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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

1.0

2.0

3.0

4.0

The original “Deceased 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.

R T OEUR A BRI RN ) EARRERFR S RE AT T B E R R - FTAREN S
P%%I#ﬂ$ WERHEARIRFH A - SeER ARG -

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 English, 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. 555 \ZHIRIERE IR THIM H % - LAEEX HEERSETFTrEEA - SR ARCE © s HEI

JE H S S H B

R Y ARG F T EERPREERE | - FrE S AL BT —&KHF > FiNERANNEE -
Items JEH Charges (HK$) & H (G&#$) REERIE TS 2y

(Under normal circumstances —f&155% 1)

Investigation Report Copy F&EidR & R4
e.g.: Blood Test, Urine Test etc

Bl - BpindRe o MEREE

$210
($5 per each additional page if >20 pages)
(CEE i 20 5f% > R MICIUEEER 5 7T)

10-15 (working days T{FH)

Records Copy JRFZERIA
(IPD / OPD clinical records & test reports)
(BFERRESE K2 | (RS

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

35 (working days T-{EH)

Medical Report B s
Attending Physician Statement Fz2%e4: i

$1,000 or above 52 I
(each in house doctor fS{irErfw%84E)

35 (working days T-{EH)

Immunization Record ¥z PEfEAC T

LE A H B R I ETRIE R

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

Attendance Record 2405k $420 10-15 (working days T-{F H)
Birth Date & Time Confirmation $420 10-15 (working days £ 1)

Inpatient Insurance Claim Form

(EFE PR 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 Efese )

35 (working days T{FH)

Radiological Image #

TR R R G

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

Bl = AR - EERSHTE 0 X Ok

# Relevant Test Report Copy included
HFEAER R 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
ETERERIVEE USB SLRAS / XU H et
(FE BRIy =8 H FRYER)

*USB s 1E G E&$350; K &iE$200
*& USB SRR ESRES

10-15 (working days T{EH)

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 TE LRI R R B EE  FBETTIRS FREE -
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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.

FH R B e FH 37 5 IR AR U A

S POEAIR A =8 H PIRER > SRR G il 8 > Sl G S TiEAl -

6.0 Counter-signature of the requestor / authorized person is required if there is any amendment made on the documents /

request form.

AR | HER BN HEAN | RN LR ES 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

WAL ERIA (GG R ZET)

WATBE N | BREIA (2728/7)

WA | B | &EREANZERENE | EREIA

B SRIA (214E/7)

TR RSB

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 (for immediate family members: parents, spouse, son and daughter)
Proof of Death Documents

WAERGNE | EREA

BB TE | BEEHBEEEEAR | WL ERA (E)

A IEARSCEMERIA (272/7)

RS NS EA AR (21257

WAEEEH AN LE®EES (1 | BRI

BRG] (2808 - A& IR T7X)

TR SRS

Remarks: Other supporting documents may be required if necessary.

it - HFNBIRLE A M Wl VI F -

8.0 Application & Enquiry EEE KT

Address
Ak

Office Hours
NS

Enquiry Phone Number
B

Facsimile Number
HESES

Email Address

R HhE

: Health Information & Records Department, St. Paul’s Hospital
LG2, Block A, 2 Eastern Hospital Road, Causeway Bay, Hong Kong
FBHIHERE REE 5k - B IRk RT A BEMNEE AR - B AT

: 08:00 - 17:00 (Monday to Friday FHi—% 71)
08:00 — 16:00 (Saturday FEHf7<)
Closed {Kk=. (Sunday & Public Holiday 2 Hi H &/ B ERER)

© 28303779

: 2837-5261

: sph.hird@stpaul.org.hk
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(For Internal Use Only H L5 REERFIEET)
Ref. No. 5% ¢
Patient No. B&Be5iEhs :

SPHF-HIRD-021

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

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

yol Particulars of Patient =us
English Name Chinese Name
B sk
Date of Birth (dd/mm/yyyy) HKID / Passport / EEP No.
HAEHE (H/AME) TG | IR | BT
Contact No. Sex
AR pgy:  OMFPOHFX
bR Nature of Data ZEHEE
O In-patient Data Admission Date (dd/mm/yyyy)
fEpEER ABEHER (H/BIF)
O Out-patient Data Consultation Date (dd/mm/yyyy)
&R FE2HEE (H/BIF)
vl Type of Request EFEETEH
Investigation Report Copy (Please Specify)
D wesmssig (5am)
O Medical Records Copy
TR
O Medical Report | Doctor’s Name Content
B R BaEmA N EES
Doctor’s Name Content
BaEm4 7S e
(] Insurance Claim Form | Doctor’s Name Doctor’s Name
R RERFE BEaEms B
Immunization Record
O yewpemscsy
Attendance Record
O sy
Birth Date & Time Confirmation
O e A e
Radiological Image S UsB Film
e ] Format 3+ | 1 e 5 R
" . C.T. Scanning MRI Ultrasound X-Ray
T FA - O 35 = B NY;
e R R O pyseir i X
Others
O s -

[0 Insurance Claims [0 Employee Compensation Claims
PRbRE THRE

1 Clinical Follow-up 1 Personal Record
ERaE {[EPNEGE S

[J Legal Proceedings
R
L1 Others (Please Specify)

oAt FEaEH) |
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Payment Method {5k777%
O At Cashier O online transfer [0 Cheque (For Internal Use Only Lt REERFTIEE)
=k 49 iR s Receipt No. UiE4R5% -

X0l Collection Method Z5HU A7

0 In Person ¥{.548H :
Collect by Requestor / Authorized Person (must be over age 18) / Parents or Legal Guardian (if patient aged under 18)

FHEEEA | JEREN L (LR 18 5 | SRS ETR S N (WA A 18 5%)

0 Mailing address
HZFHAL

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

IR N ERIREC AT AN - AR TR - AP S AR EMPSEEERE TR A ERERk -

For details, please refer to Section 7 of “Information Sheet for Deceased Patient’s Data Request”.

B > F2F T HECHEOR ARRIZER ) B TS

English Name Chinese Name Sex OMm 5
FOHEA oL HA OF

HKID / Passport / EEP No.
EEGE | ER AETTES

Relationship with the Patient
By \ i {A -

Contact No.
ek e ¢

E-mail Address
R

JAUN Authorization $ZREE

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:

BNIZRE TN L (BN LR/ ) (R E AR R H SR s N &k

English Name Chinese Name

FOE o

Sex HKID / Passport / EEP No.

ppgy:  OM% DFx FAL 8 | I | T

Contact No. Relationship with the Requestor

Brss EEas BRI EE ARR A -

NVl Declaration & Signature BB K 2544

| declare that:
ARNGE R

[ 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 estate.

ANCLL AR F B AP EIEZAE RILEH R — B — A A - EHEIEEAVEEE -

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

RNARERER RSB EE BB NEE R R AARFTA AR F AL B EEI AL -

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 Deceased Patient’s Data Request.” I 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.
RNTEAFRIG AR ALY R e AT - BAANCRBEMHE " B TE8oR ABERZER ) WAE - RABBMEERA
AREEFEBLAT AR R B (A SN e BB - AN SR I RE GBS -

Requestor’s Signature

HANES

Date
HiA -
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