EREMBE K
ST. TERESA'S HOSPITAL

BRI R R
Medical Report Application Form

(BB s T&E _Fv'5k] (Please v in the appropriate box)]

Part A. 5 AME AEEL Particulars of Patient

WA (English Name):...oo v F1 7444 (Chinese NamMe): ..ovvvvveeie e

‘r@%‘IJ(Sex)':l %(MaleDjt(Female) FEE(AQE) e H4: HHA(Date of Birth):......................

T BB EnE | B S IR SRR (HKID/PASSPOIt INO.) ...ttt e et e e e e s

HIHEGADAIBES): . et e,
[ ]smis iR /[ JWhatsApp F-H2EEEESEES (Mobile No:viorvveere

FaE R A B T HARE (FOF the PEFIOO): .. .ve et e e et e e e e e e e

ZEE 7 (Collect method):
D%EE'/%{%%E%?UHQ(In—person or authorized person)

|| ime s (Collect by Email)

D$50-%f?)ﬁ§' ($50-Registered post)

Section B(i) to B (ii) to be completed if this request if made by a person other than the patient

Part B (i) HIgE AEEL Particulars and Capacity of the Applicant (Z15E A B HHE AR AR RBIEE

if applicant is the patient then not necessary to fill in this Part)

HST A2 (ENglish NAME): ... HhS7 4k 44 (Chinese Name): ..o veevve e

rEsI(Sex_|B(Male)_]#z(Female) F#4(Age):.....covv.......... H14: F H(Date of Birth):..........co.o......
F ARG ()G | B S IEYETE(HKID/PASSPOI NO.) ... v e e e e e
[ ]sms sazh [ [WhatsApp 285855 (Mobile NO):......ov.vveceeveieeeeee,
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Part B (ii) 28 Authority

ARNELLUT BRI ERUSR ASRETEIEL F 55 HENGBELE v 50

I am authorised to make this request by reason of the foIIowmg: (Please tick v the appropriate box)

AN EHUGH A E E AR (F I H 55 GEE R A RIIRIE R EE Z BIA DU S (g Bl A —iE g

%) -
I am authorised in writing by the patient to make this request on his/her behalf (please enclose a copy of the
written authorisation and Hong Kong Identity card copy).

T ATEARBAE A (/BB A A Bl ARV SCREEGE AR RE N GEEEEH AR L A E SO AEE

BREEIAE ZRIA—HEES) -
The patient is a minor (below the age of 18) and | have parental responsibility over the patient (please enclose
copy of the patient's birth certificate or legal custody paper).

[T Asmee s d b i A\ C s AR LR S EGTERAMIERE S S 288 —HEH0) -
The patient is incapable of managing his/her own affairs and | have been appointed by a court to manage
those affairs (please enclose a copy of the relevant Court Order).

FRIZIE R RBIZE 136 F56 2 (R W BB LT RpE DA NEMCEEZRE A HEE A GEHEF]

Al %E%%ZEM—UEX)

The patient is mentally incapacitated within the meaning of section 2 of the Mental Health Ordinance (Cap.
136) and | have been appointed to be his/her guardian (please enclose a copy of the relevant Guardianship
Order).

Part C. HigEHH Reason for Application

I = (7% (Buy Insurance)
{52 fE (Insurance Claims)
sE 1 FIT(Legal Proceeding)
B2y 2 (Clinical Follow-up)

{iE A\ ZC$%(Personal Record)

Hfthr-3551HH (Others-Please SPECIfY): .. .c.vv eevieeee e eee e,
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Part D. FHHEEIAH The Requested Records [H] 3825 15]

x5 (Medical Report)

b=/ (Insurance Questionnaire /APS)

B4 (=l 72 &) (Doctor Letter / Supplementary Information)

*x SELHHEE 4= (Please specify Doctor):

YR GREATER 25 (Physiotherapist Report)

Part E. #E—FERIEAEk Further Information and Payment

AANHB AR HEEZAT > AN

I understand that before complying with this request, you require me to provide:

(@) AAB1IEEHISC: (proof of my identity);

(b) AR NARFRAMEL S A Z S SIS AR N B3 E AU H— R GE R B(i)
(proof of the patient’s identity if | am making this request on behalf of the patient and further proof of
authority for making this application specified in section B (ii) above);

(c) #HE—TERIEANEFEZE)LLERTEIZE A RI=C#%(such further information as may be reasonably required
for the Hospital to locate the requested records); and

(d) @ FE(E:F (payment of a fee charged).

Part F. 282 Signature

RNGEEIE A SR A iR oy &Rl sl - A ACRBEAR BRI T A HaE s REk
Ry RIHEHEAZE -

I declare that the information given in this Application Form is true and accurate. | have read and understand the
contents of the "Notes of Application/Information™ attached to this Application Form.

