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St. Paul’s Hospital SPHF-HIRD-021

Information Sheet for Deceased Patient’s Data Request and Form

HER EBUR A B RIRA

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
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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
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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 jn 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
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1.0
after completion of the request.
HSCBIA AR ERA RIS 2 oA R E5 1 (&35 8 -
2.0
application, the fees paid will be refunded to the applicant.
KEErIREGFEE AR FES - AT <&M - FREFHFHA -
3.0
and subject to availability. The hospital does not guarantee to provide every required document.
4.0

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\ ZHIRIE BB THIE B % - WA EX HERNENTABA - ~CEMFCE - FHHEIG
SR EEARTHRE R b T B Rk EE T L o PTAE A DI BT - — & AT BN RE -

Reference Time ZEZ8EHs
(Under normal circumstances —f&{#55 ),

Items JEH Charges (HK$) {&H (F&%%)

Investigation Report Copy &g & REIA
e.g.: Blood Test, Urine Test etc
Bl - EpifnRs o IMERESE

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

10-15 (working days T/EH)

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

(iSRSl T2 | EBORELCH)

$610
($5 per each additional page if >100 pages)
(8 100 5% » RAEESMNUEFTR 6 7T)

35 (working days T{EH)

Medical Report B3
Attending Physician Statement 32884 s

$1,000 or above FLL -
(each in house doctor #{ir B8 4:)

35 (working days T-{EH)

Immunization Record i HFEAC ST

th A FHH Rk FTRE e

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

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

Inpatient Insurance Claim Form

EFt R RERHEER

Free of charge for the first application

$320 or above for each additional application
HiRHFTRRE - HiE(H$320 5 DL
(each in house doctor A7 s )

35 (working days T{EH)

Radiological Image #

iRCRE i

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

B wE 3RS - EASR  X O

# Relevant Test Report Copy included.
EIER fe S K

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

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

FHERBIEE X HBR | 28Rt (ERREREN=
I8 5 PYEED

HigER X B ZEIMIEI$200; SR G EHE: ZESMTEL
$250

* One Optical Disc may contain several images.

BRI o] B 5 B R

10-15 (working days T{FH)

Overseas Postage 2787 MNEf
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. izt - APl BRI B NI RS 7 R BRI 27 2+ 35 ET TS AIS A

Revised Date: 01/10/2025
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St. Paul’s Hospital

SPHF-HIRD-021

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.

FH R B e FH 37 5 IR AR U A
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6.0 Counter-signature of the requestor / authorized person is required if there is any amendment made on the documents /

request form.

AR | HFER BN A | RN LR ES B i ins -

7.0
Patient 3% A Required Supporting Documents e {4
7.1 Aged below 18 - Photocopy of Birth Certificate of Patient (Identification & Relationship Proof)
A 18 5% - Photocopy of HKID / Passport of Patient (if applicable)

- Photocopy of HKID / Passport of Patient’s Parents or Legal Guardian
- Photocopy of Guardianship Order (if applicable)

- Proof of Death Documents

- WAMASSHERIA (B KRGS

- WAEESMHE | EBREIA (QUEH)

- WAX T B EEREEAZEES NS | EBREIEA

- BEEESEIA (WEH)

- SEUEHSUE

7.2 Aged 18 or
above

0 18 5%

- Photocopy of HKID / Passport of Patient

- Photocopy of Probate Grant / Letters of Administration / Power of Attorney (if applicable)
- Original or certified true copy of Patient’s Authorization Letter (if applicable)

- Original or certified true copy of Personal Representative’s Authorization Letter (if applicable)
- Photocopy of HKID of patient’s Personal Representative & Authorized Person

- Relationship Proof (Immediate Family Members (parent, spouse, son and daughter)

- Proof of Death Documents

- WAEESGE | EREAR

- HERRTE | HETHEZEERILN | REETERIA (WEA)

- WA EARSERRIA (Q1EA)

- EEEH RS EAREMERIA (WEA)

- WABEEHASSEALEESMNE | EBREE

- BAGEET (EREECCE - B TX)

- FRUCEIHSUE

Remarks: Other supporting documents may be required if necessary

it s A SRR (I E AR RBERE IS -

8.0 Application & Enquiry B RERH

Address
ik

Office Hours
NS

Enquiry Phone Number
HHEES

Facsimile Number
HESRS

Email Address
EEECsiupR

Revised Date: 01/10/2025

Health Information & Records Department, LG2, Block A, St. Paul’s Hospital
2 Eastern Hospital Road, Causeway Bay, Hong Kong

TR ERE R E 2 57

EEORREE DT A R A B AR D

08:00 — 17:00 (Monday to Friday & Hi—% )

08:00 — 16:00 (Saturday & HH7<)

