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UNION HOSPITAL Record/Medical Report (For General Use) Received on':

?)% 3!":@3":‘?}] ii’f i/?%‘iﬁ% ¢ ;ﬁ_é‘ ﬁ. Ref. No.(MIU log no.):

Application for Duplicate Medical Handled by:

kg A
Name in English:

FTHE ¥ A (B 2 )FH Particulars of the Patient
BT fREDFEOR A TR N AR R IR TS
Your personal information as listed below are necessary for proper document arrangement as requested.

LR A
Name in Chinese :

[ [] Male ¥
Sex:
BEL il AR FEEEE

BRTR

Telephone No.:

HKID/ Other Identity Document No.:

(INBLOCK LETTER 3 45+~ BHEB)

[] Female + 4 p
Date of Birth :

A-number:

TR
E-mail :

VA (st 4 A A)FR
R A
Name in English:

Particulars of the Applicant (if not patient)
LR A
Name in Chinese :

LRl A ¥ S ARG

HKID No. Relationship with Patient :
E?3l‘ a E. e 'g: ELN

Telephone No.: E-mail :

Hlm AR TR FEARE O FRLNFI ML/ FRrb pEP e 23 A ARLEH S o
Please produce in person the original or provide a true copy of the identity document of the Relevant Person/Applicant when submitting this application.

IR e ;;3 A i A Relat|onship between the Applicant and the Patient

EITHER
of the Patient;

those affairs.

¥ 338 B Requested Item

(e £ ¢ ;g—z g7 B ALARE - PRI g A H 0 BIE B R4
(To be completed if a Relevant Person Applies for Access on behalf of the Patient Referred to in Section 1)
FEH Tﬁkﬁﬁé‘%ﬁ*“\}% mop M AL A F
he Relevant Person has parental responsibility for the Patient who is under age 18;
& [ FM AL Ep A RERY G A RERE LT
OR The Relevant Person has been duly authorized by the Patient to submit this and to collect the Requested Data on behalf

& [0 pA B REEL>(F136F)F 20 rap A L BEF LN 0@
OR he Patient is mentally incapacitated within the meaning of section 2 of the Mental Health Ordinance (Cap.136), and:
() F WAL 6] 5 44A - 590 ~ 59QiE k£ R i p L hE LA &
The Relevant Person has been appointed under section 44A, 590 or 59Q of that Ordinance to be the Patient’s
guardian; or
(i) 5 B A L AR5 0 6 5 44B(2A) 2 (2B) £ 59T(L) & () % B i + hE & >
The Relevant Person has been vested the guardianship of the Patient or the Relevant Person has to perform the
functions of the appointed guardian under section 44B(2A) or (2B) or 59T(1) or (2) of that Ordinance

- ARENEPY AR LEN AR LS
Please also provide a true copy of the documentary evidence to support the relationship between the Applicant and the Patient.

d 3

From: To

KA A S

& [ BAAEAI FRALIN FHALEZREMFEZEITSR -
OR he Patient is incapable of managing his own affairs and the Relevant Person has been appointed by a court to manage

¥ AT S F AR GERE E S R 4 VE) Information requested (Please check in the appropriate boxes)

R
Period:
L] P#es
Outpatient Progress Note
U Fre¥ (]
adiology Report
L] #leesr ]

Attendance Record

2 %] Purpose of Request
D PRFRT 2 ]
for future medical purposes
L] B/ L]

Immigration/Visa

Dk & [ Gfeisés [ = ieedr
Discharge Summary Inpatient Progress Note Operation Record
5= [] X-sk #/kqa/3p2 & ] dwu

Laboratory Report X-Ray Film/CD/Booklet Others:
Az (] ¥FRhaEs fi oy

Birth Certificate edical Report octor’s name:

Duplicate of Photo

i Y AR O] ¥ spixraps L] Ao
for legal proceedings for insurance claim
kL mEy

Employee Compensation Others:

for personal reference
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V.

Y 322 45 Application Method & Procedure

1.
a)

b)

c)

d)

e)

f)

W

Byl R e X By ikEl8Ei-% 5= AT Address: Flat 3A, Union Court, Union Hospital, 18 Fu Kin
TEEE T 26083439 & 2608 3148 Street, Shatin, N.T.

LR
T IR pt medrec@union.org
PEOPER E¥-37

¢ zj—ZEIrc-Application Notes

A¥ ’3—5'_\1:"!;[7%\1[5 AFH(FE) ERAEFc ERBARRA- BAOTHALIRRNARTRZE FRFAE Lo
This application is processed under the Personal Data (Privacy) Ordinance. An |nd|V|duaI or a relevant person on behalf of an individual
is entitled to make a Data Access Request to ascertain whether our hospital holds the personal data of the Data Subject or if our hospital
holds such data, to be supplied with a copy of such data.

“f)j%p MBAdR Rt AERRREDRBAFTHEIT ® 3G R JL I R e R | & ¢ FIF R 2 His 222 8 5 M np o
Except with the consent of the individual concerned, the personal data collected in the Form will be used for the purposed for processing
this medical record copy/ medical report and other directly related purposes only.

