(For Office Use Only X ARHEDTHES)

Shatin Hospital MRO/MR
VOHEE R Date:

B E IR A\ ROoR AR
MEDICAL REPORT / PATIENT'S INFORMATION APPLICATION FORM

(Please read the “Notes of Application for Medical Report / Patient's Information” before completing this form)

Except with the consent of the individual concerned, the personal data collected in this Form will be used for the purpose of processing this application
and other directly related purposes only.

(TEEEAREATF o2 M HEE B & Ko N REA")

FrREA RAE ARIEESD - AFASUCERAIE AR A o] B LT 5 e HAt B B A R H A -

1. PARTICULARS OF PATIENT 8 AMBEAZE R

@) Name #:#4: (English BL37) (Chinese #13%)
(b) Sex 1£57l: O Male 82 O Female %; Age Fi5: Date of Birth H{4E HHf:
©) HKID Card No. &5 {55E558nE: OR =5¢ Passport No. & [E5EHE:

(d) Address ik (The hospital will send the medical report/patient's information to the following address by "Registered Post" if the patient is
the applicant A AR 5N » BRI A B RIS DI S IP 203718 T Al hl)

() Daytime Telephone No. FEzE5E6E(H ) : Other Contact No. HAhE4% B EEEHE:

2. NATURE OF REQUEST H#IHH (PLEASE CHOOSE ONE ONLY H e H fh—IF)

Medical Report E& 15 O Attendance Certificate ZI[z2:50ZE From To &
Date of Admission & Discharge H AfZHH] O Sick Leave Certificate JHE{E=E5HAZE From To &
Attendance Record F[Z240 5% O Discharge Slip (Patient's Copy) Hf7afk (55 A\ FH4)

Medical Expenses Record B&Fgs 40§
Certificate of an Employee's Permanent Unfitness for a Particular Type of Work s&HH (& B 7k AN i S e (F 0 T /eI E

O Ooo oo

Application for Reimbursement/ Direct Payment of Medical Expenses (except drug provided by the Hospital Authority)
HIESE ERESIAREER (HREHUEE S RAREEYIRYE RS

O Others HAfh:

3. HOSPITALIZATION / FOLLOW UP RECORD {FBr/BZ sk
(Note: For doctors' reference only 3% DL EER H B (2 )

(a) Mustbe Completed /A7 Specialty FFHIF:

(b) Admission Information A [Z& R

Hospital Number {3:[5E55HE: Request Period HzEHAR] From To %
Hospital Number {3:[555%h8E: Request Period EFEEHARE] From f To &

(c) Follow-up Information ZR2 ¥}

OPD Number 224558 Request Period HEEEHAM]: From To &

4. REASON FOR APPLICATION H3EEH
(Note: For doctors' reference only 22L& -+ L | EER I HEE - (FE )

O Insurance claim HZ{F#EREE (O Claim Form Attached {Rfm &t F)
If the claim form is being completed, no additional medical summary will be given. Z7&24: [FIEEHT LRI ZE1E, B B0 MIT |—17 B -
Employee compensation claims EZ& T {5 E

Legal proceeding (please specify in details) ;ERHFEFEHE GEYIHEER)
Support of application for family reunion {75/ H1 5552 A [E1%

Clinical Follow-up B&j&ss%

Immigration / Visa Application FH:ESER | %58

Personal Record {li A\ 4C§%

O Others-Please Specify HAf-z5z1HH

(Please v'in the appropriate box - 351F S HASIE V)
(Revised on 202601)
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5. PARTICULARS OF APPLICANT Hiz Ak
(To be completed if the applicant is a person other than the patient /7% A % &35 A A FTHE )

(@ Name #:44: (English 3537) (Chinese #13%)
(b) Sex ¥:H]: O Male 58 O Female % HKID Card No. &5 (1) 355EhE: Tel. No.ZEEES5EHE:

() Address #Hiif: (The hospital will send the medical report / patient's information to the following address by "Registered Post" S /
/AR DU SR 2031 Nl T B s )

