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St. Paul’s Hospital SPHF-HIRD-016

Information Sheet for Patient’s Data Request and Form

HERR ABRIZRA BRI

1.0

2.0

3.0

4.0

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
after completion of the request.
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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
application, the fees paid will be refunded to the applicant.
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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. 155 \ZHARIERE B TAVE H 2R - WAEEXHERGENETABE - EGE - 5B
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Items IEHH

Charges (HK$) {8 H (G&%9)

Reference Time ZEZEHs
(Under normal circumstances —f&{55% 1)

Investigation Report Copy &GRS R4
e.g.: Blood Test, Urine Test etc
B - BmineRd o MERES

$210
($5 per each additional page if >20 pages)
(B 20 55 - REAHSMSCIUERSR 5 7T)

10-15 (working days T/EH)

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

(BfERSEH S T2 | (EPERELCH)

$610
($5 per each additional page if >100 pages)
(88 100 5% - RS MCEUESR 5 7T)

35 (working days T-{EH)

Medical Report Ej7##45
Attending Physician Statement F3%4: #i4

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

35 (working days T{EH)

Immunization Record i TE4C 5%

HHAE HHA R i R SR

(Immunization card will not be re-issued) $420 10-15 (working days T-{EH)
ERBA TR

Attendance Record F[E2405% $420 10-15 (working days T/EH)
Birth Date & Time Confirmation $420 10-15 (working days £ 1)

Inpatient Insurance Claim Form

(EFEPrR R E R

Free of charge for the first application

$320 or above for each additional application
HiRFFERRE  HIRET(7$320 5Ll E
(each in house doctor A7 EfeEe )

35 (working days T{FH)

Radiological Image #

B Rl Gt

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

Bl + B - SRR 0 X

# Relevant Test Report Copy included
AR R SR R A

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

$350 per USB*; $200 per Film

*One USB may contain several images
STERERIVEE USB SLRAS / XU H ot
(FEFRERTRAY = (18 F PIEH)

*USB se G A8 8$350; 121 &ik$200

*g& USB slEfe T B &SRB

10-15 (working days T{FH)

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

$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. (i - KLUl T BRI R TER L NIRRT R R BIRHREE + SBETTIS FIREE -
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5.0 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.
ISR I F S 52 AR W E AT el AR A =08 B PIT5R-EEL > Bl i G oS FRTA G S TmAl -

6.0 Counter-signature of the patient / patient’s parents or legal guardian / authorized person is required if there is any
amendment made on the documents / request form.
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7.0 Section 6 of the request form must be completed under the following circumstances:

N THMERA - FHEERAVE 6 Bh{n A%

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 and the patient’s HKID card / Passport / EEP copy.
TERRE N+ )\ » W BAEAS DR AIES ) IEARHRANE RS | IR | EBTEIERR
WANTEBESEE | E / ETEEA -

Il.  Parents/ legal guardian must complete this section if patient aged below 18.
WHR AW 18 5% » HACRE | &7ARGE A IR -

Requestor EHzEA Patient j5 A Required Supporting Documents ErZE 4
7.1 Patient 55 A Aged 18 or - Photocopy of HKID / Passport of patient
above - Photocopy of government issued Birth Certificate of patient
for application on Birth Date & Time Confirmative
il 18 B% (for app )

- WAEBHE | B
- NSRS (WP AR EY)

72 Patient’s Parents / Aged below 18 - Photocopy of government issued Birth Certificate of patient

. S 18 5% (relationship proof & identification)

Legal Guardian - Photocopy of HKID / Passport of patient’s parents or legal guardian
N L AN YTt g — 12 A

N LSRR - WAHEBIEER (WHEE )

- WA T B | BEEEANZEES N | ERER
7.3 Authorized Person Aged 18 or - gh_ot_oc?py of HfKID./ Passpo}rlt of pgtienlt & al;thorized person
b g above - riginal copy of patient’s authorization letter
LiEg Ve e 18 Section 6 of “Patient’s Data Request Form”
/P )

- HASSNENLEES 7S | EREA
- WAIREZIER | A BRI HEERIATES 6 5

Remarks: Other supporting documents may be required if necessary.

it N RS E R R T T

8.0 Application & Enquiry H:E K&

Address . Health Information & Records Department, St. Paul’s Hospital

ik LG2, Block A, 2 Eastern Hospital Road, Causeway Bay, Hong Kong
EAEIEEE R GTIE 9% > BEIRRE T A R TR B AR AT ERED

