Hospital Authority

BEREHEE
Kwong Wah Hospital
RERR
Medical Report and Patient Information Application Form
BERLARATHEH X

Particulars of Patient :
NS R s
(a) Name (English) ( )

# % Surname %t K, Forename %% (3 %) Chinese ( F xX#t 4% )
(b) Sex:OMale [Female Age: Date of Birth :

3711 ! % s H A4 B

(c) Nature of Identify Document and Number :

G 4y B U4 5E ) BOSE A

(d) Address:

Mk

(e) Daytime Telephone No :
B R B 48 T35 04

(f)  Any other contact number(s) :
H A 48 E 55045

# Please attach a true copy of Patient’s HKID Card/Passport or produce in person the original for
our verification. Please attach a copy of the Patient’s birth certificate if under 18 years of age or
produce in person the original.

B LAY BT 1 G BB KB H T IE R ERIE B o o5 A E B R 1\
B FH LR A EEEG KRG L ER -

Information Request from the Hospital :

QBRI R
(a)  Specialty :

4t
(b) Period: from to

HA 1 B z

For Office Use Only
ID BC
Please tick the appropriate box Fee Cheque
EHEEE R o b r 2 Form Consent
FedgE i Checked by Date rec’d




(©

Purpose of Report [For hospital reference only]
BEnLSzAR [RIEBREE2A]
a general medical report for :
— MM H 6 B FRE
O future medical purpose
EEE & 3/ 9ii ke
O  insurance claim  (insurance claim form [ | attached or [ ] no attached)
¥R (BRREEES [ mE & [ AAML)
O  employee compensation claims
¥k TG
O legal proceedings/concerned parties : third party/private company/others :

SRR/ AMAE D BZH/ AN/ E

O  rehousing application
PHNERE
O  to Immigration Department for family reunion
MABREH R T FEARSERR
O  application for reimbursement/direct payment of medical expenses (for civil servants,
pensioners and others eligible persons)
PR/ A A B R A (AR BN B RS ERALEA)
O  other, please specify

b (3FE8H)

Person to whom the Medical Report is to be sent

BERLEGBURA

The Patient and/or the Patient’s parent/guardian by signing this Form consents to the relevant HA
hospital disclosing and sending the medical report to the following person:

AR BERX/ B/ EEARELEBRERAR/ A/ B/ EEARNRTAHMZBERETER
BRe TEALEZRE L LR FHRSE

Name (English) ( )
# % Surname % K, Forename % F (3 X) Chinese (P x#t%)
Address :

Houht:

Tel No. (&% 35E45):

H.K.I.D. / Passport No. (if applicable) :
BAG /RIS (B )

#

Please attach a true copy of the HKID Card/Passport of the individual to whom this Medical
Report is to be sent if not the patient himself or produce in person the original HKID
Card/Passport of both the relevant person & the applicant when submitting the request. This
does not apply if the recipient is a limited company such as an insurance company.

St RIE B FRE T KA » F 35035 1 LKA 59 5 45 138/ B 5 K35
BT ALR P 525 FAHG D EIER o o5 HERAZ—F RG] (offfead]) -
Rt FEA -

Please tick the appropriate box (3 £i& 2# EimE TV | 3%)

0



4. Patient’s Consent :
AR E

I consent to have my medical information disclosed to the applicant/concerned authority.
AAREBREERHBAAZRRENBERETHFAN/AMAL -

Signature of the Patient
GRS w1

Date :
B #

Signature of the Applicant
TEARE

(if patient is a minor or mentally incapable)
(b 38 A 7 R % + AR 2 B % A K O M
RERERG FHZRA)

Signature of the patient’s parent/guardian
T AN/ B/ B ARE

Date :
B #

X AMTPR—aEgsm eTZRAmARE -

(Name in Block Letters)
WH (EREMEE)

Nature of Identity Document

and Number

G 173 A ST ) R A
Date :

B #

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

withdrawal before the medical report is issued.

EFRLENEAREANHABRARNRAEZIRE ©

Content of medical report covers the available medical record of the concerned specialty only.

( @ dbht / Mailing Address )

Name/ # % :

Address / #uuE -

( = dbht / Mailing Address )

Name/ # % :

Address / #uE -




Declaration % 8

I, the Applicant, declare as follows: (Please tick the appropriate box)

AFYFAREALT: (Fa@agEsgr v, %)

(a) O I have applied for or I have been appointed by the Court as the personal representative or one of the
personal representatives to administer the Deceased’s estate.

AANCEBOFRFFROEFIREEEZAAZ O E—RREF B EREA FEEHFHEE -

(b)y O I am entitled to be the personal representative of the Deceased or I can act for and on behalf of all persons
who may be entitled to apply for the administration of the Deceased’s estate.

AANABRYFRARLHEEREIAIAATHARAREAMAA BT FARE LG EEYG AL -

Signature of the Applicant Relation with the Deceased Date :
¥ HEARE & M A B #
% Please produce in person the original or provide a true copy of the identity document of the Applicant.

R EGE AT FANEIN T AIBEARBE AEE A -

% Please also attach a true copy of the documentary evidence to support the relationship between the Applicant and the Deceased.
Ho M EAEEBE YR ARRE M MR EMS AR E A

PHEBFRLBBATHAL

Notice for Application of Medical Report and Patient Information

(D FARAZFFARNE-—ATH, FAFHHEHKD -

Please state clearly all the items in the application form to facilitate the application process.

