LI
ST. TERESA'S HOSPITAL

AN RS R

Patient's Information Application Form

AT S T FREE Fv'5%] (Please v in the appropriate box)]

[

Part A. 5 A A ZFEl Particulars of Patient

Y #E44(English Name):.............ocoooeieeieee, th 74k #(Chinese Name): ..............cccoeeeveeenen..
HrSex) ] B(Male)|_|Z(Female) EH(Age): . cvvveevee.. ik F HA(Date of Birth):.....vevveveeven,
F s By S UEHE | [ 57 A RS RE (HKID/PasSPOTt NOL) ... ..o,
HEHE(AQAIESS):. ..o

[CIsMs 46zR /[ ] What's App FHEEEEESERE (SMS / What's App Contact NO.):......ovvveeeeiieeeeiieeen,
AT R BT HAR (FOr the Perioq): .....v oo,

ZEHU 5 =(Collect method):
D R B PAESS = % Hl(In-person or authorized person)

[ %A EEER4EHE (Collect by Email) F[R 30 E{JA] (within 30 pages)

,:I $50-H & ($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) EF:E A ZEl Particulars and Capacity of the Applicant (XI5 A B EHFE AL ARIATEEE

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

k42 (English Name):.........ooooiiiiie, F 444 (Chinese Name): ...........oo.oeeivnenennnn...

HAEE Ay E5RE | B RS (HKID/PasSpOrt NO.) ... ..o

DSMS kR /EIWhat'S App TFHEEEEGEE (SMS / What's App Contact NO.):.....vveeiiineiiiieiiieeennn.
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Part B (ii)  ¥Z1# Authority

RNEELL NI E TS ASE(F L5 BEERIIEEL v 97)

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

O KA CEEHE A E AR IF I L a5 GE AR AR B EH 2 BIA L B 1is Bl A —i i
3

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).

O T“)\%iﬁﬁifﬁki(ﬂ“/\ﬁLX—F)WﬁZIU\Z%TP\?)\E’\]ﬁ(\ﬁé\i?ﬁ%‘é)\(%ﬁﬁﬁ)\é’ﬂﬁiéﬁ%%ﬁ%ﬁé%@
EREEE ZRIA )
The patient is a minor (below the age of 18) and I have parental responsibility over the patient (please enclose
copy of the patient's birth certificate or legal custody paper).

O 555 A JAE R EEA B ST A N DDA E BT B % G E A Rl AR dn o Z BI AR —iEHE%0)
The patient is incapable of managing his/her own affairs and I have been appointed by a court to manage those
affairs (please enclose a copy of the relevant Court Order).

OO AR 1 B RIS 136 F228 2 ok ATBAB LI T RpE DA NEMe R e R E A A EE N GEEEA
BB & L BIA—HEHERD)
The patient is mentally incapacitated within the meaning of section 2 of the Mental Health Ordinance (Cap.
136) and I have been appointed to be his/her guardian (please enclose a copy of the relevant Guardianship
Order).

Part C. HE5EA Reason for Application

I & {5 (Buy Insurance)

(=¥ Z (8 (Insurance Claims)

JEEEHIET(Legal Proceeding)

B&y% 27 (Clinical Follow-up)

{iE A\ ZC$%(Personal Record)

HA-555FHA (Others-Please specify):........coovvuiiiiiiiniiiiiiiniini

Ooooood
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Part D. EEZETEH The Requested Records [A[3EZIH]

Z5—%H (The First Items) : FEHEL] 7-14 H (about 7-14 days)

T LL Nl & i 22 HIK Includes Copies of Examination Report(s)as follow:

O doodoogod

TRERSH AR BB £5 EIl A (Histopathology Report Copy)
{bE& R 25 B4 (Laboratory Report Copy)
X8R 5 B4 (X-Ray / Ultrasound Report Copy)
FRIER 5 B4 (Scanning Report Copy)

FitiEl o8E Mz (Lung Function Test Report Copy)
e Z RIS (Discharge Summary Copy)
ONEE SR MBS (Cardiac Catheterization Report Copy)
WN1R§5E0 8% R4 (Endoscopy Record Copy)

[LVEEEIA (E.C.G. Copy)

F At 552 B4 (Copies of Examination Reports)

2E —XH (The Second Items) :ZEF4Y 7-14 H (about 7-14 days)

[
[
[
[
[
[

HRF 0 EC 8kRIIAS (Eye Centre Record Copy)

W 0B8RI (Cancer Centre Record Copy)

FIE2EC8%EIA (Out-Patient Record Copy)

K& L EC kR4S (Skin Centre Record Copy)

P2 P e EC 8B (Out-Patient Physiotherapy Record Copy)
AREZ 8050 $% 814 (Comprehensive Breast Centre Record Copy)

