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St. Paul’s Hospital SPHF-HIRD-016

Information Sheet for Patient’s Data Request and Form

HERR ABRIZRA BRI

The original “Patient’s Data Request Form” and all relevant documents, payments should be submitted to Health
Information & Records Department (HIRD). HIRD may require additional supporting documents from the requestor if
necessary. All copies of identity documents provided will be used solely for processing the request and will be destroyed

A DR AERE RN ) EAREERTRSUT BT T ERE R ACERE ) R o AR B (5

Under normal circumstances, please read Section 4 of this information sheet for reference time required for each type of
application. However, if the applicant requests a medical report issued on the specified date, hospital may reject the
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All relevant information is required to be specified on the request form such as the type and date of an investigation
report; OPD consultation date; hospitalization period; name of doctor whom is being requested to complete the medical
report; etc. All medical reports and patient’s information are written in Enalish, no translation service is provided.
Information provided will be up to the application received date or up to doctor’s decision on the relevancy of the case
and subject to availability. The hospital does not guarantee to provide every required document.
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Application fee will be applied according to the Hospital’s current price list. Payment by cheque in Hong Kong Dollars

(HKD) should be crossed and made payable to “St. Paul’s Hospital”. No refund of the charge will be made once an

application is made. Ffi 55 A\ ZHIRE B IRETHIE E % - WA EX HERNENTAEBA - ~CEMFCE - FHHEIG
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1.0

after completion of the request.
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application, the fees paid will be refunded to the applicant.
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Reference Time SR

Items JEH Charges (HK$) {€H G&¥%3)

Investigation Report Copy f& kst g4 $210

(Under normal circumstances —R&1&75 1)

e.g.: Blood Test, Urine Test etc
B - BineRd o MERES

($5 per each additional page if >20 pages)
(HHBE 20 55 - REAHSMCIUERSER 5 7T)

10-15 (working days T/EH)

Records Copy JRFEEIA
(IPD / OPD clinical records & test reports)

(BfEREERE R T2 | (EPeRELE)

$610
($5 per each additional page if >100 pages)
(58 100 5 » RAEESMNSEFTR 6 7T)

35 (working days T{EH)

Medical Report B2 fF# 45
Attending Physician Statement F-z2E4:ap4:

$1,000 or above 52 I
(each in house doctor iz Erfw%84E)

35 (working days T{EH)

Immunization Record 75 & BEfE4T 5%

EHAE HHA R i R SR

(Immunization card will not be re-issued) $420 10-15 (working days T{FH)
Gt EH%)

Attendance Record F[:240 % $420 10-15 (working days T-{EH)
Birth Date & Time Confirmation $420 10-15 (working days T/ 1)

Inpatient Insurance Claim Form

(EFE PR R E R

Free of charge for the first application

$320 or above for each additional application
HiRHFERRT > H8E(7$320 5 DL
(each in house doctor #{ir Bfr524:)

35 (working days T{FH)

Radiological Image #

TR R R G

e.g.: MRI, CT, X-ray

B wE ARG - SR - Xt

# Relevant Test Report Copy included.
EIE IR R L F A

Free of charge for the first set of Film(s) / Optical Disc per test
(should be collected after the test within 3 months)

$200 for each additional Film; $250 for each additional Optical
Disc*

FHRBBIEE XOUBR | EEet (ERRERzN=
{18 H PIEERD

Higfgok X SR FHINTES200; ARG FHIMZEL
$250

* One Optical Disc may contain several images.
EFRARIERE T (1 5 B R

10-15 (working days T{EH)

Overseas Postage 27754 MNE[E?
Sent out by courier DLEIEZH

$300

Note: Insurance claim form and medical report for patients under the care of our visiting doctors will not be handled. Please contact the

attending doctors directly. /37 © ABEIL T BEEETFEL B EATIRIRIHE 7 R BReti 25 2 - 35 T Thids B -
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St. Paul’s Hospital SPHF-HIRD-016

6.0 Requestor will be informed after the application has been completed. If the data is not collected within 3 months after
being informed. The requested data will be disposed without any prior notice.
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7.0 Counter-signature of the data subject / data subject’s parents or legal guardian / authorized person is required if there is
any amendment made on the documents / request form.
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8.0  Section 6 of the request form must be completed under the following circumstances:

BRSPS - REERIE 6 BB -

I The authorized person must be over the age of 18 and is required to submit the original ~ “Patient’s Authorization
Letter” and present his / her original ID card & the patient’s HKID card / Passport / EEP copy.
JERRE N+ )\ » W BAEAS DR AIES ) EARIRANE RS | IR | EBTEIERR
WANTBESEE | E / ETEEA -

Il.  Parents/ legal guardian must complete this section if data subject aged below 18.
WERIESE AR 18 5t » B | &7AERE N AUHES LA ) -

Requestor Hz5 A Patient 3% A Required Supporting Documents FTJESZH:
7.1 Patient 5 A Aged 18 or - Photocopy of HKID / Pass!oort of pgtient B .
above - Photocopy of government issued Birth Certificate of Patient (for
. application on Birth Date & Time Confirmative)
R 18 7% -
- IWAEAES R | EREIA
- WARAEEHERIA  (OEEETE H R )
72 Patient’s Parents / Aged below 18 | - Photocopy of government issued Birth Certificate of patient (relationship
. St 18 155 proof & identification)
Legal Guardian - Photocopy of HKID / Passport of patient’s parents or legal guardian
WAL & | e - FAHERHERA (B RS EY)
- WA | BE | BEEEAZEESNEE [ EEEA
7.3 Authorized Person Aged 18 or - (F;hptpc?py of H;(ID./ Passpo}rlt of pgtienlt & aljthorized person
S above - Original copy of patient’s authorization letter
AT 18 5% Section 6 of “Patient’s Data Request Form”
/A ) . N e Ty
- HASSNENLEES 7 | EREEA
- WARIEEIER /W NSRBI ERRIE 6 5

