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HONG KONG EYE HOSPITAL

Application for Duplicate Medical Record/X-ray Film
B EUsR/X - H AR A

1. All medical records are written in English. This hospital does not provide translation service.

BRRLHE ICE R A SR L ERER TS -

2. Application forms can be obtained from Enquiry Counter at Medical Records Office, G/F, Hong Kong Eye Hospital at
147K Argyle Street, Kowloon. The duly completed application form can be returned by mail. Please state “Application
for Duplicate Medical Record / X-ray Film” on the envelope. For enquiry, please contact us at 2762 3299 during our
office hours: Monday to Friday 9:00am to 1:00pm and 2:00pm to 5:00pm (Closed on Saturday, Sunday and Public
Holidays).
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3. For easy retrieval of relevant medical record, please state clearly the Data Subject (Patient)’s Hong Kong Identity Card
Number and the required information.

A [EREH AT RN E AR ) B (0 589505 K A BRIV &R - DAERIARCH -

4.  If necessary, the applicant must produce in person the original or a true copy of his/her identity document.

WAFE > HE AR S HRE S Myt S eie SKE R A -

5. If the applicant is not the Data Subject (Patient), a written consent of the Data Subject (Patient) is required and the
applicant must also produce in person the original or a true copy of the applicant’s identity document.
EF};%;)\ HIFERESAHNOAN  WHIREREBANOE N BB TS KR HFEAZS DR S S H
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6. If theapplicantisthe Data Subject (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.
WHH NEEREBNOEN) 2R R ASEE B AR a2 AR AL - I raesEI e NBEREEAGHEA)
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7. Aninitial processing fee of HK$76.00 will be levied, including first 10 pages. Charges for duplication of medical records
exceeding 10 pages is HK$1.00 per page (with effect on 18 June 2017) and charges for duplication of X-ray film / disc
is HK$230 for each copy. Cheque, remittance and money order shall be addressed to “Hospital Authority”.
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8.  No refund of the initial processing fee will be made even if the application is withdrawn before the duplicate medical
records / X- ray films are ready.
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9. Ifthe applicant failed to provide sufficient documents, we will refuse to comply with the Data Access Request and refund
the Processing Fee.
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10.  When the duplicate medical records / X-ray films are prepared, they will be sent to the applicant by registered mail. If the
applicant wants to collect the duplicate medical records / X- -ray films in person, please specify in the application form.
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11. A reminder letter will be sent to the applicant’s provided address by mail if the duplicate medical records / X-ray films
are 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, the duplicate medical records / X-ray films will be disposed 3 months after the
reminder letter issued out by mail without any further or prior notice.
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Eowloon Central Cluster

Hong Kong Eye Hospital
HEIRMER

DATA SUBJECT (PATIENT) DATA ACCESS / DUPLICATE MEDICAL RECORD &
X-RAY FILM APPLICATION FORM
SRENESZA (F A) B/ BRCBREERX-IERETHERE

(Except with the consent of the individual concerned, the personal data collected in this Form will be used for the purpose of
processing this Data Access Request (DAR) and other directlyrelated purposes only.)

[A data user is required by the Personal Data (Privacy) Ordinance to comply with a DAR within 40 days after receiving the same.
If a data user is unable to comply with the DAR within the 40-day period, it must inform the requestor by notice in writing that it is
so unable and the reasons, and comply with the DAR to the extent it is able to within the same 40-day period and thereafter comply
or fully comply with it as soon as practicable. When medically necessary, a patient may authorize his/her private medical practitioner
to contact the Hospital Authority’s responsible doctor to obtain his/her medical information.]

(PRERRMEARFEESN - AFAEUEAE NGB A o] H P T & R B SR R HA L EREARAAY HAY <)
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1. Particulars of Data Subject (Patient) who must be a living individual:
BRESA (BA) (DEREEAT) FHiA:

(@ Name: (English)  ( )
#:24  Surname 2K Forename 4% (3E7) Chinese Hf 7 #E:44

(b) Sex: [ ]Male [ ]Female Age: [ ]under18yearsofage [ ] 18 years of age or over
el 5 2z Fie AR/ + Nkl

(c) #HKID Card No.: | #Passport No.:
HEBS(EE5RE HE SRS

(d) Address Hff:

(e) Contact Telephone Number(s):
RS i

# If the HKID Card No. is provided, no copy or physical production of the HKID Card is required in case the number provided is
accurate and corresponds to the number recorded on HA's database. If not, a true copy of the HKID Card will be required for
verification. Alternatively, the HKID Card may be physically produced for verification at our hospital. If the Passport No. is
provided, please produce in person the original or provide a true copy of the Passport of the Data Subject (Patient) when
submitting this DAR to our hospital.

# ETECE RS (RS o SRS IS L K LR E S B R R s sk ISR - S S BB S (s IEA SRR
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2. Data Requested: BERIFFFEHE

(@ Types of Data: [ ] Duplicate Medical Record [ ] Duplicate X-ray Film/CD [ ] Others

bl BB EURRE AR XeREAR HAth,
(b) Specialty:

i
(c) Period: From To

A M Ea)

Others, please specify EAtl (G5:3HH )

(d) Purpose(s) of Request: g 7 JH A
1 I ] For future medical purposes H &g #&
2 [ ] For personal reference {E AZC$%
Q) [ ] For legal proceedings JA{# FHEF1E 7

4 [ ] Others, please specify HAit (F5=FHH )

(e) Types of X-ray Film(s): X-3tF JA]
1) [ 1 PlainX-ray %8 X-5t W&
2 [ ] C.T.Scan ZEfmiH
3) [ ] MRLEGHHIE

@ ] Others, please specify E:Ath (H=EHH )

3. Is this the first time that the Requested Data is requested?
EEF—REXRERPMEKRNER?

[ 1 YESE [ 1 NOE

If no, please state the number of times where such a request has previously been made.