(d) Relationship with patient Eiljg A Bi{% -

Applicant's Signature HFiz5 A Z5E:
Date E'/Hﬂ

6. PATIENT'S CONSENT K AER
(To be completed if the patient is a living individual and over 18 years old ~ ZE4E -/ BEHTEEN (HEHE)

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

ANFABRBEERBRE AN ZRE RS FaE AL -

Patient's Signature 5 A\ %552 :
Date HHf:

7. CONSENT FROM PATIENT'S PARENT / GUARDIAN J5 A
(To be completed if patient is under 18 years old /A K1/ sk » FEEEZLL T E)

(a)Name #:#: (English 3£X) (Chinese H137)
(b) Sex t4:5: O Male 58 O Female %z HKID Card No. &# S {7857 E: Tel. No. ZEEESEhE:

(c) Address ifrif:

(d) Relationship with patient EijE A B4 :

(e) I consent to have the patient's medical information disclosed to the applicant / concerned authority.

ANFEEBBEE RN AN ZREE I HE AR -

Patient's Parent / Guardian's Signature
WAREK | B8 \HE

Date HEHH:
FOR OFFICE USE ONLY HACHRERESIEEY
Applicant's ID checked OY/ON Shroff Office,
Relationship checked ay/ON Please charge Medical Report at $

INF OY/ON
PL Oovy/ON

Pl ovy/ON

(Please v'in the appropriate box - F5{E & HH&E Fv5E)
(Revised on 202601)
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Shatin Hospital
VO HE R

Notes of Application for Medical Report/Patient’s Information

1. Medical Report - According to the policy of Hospital Authority, a minimum of HK$1,100 per medical report
per specialty and subject to a maximum of HK$4,400 will be charged.

2. Patient’s Information/ Medical Certificates - According to the policy of Hospital Authority, HK$300 will be
charged for general requests. (Issuance of a duplicate record, certified copy of a record or information
extracted from record or database held by HA). Regarding the charges for other special requests, please
contact our staff.

3. No refund of the charge will be made once an application is submitted.

1. Charges for all requests should be paid during submission. The minimum charge of HK$1,100 should be
paid when submitting an application for medical report. Payment by cheque should be crossed and made
payable to the ‘Hospital Authority’

2. If the reason for request is “Claim for Compensation / Insurance”, please attach the relevant insurance
form. Doctor will complete the medical report either in essay form or in the provided form.

3. The specialty responsible for completion of medical report / patient's information and all relevant
information about the attendance of the patient, including dates, receipts and follow-up card must be
specified upon submission of request.

4. An authorized signature of the patient is required if there is any amendment made on the documents /
application form.

5. Under no circumstances will the application for medical report / patient's information be processed without
receiving consent from patient or patient's authorized person, checking original and copy of relevant
documents and paying the charges.

1. Consent of patient should be obtained for an applicant to apply for the patient's medical report / patient's
information.

2. Consent of patient's parent / guardian should be obtained for an applicant to apply for the medical report
/ patient's information if the patient is under 18 years of age.

3. All relevant supporting documents of the applicant, patient, and concerned parties should be presented
for verification of identity upon request. Copy of the documents may be required if necessary. Examples
of the supporting documents are:

- Marriage Certificate
- Hong Kong Identity Card
- Birth Certificate or Legal Custody Paper (if the patient is under 18)

4. "Original consent" or "certified true copy" of the consent is required for application of medical report /
patient's information.

1. Each medical report / patient's information will be completed in around eight weeks.

1. All medical reports / patient's information are written in English.

2. For any amendment request, please submit the original copy of medical report / patient's information.
Please note that such amendment is subject to our doctors / hospital management's final decision.

3. All medical report/ patient's information will be sent to the applicant by “Registered Post” unless specified
upon application.

4. All calls from our hospital will show 3919 7400 in the caller display. Please note and pick up the call.

If you have any queries, please contact our Medical Records Office at:

Address: 33 A Kung Kok Street, Ma On Shan Shatin, New Territories (Admission Office)

Office Hour: 8:30am to 1pm, 2pm to 5:18pm (except Saturday, Sunday and Public Holiday)

Enquiry Hotline: (852) 3919 7696 Facsimile No.: (852) 3919 7713



