@) (For Office Use Only H A BHEFIEET)
VY MROIMR

PRINCE OF WALES HOSPITAL Date:
EEEREER i

BRRE R AR HRRE
MEDICAL REPORT / PATIENT'S INFORMATION APPLICATION FORM
1. NAME OF INSTITUTION FROM WHICH INFORMATION IS REQUESTED TR {tpleli B /30 Ff 2478

2. PARTICULARS OF PATIENT SEAEAZER

(@) Name #:#: (English $£37) (Chinese H132)
(b) Sex M5l O Male® O Female 2, Age F 5 Date of Birth 14 HHA:
(c) HKID Card No. &G 785505 OR =, Passport No. :EHE5SEHE:

(d) Address #tlif: (The hospital will send the medical report/patient's information to the following address by "Registered Post" if the patient is
the applicant #1955 A\ B HiE5 A BB R N BRI DL SIIE o T attshik)

(e) Daytime Telephone No. Z&zE5EHE(1H ) : Other Contact No. HAl:s Bk bs:

3. NATURE OF REQUEST HFETEH (PLEASE CHOOSE ONE ONLY HTE[E{EH dh—IF)

O Medical Report B2is+ O Medical Certificate B%4E35HBHZE From g To &

O Birth Date & Time 4 HHA &AM O Sick Leave Certificate Jpi{EiE&HHZ From £ To &

O Proof of Date of Death 3ET- HHHZEEH O Date of Admission & Discharge H{ A5 HHA

O Discharge Slip H 4k O Attendance Record F([E2405% O Medical Expenses Record 5852 FH4C %

O Certificate of an Employee's Permanent Unfitness for a Particular Type of Work F5HH{E & 7k A R M ST 58 T/ES =
<Please read the Notes of Application for (Form 1) 3% %%:2E8(FEHE)ITEHEHA>
*Please fill in for doctor’s reference 5HE{itFE 4 2% Job Title of Employee {&ERk{ir

O Others EHAtf:

4. HOSPITALIZATION / FOLLOW-UP RECORD &yENEIR/EZ L &%
Note: For doctors' reference only 22, &0 © L{ FEER LB (225 [HR)

(@) Mustbe Completed 2iZFEA Specialty BRIEFT:
(b) Admission Information i/ A B &R

AE/Hospital Number £ /{3 Fresihs: Request Period HEE5HART From To %
AE/Hospital Number £ /{3 Fresihs: Request Period HEE5HART From To &

(c) Follow-up Information ZZz2& i}

OPD Number B2 455 Request Period HizgHAR: From To &

5. REASON FOR APPLICATION HisE[E R
(Note: For doctors' reference only 2278 -« L [ ER N HLE: (F2E/17)

O Insurance claim HZ{#ERE (O Claim Form Attached (& FEA& T )
If the claim form is being completed, no additional medical summary will be given. /&84 [F 1 EHT FHTRE F5 1%, HIF 250t [ — 17 B 24 -
O Employee compensation claims H& T {ZkE

Legal proceeding JEfEH T2 FE R
Support of application for family reunion 1751 2555 A B158
Clinical Follow-up B&pgse%

Immigration / Visa Application HZELER | &:E

Personal Record f{[&# A4C %
Others-Please Specify Hfth-353%0H

OO0O0O0a0ao

(Please v'in the appropriate box - 3%5{F & FIIE v %)
Last updated on 20170608



6. PARTICULARS OF APPLICANT H AN EE
(To be completed if the applicant is a person other than the patient 7% A % 1 :5 A FiiH:TEF 7518 %)

(a) Name #:#: (English 3£37) (Chinese H137)
(b) Sex t47A]: O Male 55 0O Female 2z HKID Card No. &G {38550: Tel. No. FBEEGEHE:

(c) Address Hiil-: (The hospital will send the medical report / patient's information to the following address by "Registered Post" B /
N E R DU SR A 3 1 T Atk T EEE )

(d) Relationship with patient Eijp5 A% -

Applicant's Signature Hi35 A %2

Date HE#H:

7. PATIENT'S CONSENT A
(To be completed if the patient is a living individual and over 18 years old 74 #+/ U sFHT1EEN H1HE)

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

AANFRBHEERER/RANZAEEREE R HH AL -

Patient's Signature 5 A %2
Date HHH:

8. CONSENT FROM PATIENT'S / DECEASED'S NEXT OF KIN JE ABLEZHEEE

(To be completed if patient is under 18 years old / patient has deceased 7/ A FKdr 1/ A+ 5EH LT EFD
* Please delete the appropriate item ZFMZL 1B HHIE H

(a) Name #:%4: (English 337) (Chinese #13%)
(b) Sex 7). O Male 55 0O Female 7 HKID Card No. &5 (7758 5k H5: Tel. No. BEEGEHE:

(c) Address il

(d) Relationship with *patient/deceased Ei*jiE A JEERH % -

(®) Tobe completed if apply for deceased's medical report/information /#5725 2 A T E/E#R & Z I EH E

Declaration EfHH

I, declare as follows: A AEEHHAIT:

O | have applied for or | have been appointed by the Court as the personal representative or one of the personal
representatives to administer the deceased's estate.
RNCEE AR SR E R T RIEE Y — B th— 8 HELA - BHIEEHYEEE -

O | 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.

RANAREFF R AL ERTEEEASANTE R REFTA AR F RSB EEI AL -

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

ANFE BB ERHE LS 2R SRS s AR -

Patient's / Deceased's Next of Kin's Signature 5 A/JE & TS E

Date HHH:
FOR OFFICE USE ONLY RELERIEFIER
Applicant's ID checked Oyvy/ON AS(AC),
Relationship checked Oy/ON Please charge * Medical Report / * Official Signature
INF OY/ON ats$
PL ov/ON
Pl ov/aN
OY/ON HIRMI, PWH

(Please v'in the appropriate box - 3511 & FI&E v %)
Last updated on 20170608




