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QUEEN ELIZABETH HOSPITAL REF NO :
2 PR B TR
To : Hospital Chief Executive, QEH (B ETBHZ > Please delete as appropriate.)
™ A4
Patient’s Name : (3L 32) (5 32)

(in English - Block Letter )
WASEE / FEHSRE
Patient’s HKID Card / Passport No.:

EE PN
Applicant’s Name : (3L 32) (9 32)

(in English - Block Letter )
e A B ek / sEIRSRS L NG PN
Applicant’s HKID Card / Passport No.: Relationship with Patient:
WARES O# O &F
Patient Consent: [ Yes ONo

R ANEIRRERA - MRS AZEREE ™A Z BB BEREIA -

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 copy of the
patient’s identity document. )

CNEHFARBAZ LRGN - BHUTRER Y s AR A Z B A I G BRI -

If the applicant is the patient’s parent or guardian, please produce in person the original or provide a copy of the documentary evidence to support the
relationship.)

HEEA /AR

Reason / Purpose of Application:

i@ st

Specialty :
O*8&4:-250HZ  Medical Certificate HH/HFEF Date / Period:

O *HPEak0iE Afi4)  Discharge Slip (Patient Copy) HHA/EGE: Date / Period:

O*FE HEAZEEA  Certificate of Sick Leaves Period (HK$300.00) | Hi/BFE% Date / Period:
“EHREAMRFEEASEE / B ARREEHRERAW AR ER DR R R ENER
O #2288 Attendance Certificate HHF/HEE; Date / Period:

O &4/ 9E5RT  Time of Birth/Delivery (HK$300.00)

AR - S R AR S R R Y B8RS

For application for Time of Birth, please attach the copy of birth certificate and provide your Mother’s HKID Card

number]

HA4/53% 4/ H/H Date of Birth/Delivery: B> B5885%0% Mother’s HKID Card No.:
(A1) (If applicable)

O ExEI4z50H  Certify True Copy (HK$300.00)
R ABIERZARHEIZ Patient should provide a photocopy of the certificate(s) for request.)

O "58E A\ - 5305 | g5 Application for “Registration Card for People with Disabilities”
O EHAth Others:

*AREE
1) WVEREHERBE BN » ST LB A o Please attach HKID/ Passport copy if apply by fax/e-mail.
2 PAESREGTFEEENEL - RITABRERMEE AR -

All applications are subject to availability. The hospital does not guarantee to provide every requested document.

WA/ 5 N 255 Patient’s / Applicant’s Signature
HHH Date

ik Address:
( ERBEFTEIHAL - DRERER - AR aEM A SRR TS 2 BHONESFE - AERRETEER - FALERINENERHR - FBRER

£ 35 - To ensure correct mailing, please write your postal address clearly. Queen Elizabeth Hospital does not guarantee the successful delivery or safety of any
mails issued. In the event of mailing delay, misdelivery or leakage of information during the process, our hospital shall not take any responsibility thereof. )

Bl et
Contact phone number (day):
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ﬁ BE R R AR sE IS / AR / R RS R FECH B PN B H

i BRAR A A B th > ABeHI - BRI R A B Bl I

BAESHENSEE FR2AH w4 DABREE GEm) - wEisE B
B4 %E

PER

® EXNFEREFHE (A AR R s BARNE) mEHE

® YRS R ARG HEFSGEIARSE > T RIR BRI | LSRR
g Ky HK$300 - 1 " yfR B IR | SCra A B H I - ARAE R R R 3%
R REERFTE R - 9 AJR A5 e HHaE B A R B A IS - U REsk HKS$300 -
GRIEEEICE J?éHEF' ¥JJ¥$JZ%H§%§§’@ °

NN > Bl - A E LR AES RN~ {Exﬂﬁﬁjﬁxxf?’ﬁﬁﬁﬁ‘ﬁé&

EARHREE - H Ai’J i A8 (A% SN IEAS - DU BEl B0 P T % H FH R

B E LAY IR B f s A B IENE L E - IR IR J\,_ﬁﬁ?ttu% °

HH 35 TR S8 TE A T i S
(1) HHE
(2) BRI
AR AIER AR fELxEE /\ZEJ@E%@%U#EUIE&%A%%E

Y ARAE BT THER ARSI - 55 a8 N AREEH Z IEARBEIAS - PEEHHR A
AMEETTHHFARSH

AR NE 18 BREEA T Z At HACRESKE: 8 A\ G fE s RE RS FRas A B A\ Z IR
(EREEEENEIRN)

() ARSFIEAR CEARESCENE Z S
(AR BEAETE A B EBHF R AL A - IR A Jefg fhglA > (EAE Bl AT - AR
(B3 S Z IEA)

ABe g eI BIlFTA S TR E AR - TG Bitapn A B

HRAERFHE
JUHENN L fE7E 30 5%
FRMAERE
E @Z\: 1 @ SA § ({_\éi{l‘ﬁnﬁ DE%EE %Iﬁ)
o
{HE % 3506 8446 (5 N EHHHER)
o
B4 T geh.pro@ha.org.hk |
(M E/EBI B E I MR B ER & RNEW <)
WHEAH » FHECEE 3506 8430 (Ji§ AEHIFER)
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A H A AR R R

HA S A R B THAY P R S

(1) HEHE

(2) HHAREIA

() BRI

(4) HEFEHER SR (EEF)

