appropriate box — S5 i & HH&IE [ v 58)

(2/08)