VHAFEARA A R FERE R EF AR AL Y AR AN TR L REP 2 E N LR -
When a relevant person applies on behalf of the Data Subject, a written consent from the Data Subject must be obtained. The Relevant
Person must present his/her original/true copy of the identity document

AT G - A A ENSERCRI Y LU N SHE S R T R ST L L ¥

The hospital will normally keep in-patient and specialist out-patient records for 6 years and A&E and general out-patient records for 3
years.

LN T G %L R B %iﬁﬂf%“ﬁﬁ%%ﬁ%i%:f}%ﬁﬁ% R TERET BMFE2L -

Insurance claim form and medical report for patients under the care of our visiting doctors will not be handled. Please contact the attending
doctors directly.

AP TR ER LA XA REEIIRIE  FF OERAN > N PR N 2 AR TR I

All information provided by the Union Hospital is in English, no translation service is provided in our hospital. Should you require
further assistance, please contact CIM Department during office hours.

FREY G4 - W22 R % Copy of documents to be submitted with the application form
¢ G A ihi A T b) ? FIH B hip A T

T A e P2 it o FEhEEM R

dogp A EEER GRS N R G o FHEMABEPE (WrFEHABLAK); 2
ﬁ4.4;3pg—j-;; ° ;pe%}xpsd-;;;
HRAITHE AL L pzEp ) 2 o YGAmmipEmpe ;2

E

WA LM o o FALHE X
o Y AdrARGaER 2 o

For application for a living individual’s b)  For application for a deceased’s personal information
personal information the Deceased’s identity document; and
the Patient’s identity document. the Deceased’s birth certificate (if the deceased is under 18 years of age);
If Patient is under 18 years of age: Death Certificate; and
the Patient’s birth certificate; and The applicant’s identity document; and
identity document of the parent/guardian; and The probate/letter of administration (as the case maybe); and
documentary proof of relationship of Documentary evidence to support the relationship between the Applicant
guardianship. and the Deceased.

TR R BRI AR PRI AY L o M- BLATEREE N AR o
All copies of documents provided will be used solely for the purpose of processing this request and will be destroyed within a
reasonable period of time upon the completion of this request.

# % ¢ 3 Submission of Application:

VAL AR BP R ARIEE (o) BF/B LTI E T A T TRR TIE L, KSR e

Submit the completed form with patient’s consent (if applicable) to Clinic Information Management Department (“CIM”) by mail/e-
mail/ fax/in person.

2608 3155 Telephone: 2608 3439 or 2608 3148

Fax Number: 2608 3155

: 9:00a.m.-6:00p.m. ; grfT;?”: H :\nﬂedrgc@[ungqg-orgg o0 6:00

B 8= : 9:00a.m.-1:00p.m. ; ice Hours: onday to Friday: 9:00a.m.-6:00p.m.;
;;; 2 ?\OSeowﬁ O(fam Saturday: 9:00a.m.-1:00p.m.;

SR L Sunday & Public Holiday: Closed

(] A+ B P +tp F o | have read and understood the above application method and procedures.
BAEE pa
Signature of Patient: Date:
Fd T MAL(Em L x4K) FE2Y 3 If application by Relevant Person (not patient):

CIM-009-21-3030(R9)

ﬂ}srﬁgk__l_(,itﬁr—,/\j\/\)g% (drig * ) : p i
Signature of Relevant Person (if applicable): Date:
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4. fz§ # Fee Schedule
o WIHRIEEHEMEAEF Y o FEEF AT £ o
Services charges will incur for completing the request. Please refer to Table below for details

#4455 Types of Data | # fc % Charge (% % HKD)
1. ?:&g&éﬁr@]i Duplicate Medical Records
o *iEgcy (v& Y 3t &) Administration Fee (per application) $180
e 24 Black & White Copy (+ F. Per page) $5
e 4.d¢ Colour Copy (= F Per page) $10
e i#l4p % Duplicate of Photo (+ 3 Per photo) $120
2. g&gggm] * Duplicate Medical Imaging
o *iEgcy (& Y 3t &) Administration Fee (per application) $180
e &% Film (= 3& Per film) $110
e %7 CD
e =Y 3 Firstapplication (+ % Per CD) 2 ¢ Nil
e H 15 ¥ 3 Subsequence application (+ & Per CD) $200
e ]'# 3 Booklet (+ 7 # % Per Exam) $350

3. ?’Eréﬁ% % Medical Report

o FiEgcy (v1& Y 3t &) Administration Fee (per application) $180
e %% 2 2 Insurance Company (& i> Per request) $1200
o H i 484 Others (* i» Per request) %8 4 = TBC by doctor
o P35 3¢ £ Physiotherapy Medical Report (& > Per request) $700
4. fAfeix'& P % Inpatient Insurance Claim Form
o FAgcy (& B Y 3t E) Administration Fee (per application) $180
o {ifx#y FF During Hospitalization
e # i»¥ 3 First 2 applications # 4. Nil
e 2 {5 3 Subsequence application (% > Per request) # 24 i TBC by doctor
e **dipnis After Discharged (+ > Per request) $800
5. ¥ E% e £ Outpatient Insurance Claim Form
o FiEgcy (v1& Y 3t H) Administration Fee (per application) $180
o **L ¥ EMC (# i» Perrequest) $200
o **E FLM S SOPD (& i» Per request) %5 24 2% TBC by doctor
6. 14 @ F Birth Certificate (+ % Per request) $300
7. ¥|# 54k Attendance Record $300
8. # # F4 % #§ Other Enquiry (# & Per request) $300 4= up

