ERTXKREBER

C U H K Pioneering Solutions in Healthcare

Medical Centre Fo B E A B A

WABE R BERE
Patient Data Request Form
(EHEEE1ENEF [V 5 - Please [V as appropriate.)

I. WMABAZER(US QRN 4FrEIE A ¥%) Particulars of Patient (As stated on identificationy document)

BN A P i

English Name: Chinese Name:

B8 AHE S SR (BAERZ/ ARTat (4S5 AR (=) AR F B F

Identification Document Number (same as the one for visit/ admission):| pate of b2y Month Year
Birth:

th KB Pz 4R ST CUHKMC Number: 5l Sex: O % Male 0 %« Female

B AR B 1% Mobile: Hth Others: B H Email:

Contact Information

T AE: ==Xivi BgrE JBESR

Correspondence Address: Room/Flat Floor Block

B5/KE =27

Building Estate/Village

PR HEELH

Street No. Street/Road

= B =

District Country

II. Z5k#IEH (FREER) Type of Data Requested (Requested Data)

BRI (R/B/E - B/B/®):
Period (DD/MM/YYYY — DD/MM/YYYY):

O B4R ®E A (355EH8) Duplicate of Medical Record (Please Specify)

O E&E# S Medical Report / 3284 #i5 Attending Physician Statement / &% Medical Questionnaire:

B2 147 Doctor’s Name: BFEAZR (WN7A) Specific Content (if any):
0 RIS E R B
Insurance Claim Form Doctor’s Name:
o CEERREELE o 2K o REIERCH - RENHEEA
Birth Date &Time Record Attendance Record Immunisation Record Duplicate of Invoice/ Receipt
o X ERSAEEEA: o EERE o WARER [ BEf o X
Duplicate of Films or Image: C.T. Scanning MRI Ultrasound X-Ray
o Eff GEEE)

Others (Please Specify)

II1. 855/ Reason for Request (R £ E R & For Reference Only)

0 BERsE o [EPNSE=S 0 RIBRE 0 TERE
Clinical Follow-up Personal Record Insurance Claims Employee Compensation Claims
0 ERBIRER Hith (F551HR)
Legal Proceedings Others (Please Specify)
IV. {¥F57% Payment Method
B O EAth (FBEEAR)
Diﬁﬁ D%¥b¥$ O (EliEhS 0O Y= [0 Google Pay [ Apple Pay Others (Pls specify)
Cash EPS Credit Card Cheque O WeChat Pay [1 Alipay
V. EHFZEERNAS R Mode of Collection of Requested Data
0 msam O #[ 2 By post: O #5715 Registered mail O @I Ordinary mail
/(‘Zolleqcf in O HHRIARFREZE 129 R ALAYHHE Post to the address provided in Section I of this form
Person O #SFFE it Post to another address :
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(BEEEH1ENZE L V]9 - Please |v| as appropriate.)

VI. BHFEANERERE e AREEAZLKAN) Particulars of Requestor (if Requestor is not the Patient)
(WEBAFERATANTBREL VI FH - Complete this section VI only if Requestor is not the Patient,)

Y E English Name: ¥ Chinese Name: B 19 :5BE S 4 5% 55 |dentification Document Number:

4Rl Sex: O £ Male O % Female Ht 4% B35 Tel. No.:

WAFERR W T\E - AARBBANR/ B EEEEA -
I am a parent or legal guardian of the Patient who is under age 18
ANERABREBRERIABRFE - DURKEBRI/WEAREER -
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
WABRENEEERSSEHE  AANBEZEZELUEEZEET -
O (c) The Patient is incapable of managing his own affairs and I have been appointed by the
B A B f:ourtio la\nage th:z)se affakLrs. —
mAB (BEREEG) (5 136 &) 5 2 &EMIES ERITRESN - M
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) RARIBZIEBIZEA4A - 590 FH59Q KEZTETRANEEZEA ;
I have been appointed under section 44A, 590 or 59Q of that Ordinance to be the
guardian of the Patient; or

(ii) ZK/XE%EE@I%T’?H% 44B(2A) 3%(2B) 5 59T(1) 5L(2) R EEERE R ANEZ - SiHTHRANE
E AR -
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 () ANRDRABMCHRANER  AABECKREANBE
I am requesting data of a Deceased Patient. My relationship with the Deceased Patient:

O (a)

** FIER TN B BERA] 1 ISR - LGEFEFA BB % -
Please provide the supporting documents as set out in "Information Sheet for Patient Data Request” to prove the relationship with the Patient.

VII. =EfIx%E= Declaration(s) and Signature

AmA/SBEANEAK #Z Declaration and Signature by Patient / Requestor
RAZUBPARARAZARAPMR BN ERERENNTE - BAACRENRE "mABERBHEEAN ) AR -
KRARBEERAREREARER S E IR REBMBHR—OERAERNATE - AAZBBOREESRERE -
AANBBAREEHELHZAAERNPBENER/NERE - A oIBE/WIMEER - AAZBIEREBPXA
BEEDLARASUERIKBEARBRBEMAARASIERAEREHRIIBRERNMSIENE A RRBEEEEE -

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.

BHEENEASN 2B B ANE—SEIH Further declaration by Requestor who requests data of a
Deceased Patient
AANELLZEBA I declare that:
O AABCKMZEERFH AW EEZARTENE—SEP—IEENEA - EWBENEE -
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 AABHEPBUATBENEENEAIAKANESRANRMBEBERFEPWTENEENAL -
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.

WAZEE (+/\mEELl L) BEAZEE WER) HEA (B-B-5)
Patient’s Signature (Aged 18 or above) Requestor’s Signature (if applicable) Date (dd-mm-yyyy)
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