For Admission Use [ H: =] — —_ Please Use ID Label or Block Print
Dr. ‘r.’-"- % % Pj-"ra SURNAME UNIQUE RECORD NO
Room: (class) E UNION HOSPITAL GIVEN NAME CHINESE NAME
Date: SEX  |AGE ‘WARD ATTENDING DATE & TIME
Registration Chart a7 socror
Adm @: CONSULT. DOCTOR:
I. Personal Information Your personal information listed below are necessary for your medical care and treatment.
Medical Record No. URN ‘ ‘ ‘ ‘ ‘ ‘ ‘ ‘ * Please use English (in BLOCK Letter) if possible [] Tick as appropriate

(Official Use Only)

English Name*

(Surname) (Given Name)
Chinese Name Sex O Male / O Female Date of Birth - - ‘ ‘ ‘
(if available) Day Month Year
Identification People's Republic
Nationality Document No. of China ID No.
Address*
Flat Floor Block / Name of Building Name of Estate
Street No. & Name District Zone

Mailing Address [J Same asabove  [J Other

Telephone (Home) (Mobile) (HK/Macau/ China/ Others)

(for receiving SMS messages)
E-mail Address Known Allergy
Remarks

Il. Next of Kin Information (Please provide at least one next of kin information)

1 Name Relationship Remarks

Contact No. Contact No. (HK / Macau / China / Other Area)
(for receiving SMS messages)

2 Name Relationship Remarks

Contact No. Contact No. (HK/Macau/ China / Other Area)

(for receiving SMS messages)

I11. Acknowledgement of the Information and Content of Hospital Rules

M | have been provided the information of basic charges and payment.
M | acknowledge and understand the content and will abide to the Patient's Charter / Charter for Children in Hospital.

M 1 understand and agree that, during the course of treatment or admission into the Union Hospital, my / my minor's / my ward’s personal data
and medical information (including audio recordings of medical consultations initiated by service users) will be collected from time to time
for the collective purposes of clinical management and general hospital administration (e.g. quality assurance, clinical audit & research), and
that, as a result, my / my minor's / my ward’s personal data and medical information may be transferred to or be accessed by attending
doctor(s), other medical and nursing staff of the hospital as well as the hospital administration and also other healthcare professionals who
may become involved in clinical management. | also understand that the medical information system of Union Hospital is connected with
the systems being used in all affiliated companies of Union Medical Centre Ltd. Union Hospital may disclose my / my minor's / my ward’s
medical and personal data to the Court if ordered or subpoenaed by the Court, to the Department of Health or to such other persons as
required by law, or to other agencies for public health purposes.

M | understand that one of the purposes of collecting my personal information is to facilitate the Hospital in the recovery of the outstanding
hospital fees, if any, against me, and such recovery may involve the transfer of my personal information to third parties such as the
Hospital's solicitors and/or debt collection agency/ies. | agree that the Hospital, for the purpose of recovery of outstanding hospital fees,
reserves the right to disclose my personal information to such third parties.

M | hereby authorize Union Hospital to obtain my / my minor's / my ward's medical information from other hospital(s) or healthcare
institution(s) for the purpose of facilitating continuity of patient care, should in any case, either |1 or my minor is transferred to another
hospital or healthcare institution.

NUA-043m-21-771e(R23)

O Union Hospital will regularly distribute free newsletter to you on the latest health news, medical topics, marketing offers and activities via

mails, e-mails or electronic messages. If you don’t want to subscribe to this free news service, please tick the box.
O 1 refuse SMS for admission or follow-up reminders.

Preferred communication language O Chinese O English
Signature of Client / Guardian Date

Effective since 01-07-2021 Approved by DON Page 1 of 1
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