Closed (Sunday & Public Holiday 2 HiH &2\ FUEREH)

2830 - 3779

2837 — 5261

sph.hird@stpaul.org.hk
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St. Paul’s Hospital

(For Internal Use Only H L5 REERFIEET)

Ref. No. 54 :

Patient No. BZ[5E5EhE

Deceased Patient’s Data Request Form B8 A\ &K} B35 =&

Please kindly read “Information Sheet for Deceased Patient’s Data Request” before completing this form

TESE R ELRASAT - SERSE T FEE AR AERIZRA

SPHF-HIRD-021

(Please M the appropriate box =% & & AHE EMEE)

Particulars of Data Subject &

English Name
P

Chinese Name

oL

Date of Birth (dd/mm/yyyy)
HAHA (HIAEE) :

HKID No. / Passport No.
ERASERES | ERR

Contact Tel. No.

Sex

gy . OM# OFx

4K EBER SRS |
Address Country
{8 : B

YR Nature of Data kM4

00 In-patient Data Admission Date (dd/mm/yyyy)
e ABEHIH (HAEE) -

O pman S F (/A 1E)

Out-patient Data Consultation Date (dd/mm/yyyy)

vl Type of Request EHEETE H

Investigation Report Copy (Please Specify)
D ipspemsrigk (a0
O Medical Records Copy
TR
0 Medical Report | Doctor’s Name Content
B B W EEL
Doctor’s Name Content
B W EEL
O Insurance Claim Form Doctor’s Name
TRIEREHFER B
Immunization Record
O prepemeosk
Attendance Record
O zzaen
Birth Date & Time Confirmation
O s s roeed
Radiological Image Optical Disc C.T. Scanning MRI O Ultrasound O X-Ray
D s O worn O mpism R VAL S icti 353 X
Film C.T. Scanning MRI Ultrasound X-Ray
O >Owmr | O msin O gsar O meyr O xx
Others
O s -

O Insurance Claims 0 Employee Compensation Claims
TRIEZRE TERE

O Clinical Follow-up O Personal Record
BE2E {[EPNEE S

O Legal Proceedings
ERETMER

O Others (Please Speci
Hith (GFEEEA) -

fy)

Revised Date: 01/10/2025
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St. Paul’s Hospital SPHF-HIRD-021

Payment Method {sfgkJ57%

O Cashier O  Online transfer O Cheque (For Internal Use Only A RHEFTHE)
S 48 IR T Receipt No. UiE4R5% -

YOl Collection Method Z5HU A

O Collect in Person ¥R Af4EET
Collect by Requestor or Authorized Person (must be over age 18) / Parents or Legal Guardian (If Data Subject aged under 18)
I EE AN SRR A (S 18 5%) | CREERETERE N (MTERIESE AR 18 5%) FIH

[0 Postto the address provided in Section 1 of this form

B EIAFARE — B R Atk

[0 Postto another address

B EIH AL -

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

AR T BRI - 550 MR - ABTRT G AR MRS DR AR -

7.0

8.0

For details, please refer to Section 7 of “Information Sheet for atient’s Data Request”
SEANEE - $F2E T NS CHORABRIZEA B 7 ¥

English Name Chinese Name

BE YA WA

Sex HKID No. /Passport No

pegg . OMS HFEX EB IR | SIS -
Contact Tel. No.J#4% Relationship with Data Subject
TEEEERE BRI EE AR % -

Authorization $ZfEsE

I authorized the following person (authorized person must be over age 18) to collect the deceased patient’s data on behalf of myself
for this request

ARNFZHE THIA LS A LAEm /) (USSR R SR A&k

English Name Chinese Name

JE A - W

Sex HKID No. / Passport No.

pegg . BIMS OFx F LI | SO
Contact Tel. No.J54% Relationship with Requestor
EEEARS B ER 55 ARl % -

Declaration & Signature BEHH ;7 2544
|, declare as follows
RNEFAT :

O 1 have applied for or | have been appointed by the Court as the personal representative or one of the personal representatives to
administer the deceased’s estates; or

RNELEEERE HEEE B AR TS (E R E RO — S b — (A A » EEAEE 2 &

O 1am entitled to be the personal representative of the deceased or I can act for and on behalf of all persons who maybe entitled
to apply for the administration of the deceased’s estate.

ARNAEHFE R ERREREABARNAE R RARATA AR RIS 2 HEA AL -

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

Zli)\ﬁﬁ?;d/iéﬂ’]{l)\ 2ot R eSS - JRERE T BOSUR NEREA ) - BRI R SR TR BRI AR A
NZHiEH

Signature of Requestor HI3%5 A 255 :

Date HHf :

Revised Date: 01/10/2025
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