Application for Patient Information
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. All patient's information is written in English. This hospital does not provide translation service.
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. Application forms can be obtained from Medical Information Registry office at Room 12, 1/F, Block E, QEH at 30 Gascoigne Road,
Kowloon. The duly completed application form can be returned in person or by mail. Please state “Application for Patient
Information” on the envelope.
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. For easy retrieval of relevant medical record, please state clearly the patient’s Hong Kong Identity Card Number and the required
information.
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. The applicant must produce in person the original or a true copy of his/her identity document.
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. 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.

HEAGEIFREAN » WHERISH A Z B FEE MR A Z B3 EE A S g s B ERIA -

. 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.
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. HK$230 will be charged for patient’s information (Certify True Copy of Docuements, Certify Date of
Admission/Attendance/Treatment, Certify Admission/Attendance/Treatment charges). Cheque, remittance or money order shall be
addressed to “Hospital Authority”.
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. No refund of the fee paid will be made even if the application is withdrawn before the patient’s information is ready.
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. 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.
EHGERT ] LLEHURE N ERHE RIS E F T5AREHL - el &r27 iR 2 F 55 AR BtRTshaL - o5 (8 ety ROR RE 23 4 T 1 = 2R [ 5
EWENEA A - AN E R R R = IR BRI G TR -

Office hour Zlonday to Friday: 9am-1pm & 2pm-5:45pm lSElaturgfty, Sunday & Pjublic Holiday: Closed
N B2 B SR - HEATE: (RE
EFNBE TR R TR AT
Office Medical Ipformation Registry Ofﬁcg, Room 12, 1/F, Block E, '
Address Qufen Ellzal?gth Hnospltal, :30 Gascglgne Road, K(Lvsgloon Enf]llll’}: No. 3506 8435
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QUEEN ELIZABETH HOSPITAL

PATIENT INFORMATION APPLICATION FORM

HWAER HERE
Patient Name: In Chinese:
A E# (F532) Surname #:[X, Forename 4% th S
Sex: D Male D Female Age: Date of Birth:
MR %5 S R A HER:
Patient HKID Card/ Passport No.: Phone No.:
5 A B ) S5t | NSRS 4K B
Address:
5L

If Applicable %7#%5/H:
(To be completed if the applicant is a person other than the patient 21555 AFBRE AN, EERHAER)

Applicant Name: In Chinese:

HEE A% (953X)  Surname #E(X  Forename #7 A

Relationship with Patient: Patient Consent: D Yes D No
FH 3R A B N\ Z BR A WAIRES: H 2H
Applicant HKID Card/Passport No.: Phone No.:
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Address:

Hirdik:

Reason / Purpose for Application:
FRE IR / kR

| wish to apply for / ¥ 5 EFEEHEA:

Certify True Copy of Documents (Medical Certificate) 535 (4-(584:s5HHE) BI4<:5H7 (HK$230.00)

Certify Date of Admission / Attendance / Treatment {5 / 224 / ;&4 HEEEHH (HK$230.00)

O
O
O Certify Admission / Attendance / Treatment charges {F:[5¢ / 224 / JaE 5 (HK$230.00)
O  Reimbursement #3525

O

Other HAth:

Specialty Requested

ZHERL

Period: From To

(535 H z

Mode of Collection : [ ] Collectin person [ ] Registered mail
EHHUT B SHHY HEREEE
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Declaration and Signatures EZHH 7 3552

WHERE applicable, the Patient has irrevocably authorised the Applicant to deal with this request and to
collect the completed form on behalf of the Patient. The Patient and (where applicable) the Applicant
declare that the information given in this form is accurate.
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Patient’s Signature:

WA BB

Date HHA:

Applicant’s Signature (if applicable):
HEEANZE (#EH):

Date HHA:
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