FIEADALE) ... e e e BT (SIGNATUIE) ... e e e et e e
(WA REFAZARAL)

(Patient/ Relevant Person on behalf of the patient)

LA REE P % (For Office Use Only)

O Applicant’s ID checked O Relationship/ authority checked

Charges:$ ...oovvveeee i Dr$ ..o DR Codel v
Status: Paid Payment Received: [ Cashier/Kiosk [ Cheque [ Transfer

Status: Unpaid  Date of Notification: 1. ..........ccoiiiiiiviiiiiin e, 2
Notice Applicant Date: ..........covovviiiiiie i, Checked by: .....ccooviviiiiii i, Waive by............

3 Medical Records Department/2024




10.

11.

12.

13.

NOTES OF APPLICATION OF MEDICAL REPORT

Please complete this Form in Chinese or in English. The hospital may refuse to comply with your
request if your request is not made in either language.

Applicant must complete this Form and submit the original to Medical Record Office together
with supporting documentation in person during opening hour or by mail. In case of any dispute,
hospital reserves the rights for final decision.

It is important that you specify in this Form clearly and in detail the records that you request. The
hospital may refuse to comply with your request if you have not supplied it with such information
as it may reasonably require to locate the requested records. If you supply any false or misleading
information in this Form for the purpose of having the Hospital comply with your request, you
may be liable for committing an offence.

Failure to provide the Hospital with the requested identification or other supporting
documentation may result in the data access request being refused.

The Hospital will charge a fee for complying with your request. The payment arrangement details
as follow:

Method 1. Cash, payment in Hong Kong dollar only during office hour.
Method 2. Cheque, properly crossed and payable to “St. Teresa’s Hospital”.
Method 3. Bank Transfer, please contact our Medical Record Office for details.

Compliance with a data access request may be refused unless and until any such fee has been paid.

We regret that we would not handle medical report for patients under the care of our visiting
doctors. Please contact the attending doctors directly.

Fees paid for medical reports may not be refunded if the application is withdrawn after the reports
are prepared.

The applicant must provide identity document specified in Part E and supporting documentation
in Part B (ii) of the Form if the application is made by another person other than the patient.

Under no circumstance will any records be released without prior consent from the patient or
before the hospital has verified the identity of the person other than the patient making the
request with all relevant supporting documentation in Part B(ii) and / or Part E of this Form

All medical reports are written in English. The hospital does not provide translation services.

Pursuant to the Personal Data (Privacy) Ordinance (Chapter 486) the hospital shall comply with a
data access request not later than 40 days after receiving the request.

If you have any queries, please contact our Medical Record Office at:

Telephone Direct Line: (852) 2200 3434 Ext 697/ (852) 2200 3179

Fax: (852) 2200 3199

WhatsApp : (852) 9856 2033 (Enquiry Only)

E-mail address: recordoffice@sth.org.hk

Office Hours Monday to Friday 8:00 am to 6:00 pm

Saturday, Sunday and Public Holidays 8:00 am to 4:00 pm

Except with the prescribed consent of the individual concerned, the personal data provided in this Form
will be used for the purpose of processing this data access request and other directly related purposes only.

The above detail will be subject to amendment without prior notice.
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10.

11.

12.

13.

H R A B B R AT

HEE A P SO SRR AR » MIARFRIRALIE AT SRR - At A R
BARHHE -

HHEE N HSE AT - WRFRAB IEA K AT RR HUREHA S MR & IR A s 35 B A 2 B PRaC
B o AT > ABUk IR B ERE -

B F PR AL AP TRATEESN - IR A AR A A
PETSHIVATIEDR, » AR GBI OHER - 00 A B9 I AR
HE IR LR R L » o155 A T EE ISR -

S0 AR B BRI TR AS O ST SO - 1l A B0 e 8 T B R -
BURER I AMTEK » AU - AT -

Tk Bid (R ARRIEIAIRE)

JPET B BRI b R

FET IR GHEE R )

BRI SE GBI AT - 13 A HEL A o A R A

At A A B B b AR R SRR s o I EREE R A - SRR TR AR - AE R

R A
W AEARGECa L R S i S 1R A O s - AT E A SR EAREA -

EHFANIFRBE AN o HEE AR HEEERRR O /HFE S Part E H1 Part B (i) MR R HIATFREEH
S e

ARSI T > AR ASRESHL T 5 =7 H 55 A AT s HYRH R SR S (Part B (i)
FO/EK Part B ) AR & 055 =J7 8 UL AR R ARVE SRR & -

A SR et IS 535 - A A iRt EIRER s -

REBEREANERLIEERAES 486 EMAER (AR REHFES] - ABEgERErA
B R A TR Y 40 RAEEH -

WHEEER > sFEARL Z BIR LR =R
B4R (852) 2200 3434 PN%# 697/ (852) 2200 3179
HE: (852) 2200 3199
WhatsApp : (852) 9856 2033 (HPRERE[EITE)
B recordoffice @sth.org.hk
NS Z2H—=2h AN S E SN N VAN B

BN~ HRA R Sl VAN S g N 62

FRIEGEIE R A LAVET A > AR HEER LR R N ERHE SRR B A B e 2 -

*AheGHERHEET Ll &R, A ES TR -
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