.ch EESEZEMR BEfL / SREPERFR

1” Hong Kong Baptist Hospital Medical Report / Data Access Request Form
(B/%EEE%{@AE@E%&}‘ ’ ZK%*%”Q%E@“EA%\?(ﬂ';-\ajﬁﬁﬁéﬁigﬁtlﬁ For Official Use On|v ( by Post / In Person )

BERRS/ERENERPERAME Y BERERNEN - )
(Except with the consent of the individual concerned, the personal
data collected in this Form will be used for the purpose of

ID checked: [ID Copy [ Relationship Proof

Patient No.:

processing this medical report / data access request and other Charge: HK$

directly related purposes only.)
(FBRBEERIS1EZ LF Please Min the appropriate box) SMS: Staff:

£ —EB19 Section 1

1. I/AER Particular of Patient

(a) E3: (EX) ( )
Name ¥ Family Name #F Given Name (English) X Chinese

(b) #8: 0% D% (o) s LIRm+ )\ L+ el =
Sex Male Female Age under 18 years of age 18 years of age or over

(d) #&BE1RE/ERTEH (e) BHAREERATRMS
HKID Card / Passport No.: Contact Tel. No.:

2. BEBEAER (MIERA A A) Particular of Applicant (If different from the Patient)

T HEBBEERIRE AR ERRTR S
Name HKID Card / Passport No. Contact Tel. No.
N A it R I BREALEERGSR | AREAIERZEERBANEEEAN | FRE

Relationship parental Relevant Person Relevant Person with Please specify.

with Patient responsibility appointed by Court guardianship order

BHEABHA For deceased patient:
UFN BEH - B AR L B BTG T - — T LB ER B EFE(HI5B) IE A LS E R - For deceased patient, please produce
in person the original or provide a true copy of the death certificate and probate/letter of administration (if any) when submitting this application
form to our hospital.
ERAEIRMIEENE - BB ASEBWMT: If the Applicant cannot provide probate/letter of administration, please declare
as follows:-
O AAERBBFRRTEENEERBAIEATERRRRAEAEEFEPTENEENAL -
| am entitled to be the personal representative of the Deceased or | can act for and on behalf of all persons who may be
entitled to apply for the administration of the Deceased’s estate.

#iE DA TR L B A 7 1EhF - B T BN BENHIEHIF A IELSEMEFZ - Please produce in person the original or provide a true copy of the
identity document of the Relevant Person/Applicant when submitting this application form to our hospital.

NE—HHERAEE RN LS N 2 R 14 A958 A fEE)A - Please also provide a true copy of the documentary evidence to support the relationship
between the Patient and the Patient.

3. SEENT {4 53% Mode of Document Collection:

O #HRHEE In person
(SN AR - FBEZREAEZR  Please provide the details of the Authorized Person if collect by others)

EE HE BB ERIRS AR ERR RS
Name HKID Card / Passport No. Contact Tel. No.

O #HFHHE Mailing Address  (F& #5884 Registered Mail only)

For official use only

Acknowledged
Receipt By: ( )

Full Name Signature ID No. Date
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.cl' BEESEZER BEfL / SREPERFR

V, Hong Kong Baptist Hospital Medical Report / Data Access Request Form

£ _2{n Section 2: ERIER IS Details of the Data under Request

1. EBFEHAR Requested Period:
2. BFBIEHE Requested Item

I5H Item

[] Frazs% All Record L] zwiess Medication Record
ERpgiaes
E}ﬁ’,'aﬁﬂgzs , (] 1+Bzze42 Hospitalization Record (] 18R Laboratory Result
Duplicate Copy of Medical Record L .

[] P822:24% Outpatient Record L] mtisamRe Radiology Report
ggﬂﬁ’i’gaﬁiﬁi*iﬁgzk | [ i@ x-% R 885Y Plain X-ray O] @iz CT Scan

igital Copy of Radiology Image (Afim | 37 DVD) I
[J382/usB s21E82 DVD/USB LI wnstim MR
== Sl se T 1= 4t 7] 3

[xerox 822 Xerox Paper Booklet | | BT REMERIRHE PET CT [J =¥ ultrasound
BEIRE Medical Report (BB 145 Please specify the doctor name)
RIRAL w8t &

by Resident Doctors only)

[] *h4228% Birth Record

[] «th4 B #3 R #$7 Birth Date & Time

AR ] Y E R BT Ao iR (81 IE) Re-issue of Newborn Immunization Record
Patient Information [] yiR#E824% Endoscopy Video Recordings

(BFBERIAE I 1R B H AR E R —18/F The recordings ONLY kept for 1 month from the date of
Endoscopy performed)

(] £ERREERRLS Letter of Certificate (355ERES1% Please specify the details)

Hfth Others:
(FAREER Please specify)

* B AR K BB T - AT A B HEGATZE IE A S FER B A - Please produce in person the original or provide a true copy of the
birth certificate when submitting this application form to our hospital.

