MATILDA INTERNATIONAL HOSPITAL Request for Duplication of Medical Records
ISO-Departmental Documents Form CORP/04[9]

Please complete this form and return to one of the location below with supporting For Hospital Use Only
documents and payment 512 It % K R AT 1 BRI S B A T HL o — {77 Reference Number

(Please v the appropriate box FBEEE 71 LB E v &) Hospital Number
NB: Please allow at least 5 working days for the administrative process. Account Number
5T B E R A TFA -

| Medical Records Office, Matilda International Hospital 8372 B = B8 B 555 FF 40 % 4B

41 Mount Kellett Road, The Peak, Hong Kong &L TBAN% L& 41 9%

Enquiry &EFHERE 1 2849 0481 Fax {#ELSEHE : 2849 5175 Email &30 E F : medicalrecords@matilda.org
O Matilda Medical Centre (Central) BE{EE R, (FER)

3/F, Prosperity Tower, 39 Queens Road Central, Hong Kong BT IRE/GAET 39 SR LBREIZAE 318
Enquiry EzAE 5E: 2537 8500 Fax @ E 575 2537 8509 Email ZFEEH: mmc@matilda.org

PART I: Applicant's Section
B850 BRABER

(@) Name of Applicant BBEE A% (English 5:30) (Chinese #37)
(b) Sex ®Rl: O Male & 0O Female &z HKID/Passport No. &8 & {775 /7% R 5.

(c) Address #biit:

(d) Contact No: EFEIRE: Email EEPhdt:

PART II: | would like to request a copy of the following medical records of:
55 - RRBUNRRECERZMD:
O Myself & A, (Date of Birth 54 HEf: ) or BX;

# Please provide a copy of HKID / Passport FE1EH & H5 1 78 o E i FI K

O Patient aged below 18 i 18 5§95 A, or B;

(a) Name #4&: (English EX) (Chinese #32)
(b)Sex ¥£3l: O Male 2 O Female & Date of Birth 4 B HA: HKID/Passport No. &% & 17 5 /& R 5ES:

(c) Relationship with patient (B35 ABH{%) :

# Please provide Birth Certificate or patient or other documents proofing the identity as legal guardian, and a copy of HKID / Passport of
patient’s parents or legal guardian FEFEHERN H14EE8TZ KB EEX A FLIZEIT S0 EEZEN Z (7515 » RIGA S Bl &0 BN Z 5558
PIXAFEIE

O Deceased patient E#UJEA

(a) Name #4: (English X2) (Chinese #1XX)

(b) Sex Rl: 0 Male 8 O Female Z Date of Birth 4 B &: HKID/Passport No. &7 & 1778/ R SR iE:

(c) Relationship with Deceased Patient 2B #J& A 2 B8 {%:
# Please produce the original or provide a true copy of identity document of the Deceased’s Nest-of-kin.
FFUTRIEEAT R 5 (0 FF A X AT IR R BTG -
# Please also attach a true copy of the documentary evidence to support the relationship between the Deceased and the Deceased’s Next-
of-kin. & —GfH FRFBRSEE SR E TR < MR B EBEIK -
(d) Declaration 58
I, the Applicant, declare as follows: & A &RHEZINT:
O I have applied for or | have been appointed by Court as the personal representative or one of the personal representatives to
administer the deceased's estate. ZARZEMERERBFRDEREERILENME —AHF —EEREA - BEIEEMNEE -
O |am entitle 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.
EABHRFXNENENEERIBASIFTATERRRRMERRFEIILENEEHAL
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MATILDA INTERNATIONAL HOSPITAL Request for Duplication of Medical Records
ISO-Departmental Documents Form CORP/04[9]

PART Il : Detail of Records Request
E=8Bf) : FiRAIRFIE

(@) Purpose of request HERE:

(b) Date of requested records FrEB 428k EAR: From mH To &

() Requested Item H:5IER:

0O | Hospital In-patient record {540 #% O | Hospital Out-patient record P9i2 G40 5%
O Matilda Medical Centre / Matilda Clinic record O Others (please specify) HAr (& F0H):

BRSO/ I TR AL

PART IV : Payment Information
R Rlve - =1 8]

| do understand that there is a handling charge of HK$500 per patient record and this fee should be paid prior to the release of medical records
as requested. A A K FASCEIT S 500 TTIE(E AR EUEEALIREIA Y T4 -
O Cash B& O EPS Z#E

0O Credit Card S A - Visa / MasterCard / Amex

Credit Card No. {=F/E 55 : Expiry Date B3 B #i:

Cardholder's Name ERE B A KA

O Company Cheque A A% ZE
(Payable to “Matilda International Hospital” with applicant’s name on the back)
(ZERBA"RERAREBR REAXRERET LRFALSE)

PART V: Collection Method (please choose ONE method only)
BRBMH- VN5 (FRENED—IR)

Sent to my local address by courier service (additional charge will be required for addresses overseas):

O | FEEAibit GBI i EFEI U E)

Collected by myself (Please choose one location below for collection &2 T H i — {1t B 4EER)

o Matilda International Hospital Main Reception BA{EEFREERRIZERFE
= o Matilda Medical Centre (Central) BB B O (FIR)

The date of collection $8ER A #8:

Collected by proxy Z it 2 A $EH (Please present the identification upon collection $EEXEFFE H R 5K BB SLH)

Proxy's name fRE A#E:

Proxy's HKID /Passport No. RIE N 2 & & &4/ Mol 5R TS

Please choose one location below for collection 55120 T & i — & 1th B4 $EEL:

o Matilda International Hospital Main Reception FA{EEIBREEFTiE1SRE
o Matilda Medical Centre (Central) BREEE& & 0 (P IR)
The date of collection $8E B #8:

O | Sentthe PDF file to my email address E#8 PDF #REAA 2 SE bt
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MATILDA INTERNATIONAL HOSPITAL Request for Duplication of Medical Records
ISO-Departmental Documents Form CORP/04[9]

PART VI: Declaration
SE7\EBf - ERER

| declare that the data provided by me is accurate and complete. | understand that if | fail to provide the information required or if the
information provided is inaccurate or incomplete, my request may be rejected.

FAEHERERFRANEHNEABHGBEREZE - RPBRERREERIFTENSURE TERITEENER - BB BEFRE
& -

O Signature of the Applicant/ Patient (if 18 or above) ~ Full Name in Capitals Date
BREA/BAEE (0FH 18 5) 2 =P

O Signature of the Patient’s parents / Legal Guardian
(If patient aged below 18)
AR/ BEEEEARTE WBAKRER 18 57)
O Signature of the Deceased’s Next of Kin's

SREIREE

For any enquiry for requesting medical records, please contact Medical Records Office
WREHERPHBERLERSR, 5N HECRIPH S

Address Hii: 41 Mount Kellett Road, The Peak, H.K. EEILTBINGILE 41 58
Office Hours: Mondays - Saturdays : 08:00-17:00 B H—Z75: 08:00-17:00
NI Sundays & Public Holidays: Closed EHARAD B e
Enquiry Telephone Number: 2849 0481

A

Fax Number: 28495175

HEGRS:

Enquiry Email: medicalrecords@matilda.org

A EE:

For Hospital use Only (R #t5 BB RE)
Information completed O | Signature i Name of Staff issuing Notes:
Patient Name O Payment Received O Signature of Staff Issuing Notes:
Invoice no.
ID/ Passport O Date of Issuing Notes:
DOB m] Cross Checked by:
Remarks:
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