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St. Paul’s Hospital SPHF-HIRD-016

Information Sheet for Patient’s Data Request and Form

FHERIR ARRIZRRA BRig

The original “Patient’s Data Request Form” and all relevant documents, payments should be submitted to Health
Information & Records Department (HIRD). Please fill in the application form carefully. Insufficient or inaccurate

s DR ANER G RAS | IEAEE TR S B G T TR AR ED ) R - S RE A HE R

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

—REEIL T > SESEIAHREANE 4 B ARH SRR AR IR B o (B0 A ANEORAERS E HIH R

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. 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

HERRAS DGR ER > BRI R A ~ PI2 0 - (kR - RSS2 A gL ES > L
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1.0
information will lead to delay or rejection.
Wig—IHER} - EFPHERA N R BGER » IIHF B2 EERR - BN R -
2.0
application, the fees paid will be refunded to the applicant.
s o AT GHER AR RS > AT &M - FFREH
3.0
does not guarantee to provide every required document.
HEFERAERE - DEAEGFERE L - B ERaEre A B EE S -
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. For detailed information, please contact HIRD during office hours.

HEE N ZHIRIE B e T (E B2 - fEE X RN BTAE A » SR (E - 5 SR SR S R aiE 5
TEERIREERT o —&KSHIE - T B AARIRE - FrA BB o AT SR o AT RN AR L
FEEREE R R AT SR ) BREIAS -

Reference Time &Z5EHF
(Under normal circumstances —f& 5% )

Items JHH Charges (HK$) {8 H (G&#9$)

Investigation Report Copy F g & g4 $210

e.g.: Blood Test, Urine Test etc
Bl - B o MEREE

(85 per each additional page if >20 pages)
CHE 8 20 5% » FFESMTHUEE S 5 7T)

10-15 (working days T-{EH)

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

(BB SRS K22 / (B E:)

$610
(85 per each additional page if >100 pages)
CERHE 100 5R - FFEESMCNERR 5 7T)

35 (working days TAFH)

Medical Report B 5
Attending Physician Statement Fz2E4:#:

$1,000 or above 5L |-
(each in house doctor fFirEHf5EE4)

35 (working days T{FH)

Immunization Record &t BEfE4C %

tE A H B R FETRIE R

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

Attendance Record FI[E240 8% $420 10-15 (working days T-{F H)
Birth Date & Time Confirmation $420 10-15 (working days /£ El)

Inpatient Insurance Claim Form

(EF IR R E HER

Free of charge for the first application

$320 or above for each additional application
EiRHEREE - HIRE(0$320 20 DIk
(each in house doctor &H{i7EFFFEE4)

35 (working days TAFH)

Radiological Image #
G Ge#

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

B RIS > SR 0 X0t

# Relevant Test Report Copy included.
(el e e =g N

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*

ERRIRITEIDOUEH | EEREE (EPREN=(E 10-15 (working days T/EH)

FIPYSEHD)
HARFFRXEE F 4B MIHIS200; FEREIEHE 4HIML$250

* One Optical Disc may contain several images.

BERFBOEIR 7 5 2R

Overseas Postage /57N EE
Sent out by courier DL IEZFH!

$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. #z7 - ALEl 1 EE TG B LN IR i E 7 R B A 2

Revised Date: 01/05/2023
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St. Paul’s Hospital SPHF-HIRD-016

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.

IR RIS A SE R R UE A 5 BOBAITR I = (8 A PIRERL - SRR ES R G B - AT &5 TiEAl -

6.0  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.

AR | RGBS BREEN BRESAZUHREEETEN [ B A LAEESE I -

7.0 Section 6 of the request form must be completed under the following circumstances:

TSR - SRFRIAIES 6 ML AT

L 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.
TR RS /% > M BRI NS ) EARERAANT RS / ER / BTEIERR
WANTESRHFE / ER / BTEEIA -

II.  Parents / legal guardian must complete this section if data subject aged below 18.

WERIESE AR 18 5% » X /| G7ARE N HEF LA -

Requestor EHgE A Patient J5 A ‘ Required Supporting Documents FrZE 304
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 BR S INET ) MEREE
- WATEESE / EREIA
- WAHAERERIA  (OREEN A HIERIEREER )
7.2 Patient’s Parents / Aged below 18 - Photocopy of government issued Birth Certificate of patient (relationship
Legal Guardian e 18 5% proof & identification)

- Photocopy of HKID / Passport of patient’s parents or legal guardian
- IWAHABHEFRIA (GRS ED )
- WA | B EEREEAZERS DR | EEEIA

WA | B | EEREAN

73  Authorized Person Aged 18 or - Photocopy of HKID / Passport of patient & authorized person
- - Original copy of patient’s authorization letter /
b pE above
L g M 18 5 Section 6 of “Patient’s Data Request Form”
/A 33

