C.’;': | W R ABE R R
B Ay o Request for Release of Medical Information
4 mea i ERR

F—E5r. EEANEF! Part 1. Particulars of Data Subject

4 (H2): Name (English):

B 558 | EIE5EE HKID/Passport No.: tH4= H # Date of Birth:

sk EEEE Contact No.: L Email Address:

HELNEES For internal use only Hospital No.:
Date of Completion:

—ER5y. BERHEE Part 2. Nature of Data
FH 35 & RPE R Type of Information
[ ] AJ5E In-patient A% HHH Admission Date: 5§ From 2 to
[ ] F5922 Out-patient #2122 HHH Consultation Date:

SE=ER4>. (K J774 Part 3. Payment Method

[ 1 #HEZI In Person [ ] 44 _Ef3k Online Payment
(FFEAS & (S BEMF AT T80y Fre LAY BB E il Payment link
will be sent to the email address provided in Part 1 of this form.

SEVUERSY. SHENJT7A Part 4. Collection Method (37 Z51%—{[E ° Please choose one.)
E RIS E R / L Hard Copy
FHE4HHEY Collect in Person: [ HI% i 18 k2 &kl E 25 A 48HY Collect by Data Subject aged 18 or above
L1 HARM 18 B2 BRHE B ANICRIECET AR N/ JERME N 1-%HHL Collect by
Parents or Legal Guardian of Data Subject aged below 18 / Authorized Person
(25 71 5515 Please complete Part 5)

L] PSR sy £ & &AL - R RS30 WHHFHEAER

Via Registered mail to address in Hong Kong and applicant will be responsible for the extra fee of $30
H4E Address :
BETIRIE R / L Soft Copy
[ IR S e S B B A FIRE TS8Ry e Btay B ED Ak

Encrypted documents will be sent to the email address provided in Part 1 of this form.

BHEY. KB | TEEEE N ) AN LEF Part 5. Particulars of Parents / Legal Guardian / Authorized Person
IR E 2R EESEIHE 5 B Please refer to Point 5 of Note of Application.

$:24(HF32): Name (English):
MERI Sex: B 5555 | ZEIESEAE HKID/Passport No.:
4% EEEE Contact No.: BRI 55 A [FH{% Relationship with Data Subject:

SENHEL ST, B Part 6. Declaration

RNGELBAT RERNREE A SRS B Kook » WERME " HiE  OFEEIHE ) - RAOMERRREREE
Fir e B R A A BB e BN} - A R REE B S HAESE -

| declare the personal data provided by me is accurate and complete, and | have read “Note of Application”. | understand
that if | fail to provide the information required or if the information provided is inaccurate or incomplete, my request may
be rejected.

HHEE A% E: HHA:
Applicant’s Signature: Date:
LRI ATAR N RN L5,

Parents / Legal Guardian / Authorized H A,
Person’s Signature: Date:
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FLE Sy, RIS Part 7. Type of Data

N 4
G e e I BB ot
Information Request Unit Price (HKS) (HKS) use
AJ5E In-patient 3
a) Hf5e# e Discharge Summary ] E 10 H : 811/ —5k
%fﬁiﬂi? Operation Notes [] %11 Hia: 56/ —ik MOSS
BRI / RO/ X- Ve O | #7Es 1% - 10" pages: 511/piece MO
C.T. Scan / Ultrasound / X- Ray Administration fee *  From 11% page: $6/piece VO47B
Report(s) $350 NN Tt Ty
d) {LEs¥4 Laboratory Report ] :’iﬁ ’ﬁﬁffaigﬁfﬁ?zﬁ MO47E
e) ﬁfﬁ%{ BEgER & Pathology Report ] (ES4NEE By Quotation)
f) FEESIHIRER MRI Report ]
FH%2 Out-patient ]
a) 2YE#R4 Consultation Summary ]
b) EMHTHY / BB/ X- s 10 H : 811/ —if
C.T. Scan / Ultrasound / X- Ray - 5511 Hif: 56/ —ik MO54A
Report(s) O (TBZ% . + 1%-10" pages: $11/piece MO047
c) {LERER45 Laboratory Report 0 Administration fee From 11% page: $6/piece MO47B
d) JER{EEg# 2 Pathology Report & 2350 T MO47E
e) Wi IFAEE 2 MRI Report 0 z‘gH ';‘F‘ﬂ‘%ﬁig%@%ﬁ
s A N : ilm, disc or copies
f) BiEfad HE s Medical check up (JE534MNE{E By Quotation)
Report
fEFEEEIA
Certificate of Hospitalization $450 MO61
(ZECA=R=EIRN (] | $100 12 EHA M008
(BFEFTR2 /PR EEE) Within 12 months
Certified True Copy
52 FA
(including out-patient / in-patient bill [] $350 2% 12 fEHH MO009
breakdown) Over 12 months
RiREE Rk
CHC Baby Book [ | $450 MO0520B
R e R AT %
CHC Vaccination Record [] $450 MO0520A
R (]
MO055
Medical Report*
SRR O | e 43 Doctors ch
Insurance Claim Form* Administration fee ~ + octor's charges
(B4 {E By Quotation)
$350 MO54A
R2iER 3 B A AREHE
Free of charge within 3 months after
consultation
S B2 R EREEEH
Referral Letter / Attendance Record / [] | $350 MO54C
Sick Leave Certificate
E .
A Others: [] | 25418 By Quotation
AR G R I ERE T R A AV B R s S B R OR P RS - SR BT TIRAE A RHES 4 - Medical Report and Insurance Claim Form for