AREEEfEU % EAFTA S TR E it - TG Ritae B A B S - Abe i Rpefe it A/ oy
W] > REREIARFOET R -

P e S EERVE R T -

WEEIRUH - BEIEHE

PRHE HK$300 T 1F

P et YN LYl
(AEZAEHEE - B (EFHEE IR UCHL HK$300)

ARAE RS

JURENIL:fE7E 30 57

(EaEAAZ EE 1

E JFE 1 1 5A =

(SEEFEN " &A% )
%

HE 2 3506 8446 () NS B HHSHI)

%

BEEE " geh.pro@ha.org.hk |
(MEE/EE RS E R U E A R E R R ERLEMT - )

WA - 2R 3506 8430 (i N BB HFERR)
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HA S A R B THAY P R S

(1) HEHE
(2) BRI

(MIEHEEEIBH AR - ZHIESCHEE N Z B a8 SR Rk A HEE)
() BIRA LT FEREEHEHE (CRRY)

it © CRR4 FAZ M AESESREFAREE - WA REZEFH7PEE -

ARAE R A5 -

FJURENI L& 30 5%

PR ERE

E JFE 1 1 5A =

(EEAFEHHFEEH)

E1%

HE % 3506 8446 (5 A5 HHENR)

(M EAR R BB E I TE R BB &R AT - )

WA - 2R 3506 8430 (i N B HFER)
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Appendix

Application for Medical Certificate / Discharge Slip / modification of content

- Content of Discharge Slip includes: Date of admission and discharge, brief description of illnesses and
doctor’s signature / hospital chop

- Content of Medical Certificate includes: Date of appointment, description of illnesses, date of
admission and discharge (if applicable), period of sick leave granted (if applicable) and doctor’s
signature.

Please note:

® First issuance of Medical Certificate (i.e. Medical Certificate had not been issued before for the
requested period) is free of charge

® [f the Medical Certificate for the requested period had already been issued or lost, patient may
apply for “Certificate of Sick Leaves Period” to prove the period of sick leave granted by the
hospital. Content of Certificate of Sick Leaves Period includes the period of sick leave granted,
related case number and the issuing department only. Patient may consider applying for
re-issuance of Medical Certificate if necessary, which the charge will be HK$300 per certificate.
Please contact Medical Record Office for details.

- For modification of content, such as inaccurate description of illnesses and period of sick leave granted
on Medical Certificate, or missing description of illnesses indicated on discharge slip, applicants should
provide the original for processing of the application.

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

Documents required:
(1) Application form
(2) Copy of identity document
- If the applicant is not the patient, a written consent of the patient is required and the applicant must
also produce the copy of the patient’s identity document
- If the patient is unable to submit the application himself/herself, relevant document(s) must be
provided to support the relationship between patient and the applicant
- If the applicant is the patient’s parent or guardian, please provide a copy of the documentary
evidence to support the relationship)
(3) Original(s) of the relevant document(s) (*For application of content modification)
(If the original(s) was/were unavailable upon application, a copy of the document could be provided at
initial stage. Applicant shall return the original(s) before collection of the requested document(s).

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

Please send the relevant documents to the following address:

Room 5A, 1/F, Block E,

Queen Elizabeth Hospital,

30 Gascoigne Road, Kowloon (Please write down the subject of application on envelope)

OR

By fax to 3506 8446 (Patient Services Office)

OR

By e-mail to geh.pro@ha.org.hk

(*Please call the Patient Services Office after the fax or e-mail to ensure the receipt of application)

For enquiries, please call the Patient Services Office at 3506 8430.
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Appendix

Application for “Time of Birth” (or Time of Delivery)

Documents required:

(1) Application form

(2) Copy of Birth Record

(3) Copy of identity document

(4) Receipt of application fee / Cheque (For application by mail)

The application would only be processed once all the above documents and application fee are
received by our hospital. If the requested information is not available, the application fee would be
refunded to the applicant.

Details are as follows:

Payable to: Hospital Authority

Amount: HK$300 only

Please write applicant’s full name and contact number on the back of the cheque
(*HKS$300 is required for EACH application.)

Please send the relevant documents to the following address by mail:

Room 5A, 1/F, Block E,

Queen Elizabeth Hospital,

30 Gascoigne Road, Kowloon

(Please write “Application for Time of Birth / Delivery” on envelope)

OR

By fax to 3506 8446 (Patient Services Office)

OR

By e-mail to geh.pro@ha.org.hk

(*Please call the Patient Services Office after the fax or e-mail to ensure the receipt of application)

For enquiries, please call the Patient Services Office at 3506 8430.
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Appendix

Application for “Registration Card for People with Disabilities”

Documents required:

(1) Application form
(2) Copy of identity document
(If the applicant is not the patient, a written consent of the patient is required and the applicant

must also produce the copy of the patient’s identity document)
(3) Certification of Disability Type for Registration Card for People with Disabilities (CRR4)

Remarks: CRR4 can only be filled in by doctors or professional medical officers.

Please send the relevant documents to the following address:

Room 5A, 1/F, Block E,

Queen Elizabeth Hospital,

30 Gascoigne Road, Kowloon

(Please write down the subject of application on envelope)

OR

By fax to 3506 8446 (Patient Services Office)

(*Please call the Patient Services Office after the fax to ensure the receipt of application)

For enquiries, please call the Patient Services Office at 3506 8430.
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