3. BEERE Purpose of Request

[ea 2% 518 Insurance Claim [1R#& %% A% Future Medical Purposes
[13£#2 2712 Legal Proceeding [Jea = T 155518 Employee Compensation Claims

[ ] Others Etfth: (Please Specify E&IHR)

=285 Section 3: EHR K FEE Declaration and Signature

RN - BB ASEMEBFEA - ZILBREARBANRERNERENHERENXTE - ®EABER D - mASEBBEAZRLAD
BliEEE  ETEARBARBAPBRENERER - BARBPBAWEAE) CHEBEBRBOBERS/ENEREKR-BHER
M TEIEHRLHURERBIPHENNERBEWER)E - 7UEMEKRER - RARZBNRBEABEREEAEERBLHA
FIEAE R EERA -

I, the Patient or other Applicant, declare that all information and documents given in this request form is accurate and complete.
WHERE applicable, the Patient has irrevocably authorized the Applicant to deal with this application and to collect the
Requested Data on behalf of the Patient. The Patient and the Applicant (where appropriate) have read and understood the
matters set out in the “Medical Report / Data Access Request — Points to Note”; and agreed to pay related charges including
postage fee (if applicable) prior to the collection of the Requested Data. By signing this request form, | consent and authorize
the Hospital to disclose and release the patient’s personal data to the receiver stated above.

mABE RE} | BEEA /BB | BEAIEAZEE WREFEAERALXAN) =p
Patient’s Signature Parent / Guardian / Relative / Personal Representative’s Signature ’
(If Applicant is different from the Patient) Date
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_‘A EESETEIM _ BRERE / BHEREK - EREEZEAN
V’ Hong Kong Baptist Hospital Medical Report / Data Access Request — Points to Note

1. BEPE TENEAER, R "TBERS) WREFL2HE "BERSRBEAENSBHEER, -
For the “Scale of Fees” of a Copy Data Request for the Supply of Personal Data or Medical Report Application, please refer to
“Medical Report / Patient Information Application Fee”.

2. WMASEBALRL RARLEBYHEAFERE X - LFERTKHRARESD - XHEE:
The original or true copy of all relevant supporting documents of the patient and concerned parties should be presented for record
and verification of identity. The supporting documents include:

AERZEFERMIA Person who submit the Application

S PRSI S B ARIE T AR WAKA BMATHRAARERE =~ AMALEARCOUESTRE | BEAPACKRAA
A EANRERR Patient (#EAEBRRT)\B) BANEEAEBHEA SR B
Required Original / True Copies of (HN\BEM E Relevant Person has Relevant Person who is appointed Applicant for
Documentary Proof Aged 18 or above) parental responsibility for by court or guardianship order to Deceased Patient
# the Patient under aged 18 manage Patient’s affairs Information
RABHEPG Patient's ID v v v
BEALTHBBEASDEBRNX G v v v

B4:&HBE= Proof of Relationship
Bl HAERAE SEERAE v v
e.g. Birth Certificate / Marriage Certificate
Legal Documentary Proof of the
guardianship order or court order \/
BEE NS AB T an B8 A R8RS
4 Applicant should obtain patient’s consent for medical report / data access request.
FENRRIGHARI G EEZERHEE - 75O A BB E R E RGN ER -
# Consent of patient’s parent / guardian should be obtained whereas the patient is under 18 years of age.
T/ VB THBN 855 S i 25 RGN BRI AN X B BN G5 »

3. WRBEERBARANREAZRAREF L RBRARXMGR - BRBFEFAEEE -
Under no circumstances will the application for medical report / patient information request be processed without receiving
consent from patient or patient’'s authorized person and presenting relevant supporting documents.

4. FIEBERSIRARNES - Mg AR HE=ZRE -
All medical reports are written in English. No translation service is provided in our hospital.

5. BFE—KEMN PACHNZERBARE -
No refund of the application fee will be made once an application is submitted.

6. BEE FRBBIBERXPHERE/IEIXGNTTE -
For submission of application and document collection, please follow the methods in the table below.
#58 In-person FIEFH X by post
ERERZ RSN REBXENERASOEEARGTZE
222 EBREEEREHER "REEREER ., U -

B EREE Please return the compl
AR o NN o S e e W [ pleted form and the true copy of documentary
Submission Application “if\*mf‘ HT’E?SE’QE”" BREERERC proof to Hong Kong Baptist Hospital, 222 Waterloo Road, Kowloon,
FE3t T -FREEAE SR AR - Hong Kong. Please state “Medical Records Department” on the
envelope.

Please  approach the Medical - N N N . - A
Records Department — G/F, Block C, | BB EMERA/EBARRER (A REREIEER) , EXRANE

. Hong Kong Baptist Hospital during ;| BAER%E - BESXHELUHSEE X ERELET -
SHEL M *office hour.

Collection of Document

The Hospital will contact the Patient / Applicant to pay the related fee
(application fee and charges for registered mail); The documents will
be posted by registered mail after the payment is completed.

