Hospital Authority - Hong Kong East Cluster ¥ RERAR - FEABERE

Tung Wah Eastern Hospital & £« fx

INFORMATION SHEET FOR MEDICAL REPORT AND PATIENT INFORMATION APPLICATION
‘HFRFLEpAFRIE
(1) Please complete this application and attach the claim form (if any).
FHL Y A r Y R L A (i ).
Patient MUST sign in the column "Signature of Patient" under section 7.
AR RERE AR RF-HE C

(2) Documents to be submitted together with application F & £7¢ 3% - Hg 22 2 i#:

(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. 4e¥ il g 8% » it s 4 b P v B EFER A dop 4 EERE S N R G
;eﬂiﬁm%agzﬁAbu%mvearmﬁ EE L

(b) If application is sent in person, please provide identity document for inspection by staff at Enquiry Counter. 4rv 8 p # %

Mo I P RER 2 A R RS P
(c) Atrue 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. This does not apply if the recipient is a limited company such as an insurance company. 4% %5:%‘:3‘124; e gm A A
AR R R DEREP Y RIS e F R 5 - F AT (G ST RIS E e
(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. %% = & /&
FFEarsrdg 2 v ;F P ot R A AR EFBI IR B ff{ BT ER o B2 FE o A k-l
P ERD AR LFER A
(e) For application of medical report for a deceased, please produce the Original or provide a true copy of the followings : 434
L x%g;ﬁgr CHFAANT Y 2 AR ELHE R A
- the Deceased 's |dent|ty document ( the deceased's birth certiflcate if under 18 years of age) and Death Certificate, and 7 Jﬁ‘
rr;j/x),’iﬁ > (4“7 _J«_&@;\ﬁ; \ﬁ,ﬁbin.i»pqé-);;u_;—;qu—i,;
- the applicant's identity document and ¥ 3t enE R e 2 2
- documentary evidence to support the relationship between the Applicant and the Deceased. ¥ -+ £ 7 M H M TR

(3) Charges: {7 :

Medical Report: A minimum of HK$895 PER medical report/ claim form PER specialty; subject to a maximum of $3,580

%‘f&%ﬁ?% N f}‘%f&%iﬁ%/f%%“é& FapiE P d B ey SN 895 & BBy 5B 3,580 & oo

Certification / verification of previously issued for sick leave certificate or Medical Certificate: $230 per copy per specialty
P RRER rOLa i s B R 3 HFLEp T EABEAER 230 %o

Crossed Cheque payable to "HOSPITAL AUTHORITY" £ & i3t £ L4584 5 " %r;‘u‘g z2a "

e Cash: Please pay at the Shroff Office at G/F, Ophthalmic Block. $tLi 3 & © FLpef* P T OBE o
(Opening hours of Shroff Office: 9:00 a.m. to 1:00 p.m. and 2:00 p.m. to 5:30 p.m. (Mon-Fri);
Closed on Sat, Sun & PH.
(MY R WR B - 137 1P 29275 | @2 T 2@ T2 5m30 4 ;
B o R pERED D RL )

¢ No refund of the fee paid will be made. *75 & / 2 & > - S8&p > M2 FE -

(4) Performance Standard: Around 6 weeks for medical report of each specialty under normal circumstances.
oo SHERT O EBEPEDFAFLFFO6BED RS -

The completed medical report/ claim form & the receipt (if applicable) will be sent by mail directly to the person mentioned in the

application. FRFL AL > gl fedp(od » )8 F ALY 520 29 54 -

(5) Submission of Application:
* If pay in cash, please note opening

By hand: Enquiry Counter, 1/F, Main Block
(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) eI £ Ff 7+, 7 _;q;," S FE N F

A A g RRREE -

R By Post:  Tung Wah Eastern Hospital
19 Eastern Hospital Road, Causeway Bay, HK
(Attn: Medical Record Office) Enquiry Tel.: 2162 6072

BXY Ao w AL - B E AR
(FEoPER B -37 P2 9@E3 T304 B b2 93 Y 2 [2pF Bl P 2 2 REY KL

FaF A EAR ARSI 195 P FAMNF R (%39 %3 © 21626072)
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Hospital Authority — Hong Kong East Cluster For Official Use
FIERH - ARy F#ERAEE MR -

Tung Wah Eastern Hospital & # & fx Receipt no.: Specialty/Type:

Medical Report and Patient Information Application Form
FREL2HATEY 4

Received Date :

Please read the “information sheet for medical report request” before complete this application form. -t Bz e f‘i-—‘:;ﬁ L A HE B o

i3]
1. Particulars of Patient }]ia A

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

Sex [ %|:Q Male § Q Female Age # #: Date of Birth 14 p #p:

HKID Card No. & i# ¥ (» 3 5545 : Or &  Passport No.3& BB 5575 :

Address (Please write in block letter and ensure the address is correct for mailing. 3 * I #5818 2 Frf # 1 @ 3% > L E0F L 3R
Room % : : | Floor Block 7 |

Building Name + /&  #i

Street / Road #if

District # % *Hong Kong % i&/Kowloon 4 #5/NT #7#

Daytime Telephone No. Other Contact No.

