Codef

Application for Medical Report
FR4EL Y G

1. All medical reports are written in English. This hospital does not provide translation service.
The format of medical report is decided by the doctor. Attached forms provided by applicant
may not be applicable.

FREFZE? §3 5> Aad g§Ras - 82 0750 [ FEBFL A ki

2. For easy retrieval of relevant medical record, please state clearly the patient’s Hong Kong
Identity Card Number and the required information.

FLAERR AL CRIBE GG TR A

3. The applicant must provide the original or a true copy of his/her identity document.
VAR AR HE LR 2 A L A o

4, Ifthe applicant is not the patient, a written consent of the patient is required and the applicant
must also produce in person the original or a true copy of the patient’s identity document.

P ERE AL AR E RS BERATE AT L PR Y B AR R
FER| A o

5. If'the applicant is the patient’s parent, authorised person or person appointed by courts in
Hong Kong, please produce in person the original or provide a true copy of the documentary
evidence to support the relationship.

e AR A 2R RIEA SR BEERERLZG M AL AT RGER Y s
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6. When the medical report is prepared, it will be sent to the applicant by registered email or fax.
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MEDICAL REPORT APPLICATION FORM

? RIFELYHER
Please tick the appropriate box 55 {F 7% 244& i v'5%
1. Patient Information 5 % 3
Name 4+ & : Date of Birth ! # p #p:

HKID Number % & ¥ i» ZE5LF5

Gender (£ 4]:

Travel Document Number (if no HKID)
K3 é"\zl E 2N ('ﬁ\»"/ é Do LA ﬂ'—-)

Hospital / Clinic Ref. No. %5 Fe/2 47 S

Daytime Telephone Number

Any Other Contact Telephone Number(s)

poRFES R T AL Hois BT EHE:
Address:
oy

to us.

#HEHRR é/ﬁ—ﬁ/lﬁpﬂ%’iﬁ’mﬁim‘%{ﬁ.l_ FE

Akt AL RE O RUER IR S o

# If the HKID Card No. is provided, no copy of the HKID Card is required in case the number
provided is accurate and corresponds to the number recorded on Codex’s database. If not, a true
copy of the HKID Card will be required for verification. If the Passport No. is provided, please
provide a scan copy of the Passport of the Patient when submitting this Medical Report Application

REFER A o TR BRI ABELGHERDL RS A

# A 0% FRLL STE BT 1 TR

LAY FHRAERERS pp e

2. Information Requested % B3 42
Test Name: Sample
RIFF R A

submission Date:
2 p

i%

Purpose(s) of Report: ¥ J 3 £ 2. *

[J future medical purposes P {$ %5 Je * i
O others, please specify # & (3LF)

[0 A supplementary medical report % & 52

RE LS A

- e g ﬁﬂffd,%fﬁ?%
[J # Please attach a copy of the previous medical report, if available for ease of reference 4=
G| P 4

Fom A 3D PIREB IR

] Please specify items to be included in this supplementary medical report: 3Lt §2:i& ?
B3R LTI FH2FE
3. Details of the Relevant Person j M 4 L 3§
(To be completed if a Relevant Person Applies on behalf of the Patient) (4% 4 ¥ 32 4 7 B 4

Name S e

Date of Birth ! 2 p #p: (yyyy/mm/dd)

HKID Number % & & i» 3E5075:

Gender . 4):

Travel Document Nurnber (if no HKID)
K3 épﬂi 1= %r{ﬁﬂ; ('&V é /ﬁ\ LA Fﬂ':‘)
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Daytime Telephone Number Any Other Contact Telephone Number(s)
BFBB?’?F-H.PF%{/E%: t!""g‘t’t‘ﬁﬁ.vr' LA

Address:

31

# Please provide a copy of the HKID Card/Passport of Relevant Person when submitting this
request
ERAAEARFP G T IRALPABELPE AR AN R IR A -
4. Relationship between the Relevant Person and the Patient (please tick as appropriate): F
MALam i hh o FagiRra R
EITHER 3£ (@) The Relevant Person has parental responsibility for the Patient
who is under age 18;
;)?‘5&}@:;\%.1.,\%,%»};&@&_14»1-11 ,}A—E\.E;
OR & (b) The Relevant Person has been duly authorised by the Patient to
submit this request and to collect the medical report on behalf of
the Patient;
FOMALERARIERIY o U2 REGRFRFRL
OR & (c) The Patient is incapable of managing his/her own affairs and the
Relevant Person has been appointed by a court to manage the
affairs of the Patient;
R FRALER BEIRE SO B AL F I A
SEEXLE
OR g (d) The Patient is mentally incapacitated within the meaning of the
Mental Health Ordinance and the Relevant Person is appointed as
a guardian of the Patient by a court, magistrate or the
Guardianship Board under the relevant section of the Mental
Health Ordinance.
T A B A R E6]) i ﬁvﬁz‘d S R R
23 M AL gd Er s AR Fﬁiﬁgf (A B
ELLLARE T3 LT 20
# Please also provide a true copy of the documentary evidence to support the relationship between
the Relevant Person and the Patient. The documentary evidence can be:
a. abirth certificate / legal custody paper if the Relevant Person claims parental responsibility
over the Patient; or
b. an original authorization form signed by the Patient where the Relevant Person claims to
have been duly authorised by the Patient; or
c. acourt document issued by a court appointing the Relevant Person to manage the affairs of
the Patient who is incapable of managing his/her own affairs; or
d. a guardianship order issued by the Guardianship Board / court / magistrate which can show
that the Relevant Person is currently appointed as the guardian of the mentally
incapacitated Patient; or
e. documentary evidence to show that the Relevant Person has been vested the guardianship
or that he is authorized to perform the functions of a guardian under the relevant section of
the Mental Health Ordinance.
FP— ,;,ﬁ,,_sz pa 4 REA L ﬁ;ﬁ/\ 7_ [ Rd ,anfg_,i SR g,;f"‘];k o ;‘F{ES_IL %
a. ,, «;spgé—//z k? %*g’;sggé-(_—;aﬁ FﬁéA-l %ﬁ_?}ﬁﬁ "5?‘11);5\'
R R RS EFENCE R RER = T ¥ Lt
C. ZREFEhFHALER -Efi AETRE Y B (F AR A Fiﬂ’ﬂw/zﬁ») A
d T#EZLER g/;‘%fﬂi\ijg T s o MA LR E LA P EF L
4 e—h-;?:,&.:’—ﬁﬂ"fgﬁ LA
e. P < it M AL ’T} CRAL R R 0)) chip Bl ik~ b7 2 s RRER T £
# A mﬁﬂ‘ Ae ©
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5. Declaration and Signatures: &P 2 ¥ ¥

WHERE applicable, the Patient has irrevocably authorised the Relevant Person to deal with this
medical report request and to collect the medical report on behalf of the Patient. The Patient and
(where applicable) the Relevant Person declare that the information given in this Medical Report
Application Form is accurate.

BT ERT oo SRR M AL T AR A RIS FRAR R Y R A F R
LA EFMA LT H) LR A ALY G AN REAT R

e o
E

Signature of the Patient I % Date p #5:

If application by Relevant Person ¢ 7 B 4 1 3 % ¥ 5
Signature of Relevant Person (if applicable) | Date p #p:
PMALEE o)

FOR OFFICIAL USE:

M AL g B R R © o [ R
Pl EE A

The Relevant Person’s *HKID Card / Passport Number(s) *has / have been checked
against the original by [name of staff].
FHALD*RELRE ERYE ¢ 5 [
FlERE xRl g AR A (RAEPHE A) -

The Relevant Person’s *HKID Card / Passport Number(s) *has / have been checked

against the copy (original not seen) by [name of
staff].
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