(2) FHEHELAUNFXRAIRE o
Please complete the form in Chinese or English only.

B) () wEFCLEH, ERBAAFZ LA REARATARB MG -
If the patient is deceased, the applicant is required to sign the declaration above and to write down the relationship.
b) FRELETAEZNEINEAXIBRA TCEATEAIRIA#E A - wRAREFFHRAB T AR FH
THEBABRAE IR -
Please produce in person the original or provide a true copy of the Deceased’s identity document and Death Certificate. Please
attach a copy of the Deceased’s birth certificate if under 18 years of age.

(4) FHAPFAERBRL2AL L L BERRRAB/HB L AR FHRCEAZBRAE/FHFATH I AKRER T
FEA-HXD - BRAGHA AR TEAIZARIRB ) —HE-AWBFERLEUBETHR - X o F
FAZREBEREANAMENE, BRFBHAN RN LR L ER -

For insurance form/specific form, please complete the insurer’s/applicant’s details and submits with the application form. Hospital
reserves the right to provide the medical report in our prescribed format or on your form provided. Moreover, hospital reserves the
right to ignore the request if the applicant requests to add specific content on the medical report.

5) AHITF—LEH AAELAZIRABRTER -

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

(6) BERLAENETFONZENELIUME  TRAABEABHFFAEFTFA -
The processing time for medical report/medical certificate is about 6 to 8§ weeks. The medical report/medical certificate prepared will
be sent directly to the applicant.

(7 ¥ FARZRARLEBREZBHARZATH DA AN G EH AT RAERSRETRER, BIAMF
FHETERB MY FELR A LTRSS REPFA -
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 applicant.

(8) BREBRRAECARYBFREXENEZ, AEMBBANRAERZEATARE, EHEAEZ/E0BEFR
LHEBEEHZRKELAH OB T RAEUNEAHSY 2 780 T -
A minimum of HK$695 per medical report/certificate per specialty subject to a maximum of HK$2,780 will be charged.

9 EEXAREFFZIAN, FHABALIEN YN ER, L EA R BBALREBR " EME & -
The applicant is required to pay all the charge at “Cashier’s Office” in advance. All cheque must be strictly crossed and made payable
to “Kwong Wah Hospital”.

(1) FEBFRLETHABLEFNUBEIATEAS BB EEFREMBFAME, FFANTTHEFFFRAN
Bl AL Ed b -
Please forward the Medical Report Request Form to our Medical Report Office at 3B, Administration Building for action after paying
the service fee to the Cashier’s Office or by mail to above office with the copy of the receipt and Medical Report Request Form.

(1) AMBFREZEN, THAMHLEFMARE IHIT 5216 -

For enquiry, please contact our staff at telephone number 3517 5216 during office hour.

(12) REBX, ARBEBFS T, REH TR -
The above detail will be subjected to amendment without prior notice. Reviewed 07/2011 (Version 01)
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Reviewed 06/2011 (Version 02)



Other Records Notice

Please read this notice before you provide any Personal Data to us.

The Hospital Authority (HA) is a statutory body which manages public hospitals. Our staff members
may ask you to provide your Personal Data for purposes stated below or generally for your
provisions of services to us.

When you provide Personal Data to us, please make sure that the data is accurate and complete. If
you fail to provide us with the information required or if the information provided is inaccurate or
incomplete, our consideration of the purposes stated below or generally in respect of your provisions
of services to us will be affected.

Please also note that your Personal Data may be made available to:

o appropriate persons in HA;

o any other relevant parties who require it for matters related to the purposes stated below or
generally in respect of your provisions of services to us; or

o any relevant government departments/appropriate authorities when the HA is required to
provide it under the relevant legislation for use for the purposes of that legislation.

In addition to the above, we will only use, disclose or transfer the Personal Data you provide to us:

o for those purposes relating to the purposes stated below or generally in respect of your
provisions of services to us or directly related purposes; or

o where permitted by law.

We will obtain your consent before using your Personal Data for any other purposes.

Where relevant, the purposes for which the data is required (including their incidental or ancillary
purposes) are:

1. Application for Data Access Request
2. Application for Medical Report/Medical Certificate
3. Application for Search of Birth Time

If you wish to require access to and/or correction of your Personal Data, you may do so under the

Personal Data (Privacy) Ordinance. For request(s) relating to Kwong Wah Hospital, please contact
the relevant Data Controller during office hours at:

Address : 25 Waterloo Road, Kowloon

Reviewed 06/2011 (Version 02)



Change of Office Hours

Please be informed that the office hours of the Medical Report Office will be changed with effective from
2 January 2012. The telephone and fax numbers remain unchanged.

New Office hours : Monday - Friday 8:45am to 1:00pm
2:00pm to 5:30pm
Saturday, Sunda

and Public Holldgys Closed

Telephone number : 3517 5216
Fax number : 23852174

Medical Report Office
Kwong Wah Hospital

22 November 2011

/A\ N

R A S B — H — LIRS - AR R (AT -

P ARFR Ei—2h LN+ HSE TFF—FF
L TFRETFAR=157
BN HR
AR KE

FEEEMERE: 3517 5216
ﬁﬁﬁiw‘ﬁ% 23852174

Eﬁ%ﬂiﬁtﬂ%ﬁ
[ HERE e

=%t t—A=+=H