- HARBIENLERENE | EREA
- HARMEEILER /| HAERHFERBVE 6 517

Remarks: Other supporting documents may be required if necessary

at: HHEE A BUR PR EA AR IS -

8.0 Application & Enquiry HiEKEH

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

EAFRER TS 2 5 EORREET A BEHUE - SRR

Office Hours © 08:00 - 17:00 (Monday to Friday 2 Hi—% 1)
NI 08:00 — 16:00 (Saturday FH 7<)
Closed {k . (Sunday & Public Holiday 5 Hi H & 2\ G/ ER)

Enquiry Phone Number : 2830-3779

EEEE

Facsimile Number © 2837-5261

EESRES

Email Address : sph.hird@stpaul.org.hk
EEEEIS bR
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St. Paul’s Hospital

(For Internal Use Only H A FAEFTEE)
Ref. No. SE5E15 ¢
PatientNo. J ASREG :

Patient’s Data Request Form 5 A & iR

Please kindly read “Information Sheet for Patient’s Data Request” before completing this form FEIEEHFAEAT - FHEE T HFHRASRYEA

SPHF-HIRD-016

English Name
PP

(Please I the appropriate box

S 1 8 7 s L)

Chinese Name

e

Date of Birth (dd/mm/yyyy)
HAEHIE (H/AA) -

HKID No. / Passport No.
RS DR / EIEHRES

Contact Tel. No.
R4S B SRR -

Sex DM% I:lFﬁ

Address
34k -

PR -
Country
B

PR Nature of Data EEM4E

O In-patient Data

Admission Date (dd/mm/yyyy)
ABEHIE (H/A/A) ¢

ERER
Out-patient Data
D prezen

Consultation Date (dd/mm/yyyy)
FZ2HM (H/A/M4E)

Wl Type of Request EFEETE H

O

e = RN 6

Investigation Report Copy (Please Specify)
FEH)

Medical Records Copy

D e

Medical Report

Doctor’s Name

B

Content

AR

Doctor’s Name

RS EA

Content

W EE

Insurance Claim Form

(N CIETES

Doctor’s Name

B

Immunization Record

TS

Attendance Record

T2k

HH A T 30 R B I

Birth Date & Time Confirmation

Radiological Image

GG

O/0ojg| O

Optical Disc
A SRS

MRI
W3R

Ultrasound

FERE R

C.T. Scanning
Eh -

Ol O

X-Ray

O X%

Film
X HKER

MRI
BT 13R

Ultrasound

R

C.T. Scanning
W -

(I (I

X-Ray

O x

|:| Insurance Claims

IRbg R

O
e

O

Clinical Follow-up [_]

Employee Compensation Claims | Legal Proceedings
TERE R ETER
Personal Record [] Others (Please Specify)
8 AsC sk HA () ¢

Revised Date: 01/05/2023
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St. Paul’s Hospital SPHF-HIRD-016

VIOl Payment Method {52k 755%

|:| Cash |:| Credit Card I:l EPS |:| Cheque (For Internal Use Only AR HFIHLR)
4 (Slitas G o Receipt No. 4wt -

5.0 ‘ Collection Method b

Collect in Person FH&E A [5E9EEY -

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

HFm 18 B BRIER AN / JEREAL (WESEm 185%)/ Kim 18 R 2 ERHE AN BB ETARE AN FH
I:I Post to the address provided in Section 1 of this form
A B AFAE S —E PR LA iR

|:| Post to another address
2T F HoAr Ak

Particulars of Authorized Person / Parents / Legal Guardian J&

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” #IERIEE AR 18 5% » HXR | &7LEE A NEEE L5y - sR4IER »
H2E THHRABRAN, B 7 ES
English Name Chinese Name
PO A
Sex HKID No. / Passport No.
M F . s7em [ .
poy s (M3 Drx T R /| ST -
Contact Tel. No. Relationship with Data Subject
4k B SRS BRI E R AR (A

7.0 ‘ Declaration & Signature E2HH ;z 254

I declare the personal data provided by me is accurate and complete and I have read “Information Sheet for Patient’s Data Request”, |
understand that if I fail to provide the information required or if the information provided is inaccurate or incomplete, my request maybe
rejected.

ANFTEREA(E A EREY R st - TRERE TR A SRR R BRSNS > BRI AR B AN

xE
e °

Signature of Data Subject (If aged 18 or above)
BEREEA w1858 &F ¢

Signature of Requestor (If applicable)
HFAHE WER) |

Date
HEH :

8.0 EE
This is to acknowledge receipt of the 1% Inpatient Insurance Claim Form DLZEREsWE B e RE HE =
Name of Recipient Remarks fEF :
FULALEA -

HKID No. / Passport No.
ERE LB / RS

Signature Name of Staff Date
HE WEHY HHA -

Revised Date: 01/05/2023 Page 4 of 4
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