1T, Bt DAE B e LKA 8L

[ 1 2Y@=% [ 1 3'==% [ ]

4. Nature of Request: ZERIMHE

[ ] Data Enquiry Request [ ] Copy Data Request
ERIERECK BRHEARTIK
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5. Details of the Relevant Person: BEIA LB

(To be completed if a Relevant Person applies for access on behalf of the Data Subject (Patient))

(UIRAHFE THARALARERESEAN ORA) 12 - RIZBER A )

(a) Name: (English) ( )
244 Surname #: 5 Forename %4 (¥ X) Chinese Hf 7 #:44

(b) Sex: [ ] Male [ ] Female
el 5 2z

(c) #HKID Card No: / #Passport No:
HE T EE SRS # FEATSRNS

(d)  Address #trhf:

(e) Daytime Telephone No(s) H RIl#4% B EE s

(f)  Any Other Contact No(s) A4S Bk e

# Please produce in person the original or provide a true copy of the HKID Card / Passport of Relevant Person when submitting
this DAR.
# [EARREER T ERERER ) R FESHUNARMALNEERS(HE [ EREASER S ERERA -

6. Relationship between the Relevant Person and the Data Subject (Patient) (please tick as

appropriate):
BRAATHERESA (WA ) W% FEBESEANM v 5%

EITHER [ 1 (d) The Relevant Person has parental responsibility for the Data Subject (Patient)
SRR who is under age 18;
EREEN RN FlicRm/ Uk - ARMALHESCRER

OR [ ] (b) The Relevant Person has been duly authorised by the Data Subject (Patient) to
19 submit this DAR and to collect the Requested Data on behalf of the Data Subject
(Patient);
ARALEERESEAN R RAEROR " ERERER ) - Bk
HSER AT ERA &R
OR [ ] (c) The Data Subject (Patient) is incapable of managing his/her own affairs and the
19 Relevant Person has been appointed by a court to manage the affairs of the Data
Subject (Patient) ;
BREEAN OAN) MEETEHEAGER A EMIAER AL
(EEE I WNCNE S
OR [ ] (d) The Data Subject (Patient) is mentally incapacitated within the meaning of the
19 Mental Health Ordinance and the Relevant Person is appointed as a guardian of

the Data Subject (Patient) by a court, magistrate or the Guardianship Board
under the relevant section of the Mental Health Ordinance.

BEREEAN (FA) & CRROEEIRET) FrHsrE LT REIHA
DUR AR A LA AR - S EEGER Sl (RHERERE]) HIHEE
S BRERBEHEEN (RA) EEA -
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# Please also provide a true copy of the documentary evidence to support the relationship between the Relevant Person and the

Data Subject (Patient). The documentary evidence can be:

a. abirth certificate / legal custody paper if the Relevant Person claims parental responsibility over the Data Subject
(Patient);or

b. an original authorization form signed by the Data Subject (Patient) where the Relevant Person claims to have been duly
authorised by the Data Subject (Patient); or

c. acourtdocument issued by a court appointing the Relevant Person to manage the affairs of the Data Subject (Patient) who
is incapable of managing his/her own affairs; or

d. aguardianship order issued by the Guardianship Board / court / magistrate which can show that the Relevant Person is
currently appointed as the guardian of the mentally incapacitated Data Subject (Patient); or

e. documentary evidence to show that the Relevant Person has been vested the guardianship or that he is authorized to
perform the functions of a guardian under the relevant section of the Mental Health Ordinance.

# s OHEALEE AR A LEEREEN ORA) ZHEBIRAEE SR S ERIA - &85
a. HAERWE ATEEMENE CEAMALBREENESEAN RN AXERE) K
b. BREBEAN (A HEBNREESEA CEAMALEMERIL ARIRIE) =
c. AbimFEMAMALEHEENEEAN (WA EBIABCUE ) GILAEENEERSEE) =N
d. BEZEG AR | HHAEFLNERES - BUNAR A LIIEREREE LT REDNEREEAN GEA) 1
T PN
e. sall X AFBUNAR AL CRETHERFEFRGT) AR RO R e SR TR N AVIRAE -

7. Declaration and Signatures: ERRZEZE

WHERE applicable, the Data Subject (Patient) has irrevocably authorised the Relevant Person to deal with
this DAR and to collect the Requested Data on behalf of the Data Subject (Patient). The Data Subject
(Patient) and (where appropriate) the Relevant Person understand and agree that all applicable fees listed in
the Scale of Fees have to be paid prior to collection of the Requested Data.

EEAERT - BREEAN AN EIRERRAL > AATEARERESA OFA) I
P EREREDR ) LERFTERATER - BREEAN (R RARIAL (AEMHE ) B K
AEFRITHEE RN E R - 7 AHEATE KAV &R -

The Data Subject (Patient) and (where applicable) the Relevant Person declare that the information given
in this DAR Form is accurate.

BEREBEAN (FA) RAEMAL (AEHE) EHERE " EREENEDR ) RSN
Bt -

Signature of the Data Subject (Patient) : Date:
BRESEAN AN &F HHA

875 ghix

If application by Relevant Person: HHARA TIERBHE

Signature of Relevant Person (if applicable) : Date:

ARALEE (EH) H &

FOR OFFICIAL USE: iR HBERFIES

Application Received By: Date:

Patient ID / Passport: [1 Match with PMI [ Original / True copy verified
Applicant ID / Passport: [J Original / True copy verified
Birth certificate: [J Original / True copy verified

Other Doc: [ Original / True copy verified
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