. BRI AKBER
C U H K Pioneering Solutions in Healthcare
B B E AT E 4

Medical Centre
mAE R EPERE
Patient Data Request Form
(EHEEE 15N ZE L 8 7 - Please 8 as appropriate.)

I. WMABAER (UEHEBIEXHFEESX) Particulars of Patient (As stated on identification document)

ERvgu=y =g c=H
English Name: Chinese Name:
SMEEX RS (BiERZ /| AR 4ARED): HAEHE: B B S
Identification Document Number (same as the one for visit/ admission):| Date of Day Month Year
Birth:
K B PR 4R 5% CUHKMC Number: 4 Rl Sex: £ Male % Female
PasE R F1Z Mobile: E1th Others: EEB Email:
Contact Information:
BETL B ET= SR
Correspondence Address: Room/Flat Floor Block
EESN N E3t
Building Estate/ Village
mEEe mEEE
Street No. Street/ Road
& EIES
District Country

II. EKIEE (FREER) Type of Data Requested (Requested Data)

HifE (B/R/% - B/B/E):
Period (DD/MM/YYYY — DD/MM/YYYY):
[ ] E&%#cEz#E7 Duplicate of Medical Record ([ | H Black & White [ _|#& Colour )

DF?E?ECF #C#% Outpatient Consultation Note Diméﬂﬁz Operation Record Dﬂjﬁﬁiﬁiﬁ?& Discharge Summary
|:|1 L5238 & Laboratory Report D%‘ﬁ%%%ﬁ% Radiology Report
|:| L1t (F7EAA) Others (Please Specify):
[ ] X¥RaEHER (FE#ERS) Duplicate of Films or Image (no report included)  ([_[£5% CD [_]USB)
[ |=hsimaE C.T. Scanning [ i h 3R MRT [ J#8%% Ultrasound  [_]X 3 X-Ray
|:| B2 ¥R 25 Medical Report / 3284 3R 5 Attending Physician Statement / B [% Medical Questionnaire

Hith (FBEEHR):
Others (Please Specify):
II1. B ARE (Rt 2%ERIR) Reason for Request (For Reference Only)

BESE D (BN I:l RERE I:l ITEBRE
Clinical Follow-up Personal Record Insurance Claims Employee Compensation Claims

EEBTHER |:| Hith (F&EHA):
Legal Proceedings Others (Please Specify):

IV. {¥F75% Payment Method
|:| & & At Cashier |:| #R1TEE MR Bank Transfer |:| % 2 Cheque

V. EHFEZERNAA R Mode of Collection of Requested Data
|:| HE By post (#5%(5 Registered mail)

B4 Doctor's Name: BHENSB (WH) Specific Content (if any):
|:| RIBRSEFR BEHE:
Insurance Claim Form  Doctor’'s Name:
D B4 BEARI R B 40 8% D 24t D TR EHACEE D FRESIUEER
Birth Date &Time Record Attendance Record Immunisation Record Duplicate of Invoice/ Receipt

2|00

S SRE
D Colleqct in |:| HFEARFTEE [ BB 1RAEAVIIE Post to the address provided in Section I of this form
Person |:| WS EE Mithilk Post to another address :
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 BERPXAEERER

C U H K Pioneering Solutions in Healthcare
s o 23 4o
Medical Centre Fi # & & #7 8 &

(FrEEE1ENZE L 8% - Please 8 as appropriate.)
VI. BHFEANEREERE (NEEALRERALEA) Particulars of Requestor (if Requestor is not the Patient)
(HFEBAFLEHAEA T EEEZX VI 577 Complete this section VI only if Requestor is not the Patient.)

Y English Name: ¥ E Chinese Name: B9 43RS Identification Document Number:

45l Sex: & Male % Female Mt 458 &5 Tel. No.:

@) WAFRKRBTI\E - AABBANR | B EEEEA -
I am a parent or legal guardian of the Patient who is under age 18
RAANERABREBIRERASRE - LRAHEHSEBE / WEFARER -

(b) I have been duly authorised by the Patient to submit this request and to collect/ receive the
Requested Data on behalf of the Patient
WARBENERBEHASSEE  AANEEZEZELIEIEZEER -

(c) The Patient is incapable of managing his own affairs and I have been appointed by the
court to manage those affairs.

@‘ (2
R AAE (FEHRERA) (58 136 F) 5 2 IRFIISAVIGM CRITRAED - !

Relationship (d) The Patient is mentally incapacitated within the meaning of section 2 of the Mental Health
with the Ordinance (Cap.136), and:

Patient** (i) EARZEZIRHIZE44A ~ 590 =59Q FRIEZTIRERAREZEA | =X

I have been appointed under section 44A, 590 or 59Q of that Ordinance to be the
guardian of the Patient; or

(i) KNF}F&IEJ%E?I%W% 44B(2A) 5(2B) 5 59T(1) 50(2) IR EEERRANEE - SLAITHRARN
L ARUISBE -
I have been vested the guardianship of the Patient or have to perform the functions of
the appointed guardian under section 44B(2A) or (2B) or 59T(1) or (2) of that Ordinance.

(e) AANRBPBBECHBEANER - KAESEHEANREG:
I am requesting data of a Deceased Patient. My relationship with the Deceased Patient:

** EIER TN B BE R 1 ISR - LGEFEFA BI6 % -

Please provide the supporting documents as set out in "Information Sheet for Patient Data Request” to prove the relationship with the Patient.
VII. EiF K %= Declaration(s) and Signature

mA [ BiE AREE R R 3 ZE Declaration and Signature by Patient/ Requestor
RANEUIZBARARARARA MR B ERERRAANTE - BRAACHBENRA "mABERBHERM ) AR -
RABBBEARARERBEAMBEENS OISR BFEMRHINER AERNATE - RAZBFOREEWIERE -
RANBERERHBTCHXFIAEANEAWER [ SAERE - F 0B /| WEFIRER - AAZIEREEPX
REBZEhLARASIIURERKBEARPEMEARASIRANERRHMEERSIENEARFIEAEET -

I declare that the information provided by me in this Patient Data Request Form is accurate and complete and I
have read and understand the contents in the “Information Sheet for Patient Data Request”. I understand that if
I fail to provide the information required or if any information provided for this request is inaccurate or incomplete,
my request may be rejected.

I understand and agree that all applicable request fees and/ or charges have to be paid prior to collection/ receipt
of the Requested Data. I hereby release CUHK Medical Centre Limited from any and all legal liability that may
arise from the release of Requested Data to me or as instructed by me pursuant to this request.

BREEHRABR ZBRBEANE—SER
Further declaration by Requestor who requests data of a Deceased Patient
AANFELLZEBA I declare that:
DZKAE%Q O EEPFHORBEEZEREENE—NEP—EEEA - SEEENEE -
I have applied for or I have been appointed by the Court as the personal representative or one of the personal
representatives to administer the Deceased’s estate.
|:|KAE’FEEE%EJZZ%%%E’\J?’ééﬁﬁ/\iﬁﬁ)\ﬂﬁ%2521%%)5)?%%752EEE%E(%WE%E’\JZE%E’\J/\i °

I am entitled to be the personal representative of the Deceased or I can act for and on behalf of all persons
who may be entitled to apply for the administration of the Deceased’s estate.

RMAZEZE (tN\EILL) BEAZE (NEH) HER (B-B-%)
Patient’s Signature (Aged 18 or above) Requestor’s Signature (if applicable) Date (dd-mm-yyyy)
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