EBPYARBER
C U H K Pioneering Solutions in Healthcare
B #h &8 % 3 8 1

Medical Centre
WAERBFERE
Patient Data Request Form
(BHEEZHEANZE L 85 - Please 8 as appropriate.)

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

MY =evgc =N
English Name: Chinese Name:
BSMEAX ARG ( BiERZ | AR AR ) . HERE: 8 B 3
Identification Document Number (same as the one for visit/ admission):| Date of bay Month Year
Birth:
K B 4R5% CUHKMC Number: 47l Sex: O S Male 0O % Female
Fas &k F1Z Mobile: H1th Others: E &L Email:
Contact Information:
WAL B = R
Correspondence Address: Room/Flat Floor Block
EESN N =23
Building Estate/ Village
mERe mEE
Street No. Street/ Road
& EIER
District Country

II. 2kR9IER ( FRE &1 ) Type of Data Requested (Requested Data)
BB (B/B/E-B/IB/E)
Period (DD/MM/YYYY — DD/MM/YYYY):

0O BE4iFfEA Duplicate of Medical Record (O 2H Black & White [ ¥ Colour )

O P22 fEACEE Outpatient Consultation Note [0 Ffif4c#% Operation Record [ WHFziE 2 Discharge Summary
O {EE& ¥R = Laboratory Report O B%& iS55 3RS Radiology Report

O Hfth ( 555FR8 ) Others (Please Specify):

O XHRIEBEXR (AEBIEIHRS ) Duplicate of Films or Image (no report included) (O ## CD [ USB)
O Ef#FME C.T. Scanning O #AHEIRMRI O #BEK Ultrasound O X 3% X-Ray

O B&E#RE Medical Report / E2 84 3R 55 Attending Physician Statement / E/& % Medical Questionnaire

B4 1% Doctor’s Name: BFEAZR (WA ) Specific Content (if any):
0 RIEEEER Baus:

Insurance Claim Form Doctor’s Name:
o HEEBABRECE o e o RIS o RESREEL

Birth Date &Time Record Attendance Record Immunisation Record Duplicate of Invoice/ Receipt
O Hith (5E508 ) :

Others (Please Specify)'
III. 8RR ( R{E£2EHi% ) Reason for Request (For Reference Only)
O BESE a (EPNE>S RERE I1B8&HE

Clinical Follow-up Personal Record Insurance Claims Employee Compensation Claims
o ARPHER o Eff ()

Legal Proceedings Others (Please Specify):

IV. f1#57% Payment Method

O #EE At Cashier O #R4780R Bank Transfer O 2 Cheque

V. EHFEERNAA R Mode of Collection of Requested Data

O BZ%3E SF Express
O B o . ) :
Collect in 0O FRARESE 120 RAEAMNILE Post to the address provided in Section I of this form
Person O FE/HEAthith it Post to another address :
1 Oct 2026 Version Page 1 of 2

COO-DAP-002-A-V01-F01-20240102



ERTXKREBER

C U H K Pioneering Solutions in Healthcare
& 7 H 1
Medical Centre g #h & & #7 F 12

(ErEEE1EANZ L 8 % - Please 8@ as appropriate.)

VI. BHFEANERERE (EEALRZERALEA) Particulars of Requestor (if Requestor is not the Patient)

(LB FEFAZAT FEEZ VI B19 Complete this section VI only if Requestor is not the Patient.)

B ¥ English Name: ¥ H Chinese Name: B 1588 43RS Identification Document Number:

147l Sex: O SMale O % Female It 4% B8 5% Tel. No.:

WAFERRE T\ AARBBANR | B EEEE
I am a parent or legal guardian of the Patient who is under age 18
AANEBRABEBRRIABE - UEALESBE / WEFAEER -
O (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
WABBENEIBEASER AR EZEZELUEIEZES -
O (c) The Patient is incapable of managing his own affairs and I have been appointed by the
B A R 14 court to manage those affairs.

MARE (FBBREFEA) (5 136 5 ) 5 2 RATERIEM LETR/EES - T

O (a)

Relationship | O (d) The Patient is mentally incapacitated within the meaning of section 2 of the Mental Health
with the Ordinance (Cap.136), and:
Patient** (i) RARIBZIRHIZE44A - 590 =59Q FEZTIRTMANEZEA | 3

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

(ii) éﬁ/\’f}ﬁiﬁ%ﬂ%ﬁﬂ% 44B(2A) 5(2B) 3k 59T(1) 54(2) IR EEERRARNEE - SLHITHAN
BT ARVEREE -
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.

O (e) AARPHFEEECHBEANER - RAHEDKHEANREEG:
I am requesting data of a Deceased Patient. My relationship with the Deceased Patient:

w* EIe R T RA BRI FEFREH ) IEI IR - BB AR % -

Please provide the supporting documents as set out in “Information Sheet for Patient Data Request” to prove the relationship with the Patient,

VII. MR K %5 Z Declaration(s) and Signature

AmA [ BB ARE IR R % ZE Declaration and Signature by Patient/ Requestor
ANGEIERIAAR AR ARIEAFIR AN E R ERAHAN TR - BAACHENRE "TRABNBFEM ) WAS -
RABRBEARARBERUABERNSH T ARBEMERNER A ERNATE - RAZPH OIS WIER -
AANFEAEEHELTHAZXMBEEANSHEWER /| SIERE - 7 oHE /_ﬁiﬁﬂﬁﬁ%ﬁ%i%’:?ﬁﬁ ° R AGEULARBRE B L
REBBEQLARASIIURERKBEARPHE MR AAS R AEAERRHAZERASIENE AR EREE -

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.

BREEMmABR ZBREANE—SER

Further declaration by Requestor who requests data of a Deceased Patient

ARANELEZEBA I declare that:

O AACKODEERFH KW EEZARTENE—SNEP—EENEA - EWEENEE -

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.

O RAABHEBFRATLENEERIBASIRANERS RARFIEEERBEEWLENEENAL -
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.

WAREE (t\EEbl ) BEASEE (ER) HE (B-B-5)
Patient’s Signature (Aged 18 or above) Requestor’s Signature (if applicable) Date (dd-mm-yyyy)
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