St —

H=

#H (The Third Items) :FEHFZY 40 H (about 40 days)

AFELL N FEEEIEEEZHIAR Include Copies of Inpatient Record(s) as follow:

OO0 Ooodoad

E24: K EEC$EEIA (Physician’s Visit Record Copy)
APBEfZEIA (Admission Letter Copy)

HEA-EUBREIA (Nurse Record Copy)

B4 S EIA (Referral Letter Copy)

{FFEY AL #2EIA (In-Patient Physiotherapy Record Copy)
Filrzc #EEI4 (Operation Record Copy)

P A {EFEE#E s E[IAS (Copies of Inpatient Record)

H-25EEHA (Others-Please Specify): ....iviiiriii e
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Part E. #E—35ZR R 2k Further Information and Payment

ARNBHEEREA R S AT - ANJAeeft

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

(a) ARAB1EEHISM: (proof of my identity);

(b) WARANARFRAMEL G > WA ZS 8IS AN B E Z U H —OHR IR GEE R B(D)
(proof of the patient’s identity if I am making this request on behalf of the patient and further proof of
authority for making this application specified in section B (ii) above);

() #H—ERHEE) LUFER 5 EIE A B EC$%(such further information as may be reasonably required
for the Hospital to locate the requested records); and

(d) SAZFE(TE A (payment of a fee charged).

Part F. 252 Signature

AN GE I E AR SRS A PR ey Rl s - A A CRBEARFRZI M T N HeEsmEr
A g RIHEHEANE -

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

HEADAE) ... B (SIENALUTE):. ...t

CRA/ REWAZERAL)
(Patient/ Relevant Person on behalf of the patient)

HIEAREITPAE (For Office Use Only)

O Applicant’s ID checked O Relationship/ authority checked

Charges: $ ..o, O Waived - within three months

Status: Paid Payment Received:DCashier/Kiosk ECheque DTransfer

Status: Unpaid  Date of Notification: 1. ..............cooiiiiiiiiiiiiinn... e
Notice Applicant Date: ............c.cooviiiiiiiiiiiiiine. Checked by: ..o
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10.

11.

12.

NOTES OF APPLICATION OF PATIENT'S MEDICAL INFORMATION

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 the 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.

Fees paid for medical records may not be refunded if the application is withdrawn after the records
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 records 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

What’s App : (852) 9856 2033 (Enquiry Only)

Fax (852) 2200 3199

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.

H R A B B R AT

FHHEE A ZH DL SCEEE SRR ARG © IAFRAEIE AT S UA R - Al AR
B B A B AR

HHEE NVASERRARAS - MRFRAS IEA R AT R HURE A SRR B AR X s 27 B A 2 B8
BRECERE © WA FER - AT R s R -

AN AR G R Al B 5 A\ FTRREVEC S o B H a5 A AR Bt AR e FR 2 A (EEN
ﬁ%’%nﬂf?ﬂ’]ﬁg\% St Abe R R TR REZ HH SR HIRER] - 40EH 5F AR BE iR
MR AL (R R BT E R > AH%T%&L?U?TUE*@% °

13 AR B R A KA S RS SO T AR B o T i
48 -

FREREEL HH EF ARYEDK > ARBERUCEUARIE H » A0 T
it B (EMR AR R RIS
TET s EESER > BRI EHEEEE L T BRI
A= iR GRERERE R ERS)
BEE AR GEARBEUEHREE AT - B a5 AR HIHTHI BRI il R S R B -
W EF AEAR R Era B R SRS s & A U a5 - AT SR EARE -

EEATEREAA » SIS RIS AR Part B A Part B () PHERAO%5
B -

FEAERIEI T ARBEAE RSN AR S B 55 = U7 H 55 A FTie S HIAH R SR SR Part
B (ii) A1/2 Part E ) RIS & [A1255 =I5 8 BUEATH BN A A S AR E: -

FrA BREC I DIT 3 A A G2 (IEEIEER -

RIBEEEANBHLREELES 486 ZEAER (R REEVES > ABigEil
FIEREHEFRAY 40 %WF‘?@

AV (R - AR B RGTRR E ¢

B4R E: (852) 2200 3434 P47 697 / (852) 2200 3179

What’s App : (852) 9856 2033 (HPREHE[E]7E)

(E=K (852) 2200 3199

EE recordoffice @sth.org.hk

) ANISI 2H—=2h BB\ ZE MR

7S~ HRABEIN Sl VAN SN N RN 63

FRIMSEIARI A LRVET A > BRI HFER LA I E N ERHE S AT m B AR s 2 -

A EhERFEET_ EAlE) - AES TIEA -
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