*e qeBe2 {7 Fof #-7 f£i94c The Administration fee is non-refundable.
e AR PEISR L 0 ¥ JRB~F gy 48 hours after discharged, additional administrative fee will be incurred
AR B BB A {H TR &2 67 Fd 4o

Union Hospital reserves the right to amend the above details at any time without prior notice.

] ~+e B Fip % - | have read and understood the above application method and procedures.

_ ? R p A
e ignature of Patient: Date:
o

™

& Fd I AL (FEmAR4A) R2Y H If application by Relevant Person (not patient):
-

N

S| | FMALCLE R O)EE (o) P
= Signature of Relevant Person (if applicable): Date:
(@]
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5 PN Payment Methods
o WMAENGHF A RIVAT AR
Cash or Credlt Card: Pay at the Inpatient Cashier Counter of Union Hospital
° ,{}r_n;fjgj;: ”'ﬁ”ﬁi;‘%éﬁ‘%’]ﬁﬂ’ijﬂﬂgﬁ:ﬁ‘ﬁ;; fl‘m" (LN
Cheque: Crossed cheque payable to the “Union Med1ca1 Centre Lmnted”.
o A{THME: JMEERSE G TTRAFTREEN, A3
Bank Transfer: Please contact our CIM Department for the details.
6. /322 ¥ Processing Time

o ARERPINY FUELRIFEIP Y FAEIT R AERPERT 0 AR I B A LRIDEHTH
FEFH2EE 4 §RE ReDFTHF I AL
Our hospital will reply to the Relevant Person within 40 days after receiving the request. Under no circumstance will the Requested
Data be released without receiving consent from the Data Subject’s authorized person and outstanding charges.

o UMY RSB RIN v FALTEA L AN D AAEE RTH S FHY GFRERHE > T Y il e
Requestor will be informed after the application has been completed. If the data is not collected within 60 days after being informed,
the requested data will be disposed without any prior notice.

7. E&B¢ W Refusal

A ¥ 5 R F1 T R Fl44E% The application may be refused on the following grounds:

o At B enF L2 & the application information is not sufficient ; ¢ or

o W AR#AGY HF * therequest charges are not paid ; = or

o 2 iE RzFand ¥ Rk ¥ other reasons as permitted by law.

V. 42 i 2 FHH3 8 Mode of Collection
L] #p 35~ L] i"%’_u%*‘“*\tmm"?‘ct"h_ (&5 2 %ﬂ?-—‘%f"*)
In person Mail to the patient’s registered mailing address
(Except film & CD)
D *}:‘.*gg.: 3B~ (.&rxfﬁltbvs A, -"tai,,ﬂzc’fﬁd’) I:\ EWE (41?3&?&“"‘\ ”%‘ﬁ%ﬁfg%) i
AuthorizeJ1 person (Please provide Adthorization Letter) E-mail to patient (Please provide Authorization Letter)
AAP G TR UEMFATE D L BEFTHSF AFEZR G MR R AR AR T FE
I understand and accept that there is a risk of misdirection of mail or e-mail and I agree to release and discharge Union Medical Centre
Limited from the associated responsibility.
VI. %@ 2 % Declaration and Signatures
#m 2 ¥ % Declaration and Signatures:
%w(;,;; FHAL) SRR AAY FARPMREDTEEREN AR Féimwv"i?f)%‘ i@l MF AR R
/E_ﬁf-o j\/\pgg":; k',ﬁ,r‘ﬁ]’;k‘ﬁ‘im'rﬁﬂ ‘\‘1(F‘T‘P\~Ew:/{ /;,1 FB’\‘QLF“*“’j\‘F]g‘—’“ﬁﬁj\‘#\ﬂh fj,:'_r:'—r%'?#"g\,
Hie? B 2 R FanfoR o 7R ERNDY GRES -
I, the Patient or other Relevant Person, declare that the information given in this application form is accurate. | have read and understood
the matters set out in the “Information and Procedure for Request of Duplicate Medical Record/ Medical Report”. | understand and agree
that all applicable fees listed in the Scale of Fees have to be paid prior to the collection of the Requested Data. | understand that my
application may be rejected if | cannot submit the sufficient and accurate information.
gﬁ LEEC pap
ignature of Patient: Date:
Fd I AL (FEmAR4A) R2Y H If application by Relevant Person (not patient):
FHALCER A RA)EF (i *): Py
Slgnature of Relevant Person (if applicable): Date:
>
3
S
&
&
(2]
S
=
(@]
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