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HONG KONG EYE HOSPITAL

Application for Medical Report
B S HEEAA

All medical reports are written in English. This hospital does not provide translation service. The format of medical
report is decided by the doctor. Attached forms provided by applicant may not be applicable.
B E oS A mEEE R - SR EEEERAENE » IRER RN EEHE -

Application forms can be obtained from Enquiry Counter at Medical Records Office, G/F, Hong Kong Eye Hospital at
147K Arygle Street, Kowloon. The duly completed application form can be returned in person or by mail. Please state
“Application for Medical Report” 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).
HEEZAS i R 2B e (BRABIRPIREEE ) KA - H%Z & - wli E e sE LR e B 147K B
HRFFEE B RS 2 a0 - (SETEEE T SRS ) - WAEH - RPN RN EEE2762 3299 : EH—
EEHT > EFNE TP TP RERR (BN - B RAREIRE) -

For easy retrieval of relevant medical record, please state clearly the Data Subject (Patient)’s Hong Kong Identity Card
Number and the required information.
HIEMSHE AR EE AR B 5850 KR AVER - AERIA SR -

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

WHFE - HFALERS HRE S 0y s S sl S R A -

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.
HRAGIFERESE A AAN - HIRERE SN0 N EEEES LR E A Z S0 EEH A s 2 B i
BIA -

If the applicant is the 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.
WHFENEEREBARN)Z R » S ANBEE B AR Ear 2 AR AL - S5 REEEE A ABE R E S AR A)
Z FEIBEMA A SIE B SO A B S LRI

A charge between HK$1,100 and HK$4,400 (with effect from 1 January 2026) will be levied, depending on the type and
number of reports required. Cheque, remittance or money order shall be addressed to “Hospital Authority”.

HE W ERES T -E TR ENTUETERERR —E=AFE—H—H) » BRI REEMNE - AT BE
RAFEFBW AT " BREEF ) WIE -

No refund of the fee paid for a medical report will be made even if the application is withdrawn before the medical
report is issued.

B GEAE B e o5 % L BT R 5% > PR B R A 348 -

If a medical report is required on a particular date but it is unlikely that the report can be released on or before the specific
date required, then the application will be rejected and the application together with remittance enclosed will be returned
to the applicant.

BT T - R i RE PR S Bd S R R RIAA FT 88 L - A0SR aE N BORAETE E H IS B - At n]
REGTEEAR S > M 28 - KREHF

In normal circumstances, the time for completing a medical report of one specialty will be 8 weeks.
TE—RIEID T » ARbw s — (B R A B & fR i 4 VR H -

When the medical report is prepared, it will be sent to the applicant by registered mail. If applicant want to collect the
report in person, please specify in the application form.

ERMBRRSERT > A DIHREA LR RS - T B EE > FHEH SRR R

A reminder letter will be sent to the applicant’s provided address by mail if medical report is 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, medical report will be disposed 3 months after the reminder letter issued out by mail without any further or
prior notice.

AR R T DA B R R 5 12 Y /N (8 B TR SR - ek &2 i 22 FR 55 AR LAV AL - E R F R M m R
[EEAWENEEE - BRRES GRERF RS L =8 & H% - B gSTEA -
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Eowloon Central Cluster

Hong Kong Eye Hospital
EFERBER

MEDICAL REPORT APPLICATION FORM
BERRSHRERR

Please tick the appropriate box ZE{Fi#E s 25k BNk v 5%
1. Particulars of Patient: #®AZE#

(@) Name: (English) ( )
44 Surname ZELL Forename #°¢ () Chinese W7 #t:44

(@ Sex: Male Female Age:
il 5 % e

(b) #HKID Card No.: / #Passport No.:
#EBG (RS HEISRES

(c) Address:
ik

(d) Daytime TelephoneNumber:
H 4% B EE s

(e)  Any Other Contact TelephoneNumber(s):
HAHr4s B 5k 0S

# 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 HA4 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 Patient
when submitting this medical report application to our hospital.