patients under the care of our visiting doctors will not be handled. Please contact the attending doctors directly.
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’;'* ‘ W ﬁA%ﬂEEg%A\;}:%%lE
C- 9 HOSPITAL (CARITAS) Note of Application _

| == it ES
3. Fmoa *ﬁg =] Blﬁl': Request for Release of Medical Information

1. RHFEERE (EAERFBR)RE) T o EAHEASREE AR E R A AR ERE R & RHE A%
5}‘{ o
This request is processed under the Personal Data (Privacy) Ordinance. An individual or a relevant person on behalf of
an individual is entitled to make a Data Access Request to ascertain whether hospital holds the personal data of the Data
Subject and to be supplied with a copy of such data.

2. FEFHREETFREE TR IH SC—OHEE 2 ¢ (852) 28401986 ; EEEFE : gen.off@canossahospital.org.hk ; B3 £
CEETHIE SR A D, - ROl R o HEEAEE -

WEANEER © EHf—% ZHI7 09:00 - 17:00 ; £ Hi7S 09:00 - 12:30 ; EHIH KA REHAR R

Please send the application form and all relevant supporting documents by fax to: (852) 2840 1986; or e-mail to:
gen.off@canossahospital.org.hk; or mail to “Canossa Hospital General Office, No. 1, Old Peak Road” by post. Application
will be valid upon our confirmation.

Office Hours: Monday to Friday 09:00 - 17:00; Saturday 09:00 - 12:30; Sundays and public holidays CLOSED

3. HBHRE U (B a8/ -
Please provide identity document (HKID / Passport).

4. WFEHFE N B HEEERERGE R - HA/R/ GERE N N AR U S
If applicant cannot apply or collect the data in person, Parents / Legal Guardian / Authorized Person needs to bring:
a. HIEE AN B3I ERIAR (S 5758 /2£08) Copy of Applicant’s identity document (HKID / Passport)
b. HiE ANPIHAEBHERIA BN/ G5 N) Copy of Applicant’s Birth Certificate (For Parents / Legal
Guardian only)
b. JEFRAE N LRI S8 BHAFRIAR (E’Tﬁ%ﬁ‘/?’%ﬂ@) Copy of Authorized Person’s identity document (HKID / Passport)

5. FATNHIEN T HEERAVE AL AHE |
Part 5 of the application form must be completed under the following circumstances:
(i) 18 Rl EERlE AR =H R -
Data subject aged 18 or above authorizes third party to collect the requested data on behalf of him / her.
(i) dIEREE AR 18 5% - H /R &7ERE N R Ay -

This section must be completed by parents / legal guardian if data subject aged below 18.

6. AbrE EMERRULEHEEE FH1RHY 40 (H TAERAE HH g AfE i FH H B A -

Hospital will reply to the applicant within 40 working days upon confirmed receipt of the payment.

7. FTABRSE RN AEBILISCEE o ARV E R ENE H3EE 0 BB E =R AERE -

All medical reports and patient’s information are written in English. Information provided will be up to the request
received date or up to doctor’s decision on the relevancy of the case.

8. & HIEE AT HE AT ASHEE M A = (8 B AIARSEE - ARAE I G H - 2R 5575 -
If the applicant does not collect the requested data within 3 months after being notified it is ready for collection, the
requested data shall be destroyed without prior notice.

9. FrARERLCHIIRIERIIEE BN R RETES R -

All medical records are retained in accordance with the Hospital Authority (HA) and Hospital retention guidelines.

10. ABtRHRE R 2 (H H R FHER - —HIRPERKE A EREE -
Application fee will be applied according to Hospital’s current price list. No refund of charge will be made once a request
is made.
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