(For Office Use Only H A RHEFIIHE)

MRO/MR

Shatin Hospital
T 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.

(TEEEARIEATF o2 M RSB & Ko N REA")

FrREA RAE ARIEESD » AU AR A o] B LT E 5 e HAth B B A R H A -

1. PARTICULARS OF PATIENT 5 AMEAZEL

(a) Name #44: (English L) (Chinese #132)
(b) Sex M:F(: O Male 58 O Female % Age Fi: Date of Birth H{4E HHf:
(c) HKID Card No. FHEE{EE5EhE: OR =5¢ Passport No. ZERE5RHE:

(d) Address #thik: (The hospital will send the medical report/patient's information to the following address by "Registered Post" if the patient is
the applicant 5 A B35 A - Btlds i A BRI DU S 2Uar 1 T i)

() Daytime Telephone No. BEzEHE6E(H ) : Other Contact No. Efthl#4% BB EEEHE:

2. NATURE OF REQUEST HizEIEH (PLEASE CHOOSE ONE ONLY HE[#EfEH rh—IF)

O Medical Report i O Medical Certificate B¥4:25HH=E From B To &
O Birth Date & Time 14 HHA K BFE] O Sick Leave Certificate JpE{EEEEHZE From To &
O Proof of Date of Death ET- HHAz&HH O Date of Admission & Discharge H A5 H HA

O Attendance Record F([E24 8% O Medical Expenses Record B&%&: FH 4 %

O Certificate of an Employee's Permanent Unfitness for a Particular Type of Work :5HH{E Bk AR M & 18T HIE T /e HE
<Please read the Notes of Application for (Form 1) F55t2R8 (G AIHFEHEM>

O Others HAtf:

3. HOSPITALIZATION / FOLLOW-UP RECORD &E/MERE/B2 0%
(Note: For doctors' reference only G2, 5 -« L [ ZRK H B (FEE i)

(a) Mustbe Completed WAEIE EF Specialty ERFEY:

(b) Admission Information &g/ A &R

AE/Hospital Number £ /(L[R50 Request Period I35 HAR] From ToE
AE/Hospital Number £ /(L[580 Request Period I35 HAR] From ToE

(c) Follow-up Information Z2# i}

OPD Number ZBEZ4R58 - Request Period FEEHAM]: From To &

4. REASON FOR APPLICATION EESE[EH
(Note: For doctors' reference only 22 E - L | ZR HHEE - (FEE i)

O Insurance claim HZE{#ERE(E (O Claim Form Attached g #EA& M )
If the claim form is being completed, no additional medical summary will be given. #7&84: FEENT LA ZE15, B B0 T F— (7 BErfRss -
Employee compensation claims HiZ3 T {5H%E

Legal proceeding AR 7 &

Support of application for family reunion {78 E= 5552 A B
Clinical Follow-up B&jEs%

Immigration / Visa Application FHzES R [ %58

Personal Record {[# A 4C§%

O Others-Please Specify Hftf-z5z1HH

(Please v'in the appropriate box - 35 {E ' HH&IE _Fv9E)
(Revised on 202201)
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5. PARTICULARS OF APPLICANT HzE A&k

(To be completed if the applicant is a person other than the patient /77 A % 5435 A FilIETE 1 FFLE )

(@ Name #:44: (English 337)

(Chinese #7%1)

(b) Sex t4FI: OMale 55 O Female % HKID Card No. & 5177 55575 Tel. No. FEEEL55EHE:

() Address #HiE: (The hospital will send the medical report / patient's information to the following address by "Registered Post" B2 /

TANE G LA a1 T Al 7 H 55 A)

(d) Relationship with patient EijE A R4 :

6. PATIENT'S CONSENT WA EE

Applicant's Signature Hi35 A %% :
Date Hif:

(To be completed if the patient is a living individual and over 18 years old HZE4E it/ BEHTIFEN (1B E)

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

ANFEREE AN R E GRS R AL -

Patient's Signature 5 A %% :

Date HHA:

7. CONSENT FROM PATIENT'S / DECEASED'S NEXT OF KIN J§E ABLEZHEESE

(To be completed if patient is under 18 years old / patient has deceased A A1/ GFECEA » FFEELLFEFD

* Please delete the appropriate item ZE/H/2 1 2 fHHVE H
(a) Name #:4: (English 3£37)

(Chinese H737)

(b) Sex tEH]: O Male 55 O Female %z HKID Card No. & B {7 2555 5: Tel. No. ZEEEE5R0E:

(c) Address Hiik:

(d) Relationship with *patient/deceased Eil*i A JEE R % -

(e) Tobe completed if apply for deceased's medical report/information A #5052 B A 1S/ a 25 BB 2

Declaration 2B
I, declare as follows: A< A EEHHA T :

O 1 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.