# EREERS (TS o MiEHstiS I kS E R ERERRC sk - SRS R &R S (R A
AR - BRI AR X EES (R EMERIA - S S RARH T EES (TR IEA - DHER -

ETRSGEIRSS o SFE AT AR > BB LR R E S AN AR H R A -

2. Information Requested: ZHIRIE £

(a) Specialty:

=i
(b)  Period: From To
HE H z
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Purpose(s) of Report: Bk E 2 A&
i) For general purpose(s):
fER—MENZH

future medical purposes
Hig B F R

others, please specify
HA ()

A supplementary medical report

R — (A S HAY B R &

# Please attach a copy of the previous medical report, if available for ease of reference
#UE AR SR - S50 ERIALUES
Please specify items to be included in this supplementary medical report:

ook D LR B e 5 P TE B S 2 IR

ii)  For specific purpose(s):
fERtaE MR
insurance claim
FH 3R PR 18
employee compensation claims
R TEREE
legal proceedings
AR
certification of sickness / injury for:
s R 1 25 LU TR

certification of sickness / disability in support of :

sa I | B LIRS

immigration application

MR

rehousing application

HHABEEE

to Immigration Department for family reunion

BN ST AR PN

others (state reason)

Hftt (GEFIIH )

(c) Contents: AAEEHE

nature of sickness / disability / injury
RGN ZGIE

nature of operation / treatment

Filg 1 ERIMEE

length of hospitalization

B e H H

length of sick leave granted
L

others, please specify
Hh (FFEEHT)
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3. Details of the Relevant Person: BEA L 1F
(To be completed if a Relevant Person applies on behalf of the Patient)

(FAHE AR LRRR AR - AEESIEE )

(@) Name: (English) ( )
44 Surname ZELL Forename #4°¢ () Chinese 744

(b)  Sex: Male Female Age:
sl 5 % Fie

(c) #HKID Card No.: / #Passport No.:
HE B SRS HEIR RS

(d)  Address:
ik

(e)  Daytime TelephoneNumber:
H 4% s e

(f)  Any Other Contact Telephone Number(s):
HoAHr4E B RS

# Please produce in person the original or provide a true copy of the HKID Card / Passport of Relevant Person when
submitting this request.

# HEEABHECAERER > FHHS LA ALNEES M | EREASGR R EHEA -

4. Relationship between the Relevant Person and the Patient (please tick as appropriate):

BRAALTSRRANERR FEBESBAN /3K

EITHER [ ] (&) The Relevant Person has parental responsibility for the Patient who is under age 18;

o TSR N A /% TR A LHHEA CREE
OR [ 1 (b) The Relevant Person has been duly authorised by the Patient to submit thisrequest and
i to collect the medical report on behalf of the Patient;

AR LI ASRELESCHEE > DU RHH R s

OR [ ] (c) The Patient is incapable of managing his / her own affairs and the Relevant Person has
G been appointed by a court to manage the affairs of the Patient;

WARE VB AR - ABEMAVAR A LEEIE AVES |

OR [ 1 (d) The Patient is mentally incapacitated within the meaning of the Mental Health

B Ordinance and the Relevant Person is appointed as a guardian of the Patient by a court,
magistrate or the Guardianship Board under the relevant section of the Mental Health
Ordinance.

WA CREERRIRDI) Frishvls LT BaEJAYA > DURAARIA LAEHART -
HHEEEER A CREMEREGRE) AVHBIRC R EREARTEEA -

#  Please also provide a true copy of the documentary evidence to support the relationship between the Relevant Person and

the Patient. The documentary evidence can be:

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

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

c. acourtdocument issued by a court appointing the Relevant Person to manage the affairs of the 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 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.
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# S OHEOLREEII AR AL i A 2 IR (YRS (P B SX BRI A » 361 -
a. HAERWE [ ACEEREENS CERMALBMEN AT KERE)
b. W ABRENFRHESIEA CERRALBRMEEIL M) =
c. EbiEBHEMARALEER ABBIARCUE CEEABENEERATER) |
d BEZRE /AR | FHEFHNEES  BUNERALRERE B LETRETIHRANEEA 5
e. se A AFBURARIA L5 CRAEERIRET) AR U ER EE SUE R ST B A HTREE -

5. Declaration and Signatures: ZEHAR %

WHERE applicable, the Patient has irrevocably authorised the Relevant Person to deal with this
medical report request and to collect the medical report on behalf of the Patient. The Patient and
(where applicable) the Relevant Person declare that the information given in this Medical Report
Request Form is accurate.

FEBEAER T - WACHEERR AL AR AR R B Rt & H o R HH B e s - I
AREBAL (A ) EREAEN " ARERHE  FASNIRERTE R -

Signature of the Patient:
WAFHE

Date:

H A

If application by Relevant Person: ZHBERA TR HE

Signature of Relevant Person (if applicable):

ARALZHE (WEMH)

Date:
HHA

FOR OFFICIAL USE: LR HEBEFIES

Application Received By: Date:

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

Other Doc: O Original / True copy verified

Revision: 3 May 2021 Page 4 of 4



