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This referral form is for referrals made by private practitioners to Hospital Authority (HA) Specialist Outpatient Service (SOP).

I. JEAEF Patient Demographic Information
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Or affix patient label (if any)

KR E ] Clinical Information
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a. Referring specialty / sub-
specialty (if applicable)
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b. Major complaints / symptoms
(duration)
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c. Other relevant information
e.g. investigation (including
laboratory /radiology report),
current medication etc.

=t Information of Referring Doctor
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Referring doctor Phone
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