ANELEEVERE H R ESHUEEZE BB — s — 8 E A EHEBEEEE -

O 1am 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.

ANAREFEER R IEE A E E RSN ATE B e ARFTA A R SR L B A A1 -

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

ANFE R E BRI A LS 2 R s Fas AAREAL: -

=

Patient's / Deceased's Next of Kin's Signature 5 A/SLE T Z
Date HHA:
FOR OFFICE USE ONLY HACHRERESIEEY
Applicant's ID checked ovy/ON Shroff Office,
Relationship checked ay/ON Please charge Medical Report at §

INF oY/ON
PL OY/ON

Pl Ovy/ON

MRO, SH

(Please v'in the appropriate box - FB{E & HFSE FviE)
(Revised on 202201)
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Shatin Hospital
VB

HER B P i o 8 N\ R AL
e AT AL A e » T O AR L 20
S AT A | 65 Bot A7 T/ BB T AT 7 A el -
B+ SIVEUER ARIREA 2 FIRE » 7T s B A 200

AT - A AR A LS A AR 2 AR - DSBS - Bl -
e

- EEHRE

- AT A R R R (s AE /R TY)

- R SRR (B A D)

FEE NHRE B RV P R T A A R AR 2 ABT G RAVERL > GG H ~ 22 R TRl - Aens s -
W EFE R e (F RIS E R - SEI EARRAS o ERE R DIE P et 2 RIS Cl B R
BT S R ER RIS — 8B W AR (s

RIEEFEHERES  ShBFERE/EER R RERE$895 » K=l H$3580 - HIF KR A&
kB GECHSREEW ~ AR HIEEY ~ ARSI - 220 - BEEEE) - Silcg BERES230 -
HAMR AR S - SR AR A A -

HER N AR R - ZRRIRFSCC AR e A HRap B i s ARSI B (R T8 $895 - SZ (T3 > 55
R BGRAER " BB, -

WIARRE 25 AR ANHIZE N Z [FEE S R A RIRE SR IE ~ BIA REECE MR > B2 HEE A R
H -

— RS > TR — DB > A SE -
FirA S i N R SOGE R -

Ty BRI SN N ERIR R ARG (B IASERL - MRS A EIENEDR - MAREIERE ZIEAR - RGN
fEIE > RFEAG R B AEFRRIAE -

Al Z SRR EIR AR > G LS AT THHEA o WARRIZEK - S5 SR -

WHEE &R - sEBS AR

A EEEE: (852) 3919 7696

{HELSERE: (852) 3919 7713

Hryb: B 5 0H BRI EE A A = =9t (BRACREE)

WABER: B —2 A0 B/ =102, MR IRE AR/ Uy (DR ERIAERIN

st - HEEREEMER TR REEE SR T A KT MR R IEARZREIAR ) -

(5T HEH: 26/02/2020)
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Shatin Hospital
VO HE B

Notes of Application for Medical Report/Patient’s Information

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

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.

Consent of patient's personal representative should be obtained for an applicant to apply for the medical report /
patient's information if the patient is a deceased.

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)

- Probate or Letter of Administration (if the patient is deceased)

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.

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.

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

According to the policy of Hospital Authority, a minimum of $895 per medical report per specialty and subject to a
maximum of $3,580 will be charged. $230 will be charged for general requests (Proof of Date of Death, Date of
Admission & Discharge, Birth Date & Time, Attendance Record, Medical Certificate). Regarding the charges for other
special requests, please contact our staff.

Charges for all requests should be paid during submission. The minimum charge of HK$895 should be paid when
submitting an application for medical report. Payment by cheque should be crossed and made payable to the ‘Hospital
Authority’.

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.

No refund of the charge for medical report / patient's information will be made once an application is made.
All medical reports / patient's information are written in English.

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

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

If you have any queries, please contact our Medical Records Office at:
Enquiry Hotline: (852) 3919 7696

Facsimile No.: (852) 3919 7713
Address: 33 A Kung Kok Street, Ma On Shan Shatin, New Territories (Medical Records Office)
Office Hour: 8:30am to 1pm, 2pm to 5:18pm (except Public Holiday)

Remark: "original consent" or "certified true copy" of the consent is required for application of medical report / patient's

information.

(Revised on 26 Feb 2020)



