@ MR

1R AR
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.:

HEE N B skt et Thas e

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.

EEAEN T, WA TR EE A AN A, AT AT N B 5 5 HEUR 2R - i A H
i N (MBI B ARG R Ay & R AL -

Patient’s Signature:

WA BB

Date HHA:

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

Date HHA:
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