Hospital Authority - Hong Kong Island Cluster #reg 245 - 4§ B

Tung Wah Eastern Hospital & # & Fx
INFORMATION SHEET FOR MEDICAL REPORT AND PATIENT INFORMATION APPLICATION
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Please complete this application and attach the claim form (if any). Doctor will complete the medical report either in essay form or in
the provided form.
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Patient MUST sign in the column "Signature of Patient" under section 7.

AP E S A R R R L

)

Documents to be submitted together with application 7 & £7¢ H-% - H4e 2 2 2 !

(a) If application is sent by post, please attach a true copy of the Patient's identity document. If Patient is under 18 years of age, please
attach a true copy of the Patient's birth certificate and true copy of identity document of the parent OR documentary proof of
relationship of guardianship.
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(b) If application is sent in person, please provide identity document for inspection by staff at Enquiry Counter.
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(c) A true copy of the identity document of the individual to whom this Medical Report is to be sent if the applicant is not the patient
himself/herself. This does not apply if the recipient is a limited company such as an insurance company.
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(d) For the requests from insurance companies or law firms, no true copy of patient's HKID Card is required if the patient's HKID card
number provided is accurate and corresponds to the number recorded on database of the Hospital Authority.
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(e) All medical reports / patient’s information are written in English. This hospital does not provide translation service.
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(f) 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.
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Charges: % :
Medical Report: A minimum of HK$1,100 PER medical report/ claim form PER specialty; subject to a maximum of $4,400
%‘@fﬂf% Y f%?r%iﬁ%ili#f%“éi R AERN E A F B 1,100 & 5 BB e B 4,400 & o
Certification / verification/re-issue of previously issued Medical Certificate or Attendance Certificate: $300 per copy per specialty
TR AR g ﬁéﬁﬂ?i%ﬁﬂ“ TEIBHEPE CERELE R 300 R o
Crossed Cheque payable to "HOSPITAL AUTHORITY" AL AR AR " ?rfn%’ 25"
e Cash: Please pay at the Shroff Office at G/F, Ophthalmic Block. 3L 38 & @ 3 fte 3 T 8% o
Opening hours of Shroff Office: 9:00 a.m. to 5:30 p.m. (Mon-Fri); Closed on Sat, Sun & PH.
B RFEARER BH- 37 it E QI TR RS04 AH o EEP R ORED KL .

 No refund of the fee paid will be made. #75 M. & / £ & > - 549 > 72 & -
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Performance Standard: Around 8 weeks for medical report of each specialty under normal circumstances.
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The completed medical report/ claim form & the receipt (if applicable) will be sent by mail directly to the person mentioned in the
application. PRI 38 > gdk Fedp(ho * F)EF LY Ghhp 2 ¥ Gt e
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Submission of Application:

By hand: Enquiry Counter, 1/F, Main Block * If pay in cash, please note opening
(Opening hours:  Monday — Friday: 9:00am to 5:30pm hours of Shroff Office. The Enquiry
Saturday: 9:00am to 12:00 noon Counter will not receive cash payment.
Sunday & Public Holidays: Closed) ST £ F:"},i—/»i z ﬁﬁ“ e
OR By Post:  Tung Wah Eastern Hospital * et §HREE
19 Eastern Hospital Road, Causeway Bay, HK
(Attn: Medical Record Office) Enquiry Tel.: 2162 6072
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Hospital Authority -Hong Kong Island Cluster
Fgh - B§5me
Tung Wah Eastern Hospital & # & fx
Medical Report and Patient Information Application Form
PRELE5ATHEY 34

Please read the “information sheet for medical report request” before complete this application form. 3

For Official Use
FRER3E8 MR

Receipt no.: Specialty/Type:

Received Date :

1. Particulars of Patient i 4 R o
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Name : (English) ( )
¥ % Surname 4+ = Forename % 3 (&=) Chinese #» <~ ¥+ £

Sex £ %]:Q Male § 0O Female * Age # #£: Date of Birth 1% p p:

HKID Card No. 3 & ¥ (» 75 575 Or 8¢ Passport No.2& P& 5575 :

Address ¥ h_(PIease write in block letter and ensure the address is correct for mailing. 3-*

RATEB R AT R AEE S U LEF L R):

Room % : ; ; : Floor & Block i

Building Name E ?ﬁi |

Street / Road # g

District # % *Hong Kong 4% i#/Kowloon 4 #/NT #7 %
Daytime Telephone No. Other Contact No.