7. E—RBERT  BERES/ERENEKRPFEERFARRABTXHEN+RARZE -
In normal circumstances, the application for Medical Report / Data Access Request will be released within 40 days after all the
required documents are received.

8. FEREZBFRAG-IEEN  BFEENAARHER - IWERHEZ LR -
Please fill in the application form carefully. Insufficient or inaccurate information will lead to delay.

9. WERMEN @ BFREAR "HEERE, - B 2339-8824 = HH: 2339-4581 -
Should you have any queries, please contact the “Medical Records Department” at 2339-8824 or fax to 2339-4581.

* #E2\iFE Office Hour:
EH—FAZLIFEFTF—HF - FF_FFE7AFF¥ Monday to Friday 9am — 1pm, 2pm — 5:30pm;
EHNE FIAFE FF—F#F Saturday 9am — 1pm; EHH R A& EHAIAC/S Sunday and Public Holiday Closed
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lf."

Hong Kong Baptist Hospital

ERRES AR AEHRFERR

Medical Report / Patient Information Application Fee

# 18H ltems EH Fees
EEYREWES BN T RFBERNREENE
| BrmsE QRAmEREE ° f;y - Zﬁ:]ﬁuigmf%:éi(—)tﬂ—mb &Fﬁ%xﬁhﬂﬁ $ﬁﬁi
Medical Report (by Resident Doctors only) Inimum chargé o , Subject to the type an
complexities of the request
o LRI EMNPERE HESNPBEREE _Ba=1T7T
REBEBER (RIRAREREL) Free for first two applications and HK$230 for subsequent
Insurance Claim Form (by Resident Doctors) applications (per copy) if the request is made on or before discharge
5. | (@ fEB Inpatient o BIREEHBEREBE _E= 17T
HK$230 for request made after discharge (per copy)
A — — (/\
(o) FH&2 Outpatient o BR—EN1IT (81)
HK$140 (per copy)
&8 Black and White Copy A¥.® Color Copy
e —+HEILIT: B¥E=HIx HK$300 for less than 30 pages
e ——HZEATH: B¥AXE HK$600 for 31 to 50 pages
455K Paper o EHBBATE o EHBAATE -
BETEA SREMICER AT SIREIMIECERE T
Duplicate Copy of Medical HK$5 per each additional page HK$10 per each additional
3. Record if >50 pages page if >50 pages
(45K Paper / 18/ Photo) ATHB(USESAETE): BBz Administration fee (per application): HK$200
48E Photo o BT B+ (BERER)
HK$230 (per USB)
R MIRIEE e Bt H—+IT
Local Delivery Charge HK$210
4 | ERALERE o BB —_AN+tIT
Birth Date & Time Copy HK$340 (per copy)
5 | WBRREILETE (5115) o BB =_BN+IT
Re-issue of Immunization Record HK$340 (per copy)
o = | : 5T 5T H ’ |§2E WK A= AN T _
- | Letter of Certificate (i.e. date of admission & discharge, HK$340 (per copy)
attendance record) p Py
IRENHEIAR - BEIRE - WiE - IREPARREMERX
B8 [/ o THEEBM—Ht (BBBTE . B8 BRATT
# (EBERERZE) THEBB—AT (EBETE  #RINMEERIOT)
" | Copy of biling documents, including Invoice, Receipt, Administration fee HK$100 _
Invoice Breakdown Details and other related documents (HK$5 per each additional page if >10 pages)
(per EACH admission / consultation)
o ITHEBIE =7
g | PIERCERELARE (BB TEER/E - BERINUENE RSB 1)
Certificate of Invoice/Payment Records Administration fee HK$300
(HK$20 per admission / consultation if >10 episodes)
. = o THEBB—B (BBBTE . BERMEEBRATT)
A ==
9. *‘"E_xﬁmniﬁm Administration fee HK$100
Certified True Copy of Documents (HK$5 per each additional page if >10 pages)
R R B E R E A e — N -
Digital copy of Radiology Image o B_B)\tit (BE AEEHRS)
(a) DVD BFEZINAENRE / USB SCiEse HK$280 up per DVD/USB (no report included)
10| ) X2 X-Ray Film o BETE/\+7HE (S - FEERS)
HK$280 up per film (no report included)
S T — - =2 e aTHE
(c) Xerox #R&5= Xerox Paper Booklet o BEAB—TTE (FRIMS Ka%ﬁﬁ:ﬁ%)
HK$610 up per one (Image plus report, without DVD/USB)
u W?ﬁﬁ%ﬁ%% Endoscopy Vi(jeo Recordings o BHTEH= T (SETIEE
ONLY kept for 1 month from the date of Endoscopy performed)

ERENBAS _F _=4#+A—H LastUpdated on 1 July 2023

Eit
Note:

MMRD/005v14/Sep23

KBTI A B E T B LRI R B R IS E -

attending doctors directly.

BETTHEEEEL -
Insurance claim form and medical report for patients under the care of our visiting doctors will not be handled.

Please contact the
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