Remarks: Other supporting documents may be required if necessary

it HEE N SRR (LA ARBERE IS -

9.0 Application & Enquiry E55EEH

Address ! Health Information & Records Department, LG2, Block A, St. Paul’s Hospital
ik 2 Eastern Hospital Road, Causeway Bay, Hong Kong
EAEISRE R GTIE 2 9% » BEIRORET A BEHNE AR > BERARA AT ERED

Office Hours : 08:00 - 17:00 (Monday to Friday FEHi—% 71)
AL 08:00 — 16:00 (Saturday 1<)
Closed (K&, (Sunday & Public Holiday S 8 H & /\ FE3HH)

Enquiry Phone Number 1 28303779

A

Facsimile Number 1 2837-5261

EHERS

Email Address ¢ sph.hird@stpaul.org.hk
BT
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St. Paul’s Hospital Ref. No. S350 : SPHF-HIRD-016

Patient No. ¥ A SR :

Patient’s Data Request Form 5§ A B} EHEERIE

Please kindly read “Information Sheet for Patient’s Data Request” before completing this form {FHEEIEFAERT @ B " HE R ABREL |

(Please M the appropriate box FE{EHE & ANE FM5E)

MOl Particulars of Data Subject & TERIEE
English Name Chinese Name
P WA A
Date of Birth (dd/mm/yyyy) HKID No. / Passport No.
tHAEHE (HIAKE) : EEGEGRG | BRSNS -
Contact Tel. No. Sex
i S ppgy: OMF DFR
Address Country
Lk BI% :

Al Nature of Data ZEH
0 In-patient Data Admission Date (dd/mm/yyyy)

EpeER ABEHE] (H/AMA) :
m Out-patient Data Consultation Date (dd/mm/yyyy)
FIReEe FIZ2H (H/AMEF) -

2l Type of Request EEZEIE H

[] Investigation Report Copy (Please Specify)
Ik ERIA (GFiH)
D Medigal Records Copy
SRERIA
I:l Medical Report | Doctor’s Name Content
B L N EES
Doctor’s Name Content
L A5 e
[C] nsurance Claim Form Doctor’s Name
R RERFE L
Immunization Record
O psepemmsesn
|:| Attendance Record
T4k
D Birth Date & Time Confirmation
4= H 8A A R AR RH
Radiological Image Optical Disc C.T. Scanning MRI Ultrasound X-Ray
O wstimmee O g | U asm O g U mew o
Film C.T. Scanning MRI Ultrasound X-Ray
O xopmr | O s O g U mew I xoe
Others
Iy

O insurance Claims ] Employee Compensation Claims [ Legal Proceedings
IR E TG%E eI TR

[ clinical Follow-up [J Personal Record [ others (Please Specify)
BE2E {[EPNEGE = it (EE3EE)
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St. Paul’s Hospital

SPHF-HIRD-016

Mol Payment Method N ERTT7E

[] Cashier [] onlinetransfer [ ] Cheque (For Internal Use Only A5 RHEJHE)
Gt 4 L 4minE: 2 Receipt No. WERERST -

5.0 [e]Iail] d EEUHE

|:| Collect in Person ¥REGAF74EAL -
Collect by Data Subject aged 18 or above / Authorized Person (must be over age 18) / Parents or Legal Guardian of Data Subject
aged under 18
HEE 18 s ERE A [ JEIREA L (/ESEE 18 57) | RN 18 B2 R EE AR B AR A B S

|:| *Post to the address provided in Section 1 of this form
BEF F ARG — M e Bt ay ik

I:l *Post to another address
2T Atk

*If you choose collection by post, please understand that we will not be responsible for any damage or loss during the
delivery process.

IR T BRI - 55 MR - ABTR T G AR AR DR AR -

Particulars of Authorized Person / Parents / Legal Guardian

Must be completed by Parents / Legal Guardian if Data Subject aged under 18. For details, please refer to Section 7 of

“Information Sheet for Patient’s Data Request” IZERIEEARM 18 5% ° HXRE | &EEZEANEIER LY - 5405 > &
2% THFERABREM . £ 78S

English Name Chinese Name

BT, S

Sex HKID No. / Passport No.

g . LM® DRz ERL W | I

Contact Tel. No.Ji4% & Relationship with Data Subject

BETE Bl EE AR

yoll Declaration & Signature EEHH M %

I declare the personal data provided by me is accurate and complete and T have read “Information Sheet for Patient’s Data Request”,
I understand that if | fail to provide the information required or if the information provided is inaccurate or incomplete, my request will be
rejected.

A NFrRHEAE A BB e me sl - JNTRIE T SR A RARL - R AE RS TR - BRI AR A N 2 HEE -

Signature of Patient (If aged 18 or above)
A (05 18 %) %% -

Signature of Requestor (If applicable)
s AZE (WEH)

Date
HE -

Name of Recipient

L ON

Remarks f#f:E -

HKID No. / Passport No.
BEEEGREG | ERR -

Signature Name of Staff Date

==

e e H -
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