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Information Sheet For Medical Report and Patient Information Application ® :i—? FiEL % }j; A Fe L E S

I. Application Notice ¥ #7f & :

(a) Please complete the application form 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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(b) Patient MUST sign in the column "Signature of Patient” under section 7 of the application form.
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(c) The specialty responsible for completion of medical report / patient’s information and all relevant
information about the attendance of the patient, including dates or period must be specified upon
submission of request.
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(d) All medical reports / patient’s information are written in English. This hospital does not provide
translation service.
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(e) Medical reports / patient’s information are written based on patient’s information during the care of Pamela
Youde Nethersole Eastern Hospital.
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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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(g) The completed medical report/ claim form & the receipt (if applicable) will be sent by registered mail
directly to the person mentioned in the application

FRAFLAAE P BRIl Y ) IR F LY AN LY A

(h) Medical report will be sent to the applicant’s prov1ded address by registered mail if they are not collected
within 1 month after being informed. If the medical report sent by registered mail is undelivered and
returned by the Post Office, they will be disposed of 3 months after its return without any further or prior
notice.
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(1) If the applicant is unable to collect the completed medical report / Patient’s information in person, you may
authorize someone to do it on your behalf. The applicant should prepare an authorization letter, stating the
applicant’s name & HKID / Passport number and the authorized person’s name & HKID / Passport number.
The authorized person should submit the signed authorization letter and present the true copy of his/her
identity document, the copy of identity document of the applicant for inspection by staff at Enquiry

Counter.
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II. Documents to be submitted together with application T & £7¥¢ -4 - #HHE 22 < & .

(a) If application is sent in person, please provide identity document for inspection by staff at Enquiry Counter.
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(b) If the HKID Card No. is provided, no copy or physical production of the HKID Card must be presented 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.
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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 and Patient Information Application Form to our
hospital.

The above detail will be subjected to amendment without prior notice
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(c)

(d)
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Please produce in person the original or provide a true copy of the HKID Card/Passport of the Relevant
Person when submitting this Medical Report and Patient Information Application Form.
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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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III. Charges ’l'{'}? (With effect from 01 January 2026 d = & - = & - 1 — p 44 3%) ©

(a)

(b)

(c)
(d)

Medical Re}f)ort A minimum of HK$1,100 PER medical report/ claim form PER spec1alty, subject to a
maximum o
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Issuance of a duplicate record, certified c (}Jy of a record or information extracted from record or database
held by HA (Reissue of previously issued Attendance Certificate, Medical Certificate or Discharge Slip
(Patlent Copy ) HK 300 er copy er spec1a1ty
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No refund of the fee pald will be made.
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If pay in cash, please note the opening hours of Shroff Office.
Information Unit will not receive cash payment.
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The Enquiry Counter/ Release of

® Crossed Cheque payable to "HOSPITAL AUTHORITY".
o Cash: Please pay at the Shroff Office at G/F, Main | ¢ %
Block. o M itIR &

e Opening hours as below: PO P
- 8:30 a.m. to 6:30 p.m. (Mon-Fri) SEPH-IF b amEA LI T Ea @S
- 8:30 a.m. to 1 p.m.(Sat) SRE L b EAEN ST T E g

e Direct bank payment: Please contact Shroff Office at | o 47§tk 1 33k & 2595 7346 B % &~
2595 7346.
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IV. Processing Time Z pF :

(a) Under normal circumstances, around 8 weeks for each medical report. Longer processing time will be

requlred for application of medical reports from multiple spemaltles
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(b) 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 require, then the application will be rejected and the application together with

remittance enclosed will be returned to the
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applicant.
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V. Submission of Application ¥ 2 ¥ 3 :

Pamela Youde Nethersole Eastern Hospital
2/F, Main Block, 3 Lok Man Road,

Chai Wan, Hong Kong.

(Attn: Release of Information Unit/ MRO)

By hand: Enquiry Counter, G/F, Main Block Fﬁ-’i T OAFRA R HL s T X IR
Opening hours: PREOPER
- 8:30 a.m. to 6:00 p.m. (Mon-Fri) - B F T L rE AL TTE B
- 9am.to 1 p.m. (Sat) S BRI b E{pTTIoE
- Closed (Sun & PH) - AP oREBEY KL

By Post: #HE
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VI. Enqui 39

For enquiries, please contact Release of Information Unit at 2595 6787. Service hours: Monday — Friday (9am to
Spm), except public holidays. 43 %38 > &R &
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The above detail will be subjected to amendment without prior notice
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Hospital Authority F?;Z:’ Cl‘gge MR -

% L 5?* 25 Receipt no.: Specialty/Type:

Pamela Youde Nethersole Eastern Hospital & % £ 4g % £ 7R§=% % | =3
MEDICAL REPORT AND PATIENT INFORMATION

Received Date :

APPLICATION FORM Mode of Collection /1 ~3¢ 2. /7 1>

? KL 2 }?3 AR FE Q By registered mail H#* 5LEr it F

Q Collectinperson . p I B~

Please read the “information sheet for medical report request” before complete this application form. L @ ¢ '3'-35 FIFL e A E R F4 o
1. Particulars of Patient 3 * 7oL

Name : (English) ( )
4+ % Surname ¥ = Forename & F (=) Chinese ¥ < ¥ %

Sex £ %]: Q Male ¥ QO Female % Age # #£: Date of Birth 4} 24 p #p:

HKID Card No. % % £ i» Z 5L Or & Passport No.3E P& 555 :

Address h_(PIease write in block letter and ensure the address is correct for mailing. &-* I #5481 % % /2 f # ub @ 3% 1 L E0F 4 35

Room % Floor # Block 7
Building Name + & & ¢

Street / Road #if

District ¥ %

* Hong Kong 4 i&/Kowloon 4 #/NT #7J

Daytime Telephone No. Other Contact No.
2 Fﬁg&i‘ ﬂ.,pr'%r;u'ﬁ%: t‘ is HB}‘ ﬂ.,pr'%r;wﬁ%:

2. Nature of Request ¥ # P

O Medical Report %5 K 4% &
O Medical Certificate N 72 %3 4 7m % Nz7 (From d to I )
Q Claim Form ¥ #-if' B f % 1

O a supplementary medical report j& f§ & §2i& — i © 4 N HF Fraw
Please attach a copy of the previous medical report, if available, for ease of reference. 47 14 7i %ng?‘#’ I A R S
Please specify items to be included in this supplementary medical report 33p? 2 5332 3 i 4% 2“7l @ 452 2% .

PP

Q Others H # :

3. Information Request ¥ g%—ﬁﬁ‘}l

Specialty & #: Period #F ' : from ¢ to I
4. Purpose of Report %5 IR L 2
O Future Medical Follow-up / Personal Record P {s %5 F /B A ke O Legal Proceedings for ;£ =¥ 2% 4% F .
Q Claim for Insurance / Employee Compensation ¥ % ' P& /1 5 p& 1f
O Immigration / Visa Application ¥ %4 /% % Q Others (pls. specify) B @ (G71F"):

5. Contents | % & 3%

O nature of sickness / disability / injury 7 5 ~ § 2% & X i {2 Q nature of operation / treatment =+ j#78% j o fr e
Q length of hospitalization ¥ = P #p O length of sick leave granted Bp 4y
Q Others # #  (please specify items to be included FzLf? %] F 77 ):

Q - please tick (v) where appropriate g3 i FoORA AV B
*_ please delete the inappropriate F#] f 7 F ’ 7
77 - please refer to information sheet 72 "¢ ’j-/yf/%fﬁ =371
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6. N 7 Details of the Relevant Person F B * 1 3%

Name 4+ %: (English & =) (Chinese ¥ <)  Contact Tel.No.B % T 3= 5075
*HKID Card % i& ¥ (> % / Passport No.3E f& 545 : Relationship with Patient £ 5 £ B %
Address h_(PIease write in block Ietter and ensure the address is correct for malllng FHLFE B R Y R LA EEF L)

Floor & Block 7

Building Name + & & ¢

Street / Road #if

District # % * Hong Kong 4 i&/Kowloon 4 #/NT #7J

7. Nz Declaration/ Consent (if applicable) - I declare that the information given in this request is accurate. I and/ or my

parent/ guardian by signing this Form consents to the Hospital disclosing and sending my medical report to the relevant
person in (6) above.
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4.

FOR ALL REQUEST, PATIENT MUST SIGN IN THIS COLUMN (*7% ¥ 3 5 % % 7 & ¥ 2 1)
For Patient who is over 18 years old (3" # if * **# % 18 }% m],is A
Signature of Patient J * 5 ¥ Date p 4y

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

PR AT AR I8 S FIMA RIS B R RIE AL R AR s )

Signature of Patient's Parent/ Guardian Nature of Identity document & ID No.
B A R/AEEARF P 2 A 2 P
Name in Block Letter 4+ & (& 4 8. 5§ ): 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.

FAY AL ER Y B AR LH A D Bp A M RaER 2 2R A
*- please delete the inappropriate ) f 7 g r 7% - please refer to information sheet ;% "7 ’i‘/f JIRE G

For Official Use }* #f X # > 5 8
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Checked by:
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