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Specialty Clinic,
2/F Medical Centre, Union Hospital
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Referral Letter for DM Complication Screening =

¥ ¢ Name: £ # Age: 4w Sex :

*4 kL > E R L *HKID/Passport No.: 2% % 32 Contact No. :
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Your DM Complication Screening is arranged at: (*am/pm) on / / (dd/mmlyy).

Rt Ee A %ﬂi%ﬂ-ﬁ SO RS Ryl

Please proceed to the Specialty Clinic, 2/F Medical Centre, Union Hospital at the time stated above for registration.
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Please bring identification documents (E.g. HKID card) and this referral letter on appointment date.
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No food or drink for 8 hours before the appointment (Do not exceed 14 hours).
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Medical History (To be completed by Doctor):

Year of First Diagnosis: Family History:

Past Medical Health /
Other Diagnosis:

Current Medication:

Drug Allergy:
Remarks:
Optional Investigation(s) required:
( Patients who have joined the DM Complication Screening Plan can enjoy 20 % discount for investigations listed below)
[ ] Echocardiogram [] Treadmill
[ ] carotid Doppler [ ] Transcranial Doppler
[ ] carotid Doppler + Transcranial Doppler [ ] CT coronary Angiogram
[ ] CXR
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Signature of the Doctor Name Chop of the Doctor
AT B p i
Contact Number Fax Date
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Jext Website: http://www.union.org ¢ & #8i* E-mail: union@union.org
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