Office Hours : 08:00 - 17:00 (Monday to Friday FEHi—% 71)

AN 08:00 — 16:00 (Saturday SHA7<)
Closed {k& (Sunday & Public Holiday £ 58 F K2\ & {EEH)

Enquiry Phone Number 1 2830-3779

HHEES

Facsimile Number 1 2837 -5261

AR

Email Address : sph.hird@stpaul.org.hk
EEEEEeilN
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(For Internal Use Only H - BAEFTEE)
Ref. No. 2 E5EHE
Patient No. ¥ A SEH :

SPHF-HIRD-016

Patient’s Data Request Form 5 A\ B} EHERIL

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)

Particulars of Patient =t

English Name Chinese Name Sex OM 5
F WA A R OF %
Date of Birth (dd/mm/yyyy) HKID / Passport / EEP No.

HAEBE (H/IAMAE) TG | IR LR TSRS

Contact No. E-mail Address

GRS - EE AL

v Nature of Data ZRMEE
O In-patient Data Admission Date (dd/mm/yyyy)
EBEER ABEHIH (H/AH4E) -
O Out-patient Data Consultation Date (dd/mm/yyyy)
FI2&Rt FIZH (H/AMEF) -

Type of Request EEzEIE H

2.2
0 Investigation Report Copy (Please Specify)
I SRR (F5R1H)
O Medical Records Copy
IR
O Medical Report | Doctor’s Name Content
B R L NS -
Doctor’s Name Content
B NAEE
Insurance Claim Form Doctor’s Name Doctor’s Name
U mexpsss A A ¢ B, ¢
Immunization Record
O yeepmmes
Attendance Record
Oz
Birth Date & Time Confirmation
O i B s R
Radiological Image L. USB Film
- B F t 2 . 2 BR]
D metmmms R I O
@ . C.T. Scanning MRI Ultrasound X-Ray
SER . N
TPe AL O i O gy g X
Others
O s -

Insurance Claims Employee Compensation Claims

IR R E THEE
Clinical Follow-up Personal Record
O o O sk

Legal Proceedings

U
EEHETE Y
7 Others (Please Specify)

At (FFEH) |
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Payment Method f~5R757E
[ AtCashier Online transfer 7 Cheque (For Internal Use Only X HARHEPHE)
(A 4 e e Receipt No. Uig4Rs% :

XVl Collection Method gEEU A

U In Person ¥H.548H
Collect by Patient aged 18 or above / Authorized Person (must be over age 18) / Parents or Legal Guardian of Patient aged under 18

5 18 R A | I AL (LR 18 ) | A 18 3R 2 I NV B A B e\ 5 L

0 Mailing address
FEFaL -

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

YR TR A S - SHR MR - AU S AR EERE T S AR -

7.0

Must be completed by Parents / Legal Guardian if Patient aged under 18. For details, please refer to Section 7 of “Information
Sheet for Patient’s Data Request”.

TR ARG 18 5% » X | SR ADEERILE Y - SFER - 552% TR ABRIERN, B 787 -

English Name Chinese Name

BE YA WA

Sex HKID / Passport / EEP No.
R - L RS EL ) | T (TR
Contact No. Relationship with the Patient
B P\ -

Declaration & Signature ZEHH K 2542

I, the Patient or Applicant, declare that the information provided by me in this request form is accurate and complete, and that | have read
and understood the contents of the “Information Sheet for Patient’s Data Request.” T understand that if I fail to provide the required
information, or if any information provided for this request is inaccurate or incomplete, my request may be rejected.

AN - B AR - SE I E ARG A R Ay BRI A e 2 - HAACREEEMI G "R ABRAER ) 1IN
7 o AANHAMEEANRER TR SR SN BB - AN Z S TRE GRS -
Patient’s Signature (if aged 18 or above)
WAEE (FH18 5)
Requestor’s Signature (if applicable)
HEE RS (WE) -

Date
Hif -

This is to acknowledge receipt of the 1% Inpatient Insurance Claim Form

DA WEE R R R R

Name of Recipient )
Wt A4 Remarks f#it

HKID / Passport / EEP No.
A | R NETHERS

Signature Name of Staff Date
HE BEAA HE -
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