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A 5 B Tai Po Hospital Date:
TAI PO HOSPITAL x 1§ B8 R

ﬂ HOSPITAL AUTHORITY For Office Use Only RtERIZIPIES

APPLICATION FORM FOR MEDICAL REPORT & PATIENT’S INFORMATION
BERE RRABERNPRERE

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

HEBARBIBELTEH (BRESRARABRBEFEERM) -

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.

FREAREANBRS  ARBRENBABRRTAREEBIIRFFEREMA EEAENER/ -

1. PARTICULARS OF PATIENT @A BAER
Name #%: (English 3X) (Chinese #X)

HKID Card No. && S5 5RE: OR I Passport No.E R EAS:

Sex tAl: OMale B QFemale ¥ Age fF#z: Q 18 years old or above +/\Ek{_E Q Under 18 years old & +/\5
Address ifit:

Daytime Telephone No. EFESEAS(H®): Other Contact No. HE B 48 E5E SR E:

2. NATURE OF REQUEST EBi5JEH (PLEASE CHOOSE ONE ONLY RoliE#EH G —IH)

O Medical Report BERE
O Medical Certificate B4 75 A8Z / Sick Leave Certificate & {FRFEAEE From H To &

O Attendance Certificate [For Allied Health] FEZ2:5REE [EREEEA] From B To &

Q Others EAth

Q Certificate of an Employee’s Permanent Unfitness for a Particular Type of Work [LD424(S)]
RIEEXKAANBSETEHEITIFEIRE [LD424(S)]

a Application for Reimbursement/Direct Payment of Medical Expense (except drug provided by the Hospital Authority) [Form B]
BFERE / BEESNEBRWNEHRBEREERREHMNENNE BRI [F1E B]

Q Please specify FrERR:

3. HOSPITALISATION / FOLLOW-UP RECORD =it / Bk | Bi24cis
(Note: For doctor’s reference only. &1 X FERKIHRELIFSEFHE <)

(@)  Specialty ERIZIFI (Must be completed #1718 2):

(b)(i) Admission Information =JE/ AP E

AE/Hospital No. 2 E/1E Rt is: Requested Period B35 HARE: From FH To

AE/Hospital No. 2 E/1EFesti: Requested Period B35 H#Af: From F ToE
(b)(ii) Follow-up Information ZEZER

Requested Period EB55 #AfE:From H To &

4. REASON FOR APPLICATION HiFEEA
(Note: For doctor’s reference only. & 1&: X FEKFBRELIFSEMHE )

O Insurance Claim E:5{RIEFE(E (Q Claim Form Attached fRIEZRAZMT L)

If doctor has completed the claim form, no medical report will be issued. B+ EEBH FHIFEZRIS - Al FEH L EBEHEL -
Employee Compensation Claims BRI SRZ{E

Legal Proceedings AR BRFER

Clinic Follow-up BE£%E

Immigration / Visa Application BEBER / %#5E
Personal Record {E A 2%
Others EAtl (Please specify #&zERR):

O00o0o0Oo

TPH-MRD-MR-04-V5(NOV21) U Please v in the appropriate box BERESHEE LV



5. PARTICULARS OF APPLICANT EEiEAER
(To be completed if the applicant is a person other than the patient. ZJFEAFEFA LS - AIEEZIE G )

Name #%&: (English %&XX) (Chinese XX)
HKID Card No. && S50 5Rh%: OR 3  Passport No. EIRIEHE:
Sex MRl: O Male B QFemale ¥ Telephone No. EFESRAE:

Address fiit:

| agree the hospital to send the medical report / patient’s information to the address above by ‘Registered Mail'.

FANBERLGREBERRS | AR SER A SE Lt -

Signature of Applicant BB A E: Date HEA:

6. PATIENT’S DECLARATION & SIGNATURE WAEBAREE
(To be completed if the patient is a living individual and over 18 years old. S HZE# 1/ #HIEEAN FEEE - )

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

FARBRITRAENZBEER B ASBEAN | BEAL -

Patient’s Signature fEAEE: Date HEA:

7. CONSENT FROM PATIENT’S / DECEASED’S NEXT OF KIN /B A /| SEEEZREEE
(To be completed if the patient is under 18 years old / deceased. ZFEAFFH 1/ EZ4¢ - BEBUEG )

Name #%: (English 3XX) (Chinese X)
HKID Card No. && B0 5Rhs: OR 3§  Passport No. EBEHS:
Sex MAl: O Male B QO Female ¥ Telephone No. EFESRHS:

Address fiiit:

Relationship with *patient/deceased E2*f5 A\/JEE B t:

Declaration ZAH
(Must be completed if patient is deceased. IHEA BS54 BHEZ - )

|, declare as follow:
KB ARZEAT:

O | 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. The true copy of the letter of Administration issued by Court is enclosed for reference.

RACKOEEPFACERIEZEREENE—RET—UEECEAN EEXEBEE - BARMBZERLN T EEEE
=1 ZEREIXDESE -

a | am 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.

AANBEPFEUREENEENBARTACTERRARMEBRERFPTEEEENAL -

| consent to have the *patient’'s/deceased’s medical information disclosed to the applicant/concerned authority.
KABERFE “HWALEZEEENZEMREBFEAN | BEAAL -

Signature of Applicant B ARE: Date HHA:

FOR OFFICE USE ONLY R{EARIEFIIES

Applicant’s ID checked 4 YES d NO

Relationship checked U YES U NO

Application fee collected Q YES (Total: HK$ ) d NO

Legal Case? d NO O INF arl aPL 4 SARS

U Please v in the appropriate box FEREEGEIE VIR