PR L LA R R S R

2. Nature of Request ¥ 338 P

O Medical Report ff},%‘fé}’ﬁ*
O Medical Certificate ™ ?3 14 N2 (From d to &

Gl

~—

Q Claim Form ¢ #-if"% p f 4 fé
O a supplementary medical report & f§ & §2& — 1 = 4 M chF R R 2

Please attach a copy of the previous medical report, if available, for ease of reference. 47 /7 70 mﬁ?/fq“;’—; P B R TE RS
Please specify items to be included in this supplementary medical report 33 p" 2 528 F 37 2“7 @ 52 ¥ .

O Others H i :

3. Information Request ¥ B

Specialty £ #*: Period #p & : from d to I
4. Purpose of Report i]‘ﬁ)%‘ FL 2R
Q Future Medical Follow-up / Personal Record P 1 %Ué‘ * R A kA Q Legal Proceedings for % £¢ 42 5 :

Q Claim for Insurance / Employee Compensation © % i B& /1 i p& 1F

Q Immigration / Visa Application ¥ ## /& % Q Others (pls. specify) # & (G710 ):
5. Contents p 7 & 3%
O nature of sickness / disability / injury 7 5 ~ B AR X B F O nature of operation / treatment £ fiF g j o Ry e BT

Q length of hospitalization % Fx p #p O length of sick leave granted 3 & P #p
Q Others # = (please specify items to be included 3F3LF 4 %] % 74 ):

Q - please tick () where appropriate 77" # = 24 4 2 v 4L
*- please delete the inapproriate 77 Mﬁf FErF

- please refer to information sheet 77~ /& " ¥ ’j—Pi/ﬁ;‘; 2 74
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6. " zz Particular of Applicant/ Receiver of Report ® FA R T A FOR (If different from the Patient 42t S 4 A L)

Name 4+ % (English & =) (Chinese ¥ <)  Contact Tel.No.Bsf & 7 =575

*HKID Card % i £ i» % [/ Passport No.Z& P& 5545 Relationship with Patient £ 5 + B f%:

Address ¥ ia_(PIease write in block Ietter and ensure the address is correct for mailing.5-# I #5358 2 F2f # Wb & F > M L IWF L ).
Room % : T Floor Block &

Building Name w ) .‘;f,‘i"

Street / Road #if

District # % *Hong Kong % i/ Kowloon 4 %/ NT #t#

7. N 7z 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.

BPIFLE g™ F)— ﬂ\*;?i&ﬁ*ﬂg EALRMEEDATEERE S AL 2 [ AHR / A+ EEAR
FREAREAE *\AZi/ B A BEEARIRTEZEF N *\*m?ﬁ%:ﬂ?‘_«éaﬁ TR SR
TR S - L

FOR ALL REQUEST, PATIENT MUST SIGN IN THIS COLUMN (7% ¥ 3 f * % 7 & ¥ 2 1)
For Patient who is over 18 years old (" # if * %+ ;% 18 ;% s 4 )
Signature of Patient 3 4 % & Date P #p

For Patient who is a minor (under the age of 18) or mentally incapable
PR H T AR 18 BN FIHEA R IR B A RR A PR AR L)

Signature of Patient's Parent/ Guardian Nature of Identity document & ID No.
:ﬁfq*’ﬁ/*‘*l;’fg‘ﬁk 5% L irEEm e 2EY 2 B
Name in Block Letter 4+ & (& #5438 ): 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.
Fﬁ"—r‘z‘ ?i—/\mﬂ/lf F]’QQ], ﬂ\‘\'ﬁ(ﬁj ’T‘KITPb'?)?a/\E«;gﬁAm ﬂ??]iﬁjj\c

N 2+ For Deceased Patient's Medical Report p* ## if * >3 ¥ 37 —;é]" -;551%‘ 2
Declaration #-p
I, the Applicant, declare as follows: (Please tick the appropriate box) # ¥ -4 AP 4o @ (Gl § 7 it VE)
Q | have applied for OR | have been appointed by the Court as the personal representative or one of the personal
representatives to administer the Deceased's estate.
Al gy e KRB L EL s forE- SR - @ A REA S B H DT
U | am entitled to be the personal representative of the Deceased OR | can act for and on behalf of all persons who may

entitled to apply for the administration of the Deceased's estate.
AAFRY Y R A F OB A REA R AT (S 2 N L f Y Ry F il Al L

Signature & ¥ Name 4+ % Relationship with Deceased ¥ ﬁ M i: Date p ¥y

*- please delete the inapproriate F%W/f #*rF 7= - please refer to information sheet ;£ & "¢ g EARE A

For Official Use »* #f F &> B B Checked by:

Q pAF2mALl] angtame Sl “qp b R [MAREP T [BEErE "2+ [ &+

[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. ¥ 34 4r# ¥ Hajc | H ¥ -4 > FHE L T AT T w G H- B o]

Acknowledgement of Receipt w i%
This is to inform you that application of medical report for patient (hame) (:}?’1 Ak ) , HKID
no. (¥ > & 5.78) has been received. The processing time takes 4 to 6 weeks under normal
circumstance. If you have any query, please contact our Medical Records Office at tel. n0.2162 6072.
e I BFT ?fi&iﬁ%i HORFHNAIOBEY 4oF B %ﬁ%ﬁf‘%%}%m%z » R 121626072
Tung Wah Eastern Hospital
LELIL
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