PR B R SRR B R R EE:

2. Nature of Request ¥ 33 #

Q Medical Report § #: 47 -

O Medical Certificate N 22 FLaEp 2 N2+ (From d

to 1

Q Claim Form ¥ i p2 i % 2
Q a supplementary medical report f2§# ¢ j2:& - B 2 4 m%% -

Please attach a copy of the previous medical report, if available, for ease of reference. #- 7 1 7% m/;ff/?a“ﬁ’fi O A RN =g

Please specify items to be included in this supplementary medical report ;3L 2 §9:& %‘ Y N R A

Z

Q Others H @ :

3. Information Request ¥ 7 #*

Specialty & #: Period #p f&: from d to I
4. Purpose of Report %%fﬁ% 2.
Q Future Medical Follow-up / Personal Record P {s %gf)%f iR A ks O Legal Proceedings for j* £ ¢ 4% 5.
Q Claim for Insurance / Employee Compensation L 8T YA R
Q Immigration / Visa Application ¢ % SRR &4 Q Others (pls. specify) # i (5710 ):

5. Contents p 7 & 3%

O nature of sickness / disability / injury # % ~ § 7% &% < 2% U nature of operation / treatment = 2 iy e 7
Q length of hospitalization ¥ f= p #p O length of sick leave granted 5 i< P 4

O Others # i (please specify items to be included F3Lp" 4 %] T E):

Q - please tick () where appropriate 773" 7 ~

/;14f/\/§*

*- please delete the inapproriate 7 M{f FErF
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- please refer to information sheet ;£ & " ¢ ﬁj%;f-z%fﬁ JF




6. N zzParticular of Applicant/ Receiver of Report ¥ A AR FEeft 4 FOR (if different from the Patient &r?t:)ﬁ, AR A

Name 4+ %.: (English & =) (Chinese ¥ <)  Contact Tel.No.5% % T 25075

*HKID Card 4 i& ¥ i» % [ Passport No. 2 P& 575 Relationship with Patient £2 5 + B f%:

Address ¥ h_(PIease write in block Ietter and ensure the address is correct for mailing. 3= * & 551 & % FER B R U LENFE 4 2R):
Room % ; T Floor & Block i

Building Name « & ﬁﬁi.

Street / Road #ig

District ¥ T *Hong Kong % i#/Kowloon 4 #/NT #7#

7. Nz~ Declaration/ Consent (if applicable) - | declare that the information given in this request is accurate. | and/ or my
parent/ guardian by signing this Form consents to the Hospital disclosing and sending my medical report to the
applicant/ receiver in (6) above.
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FOR ALL REQUEST, PATIENT MUST SIGN IN THIS COLUMN (#77% ¥ 3 5 A % & ¥ 2 4f)
For Patient who is over 18 years old (#* ## if * ** & ;% 18 ;%« m/‘p‘a A)
Signature of Patient ;5 * & & Date p #p

For Patient who is a minor (under the age of 18) or mentally incapable

PR T AR 18 R A FIE A R A B R AL A L E R L)

Signature of Patient's Parent/ Guardian Nature of Identity document & ID No.
A RIHIEEA ¥ LM B2 B
Name in Block Letter 4+ & (i 53 8 ): Date P #p:

+» Please produce the Original or provide a copy of the applicant's identity document and attach a copy of documentary
evidence to support the relationship with the Patient.
FAR Y A R ER Y B AR A T Vk’iﬁv* Miramgp 2 g+

*- please delete the inapproriate ;‘i-/i/ﬂf 7 g /—q"( N 7z - please refer to information sheet ;-2 " ¥ ’ipfﬁ;“; 2 gt

For Official Use s* #§f ¥ #&Fe= H 8 Checked by:
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[Please complete the following and provide a self-addressed envelope with stamp ONLY if the applicant would like to have an
acknowledgement of receipt of the application. ¥ -+ 4c% ¥ Rajc |8 ¢ G4 > FHELTAIFTA > o wIG H- B o]

Acknowledgement of Receipt w i%

This is to inform you that application of medical report for patient (name) (:f]‘ﬁ Ak ) , HKID
no. (¥ i» & 5L55) has been received. If you have any query, please contact our Medical Records

Office at tel. n0.2162 6072.
K e BT %r}ﬁféﬁ%iv‘ Fooded Ao ;ﬂ-ﬁaéw;ﬂ;%%)%:}%%i » B 12162 6072

Tung Wah Eastern Hospital % # 4 fx
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