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Hong Kong Children's Hospital

Notes of Application for Medical Report/ Patient’s Information

For request made in-person, please submit the completed application form and produce the original of documents by hand
or attach the true copy of documents for vetting. Afterwards, the requester will be provided with a payment slip and shall
pass the payment slip to Shroff for fee settlement at Tower B, G/F and present the receipt to Patient Information Release
Office at Tower A, 5/F.

For application by post, please send the completed application form together attach the true copy of documents with a
crossed cheque (made payable to “Hospital Authority”) of the fee to Patient Information Release Office.

Please complete the patient’s details of the claim form (if any) and submit with the request form. Hospital reserves the
right to provide the medical report in our prescribed format or on your form provided.

All medical reports/ patient’s information is written in English. This hospital does not provide translation service.

For enquiries, please call 3513 6258.

Scale of Fee (Applicable from 1 January 2026)

A minimum of $1,100 per medical report per specialty subject to a maximum of HK$4,400 will be charged.

HKS300 will be charged for patient’s information (Certify True Copy, Date of Admission & Discharge, Attendance Record,
copy of Medical Certificate).

Fee for the issuance of certificates and reports are non-refundable, except when HA is unable or deems inappropriate
to provide such certificates or reports

Address: Patient Information Release Office, Health Information & Office hour: Monday to Friday: 9am-1pm; 2pm-5pm
Records Management Department, 5/F, Tower A, Hong

Kong Children’s Hospital, 1 Shing Cheong Road, Kowloon
Bay, Kowloon, Hong Kong Enquiry no.: 35136258

Saturday, Sunday & Public Holiday: closed

## Please note that submission of insufficient or inaccurate information might lead to longer processing time of the
request.
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Appendix *iéx

Details of Specialty #7/ % L #44%

(To be Updated #' & { #7)
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Medical Report/ Patient’s Information Application Form

PRELEBATHY i

Please \ the appropriate box R i el S ry,

*Delete whichever is inappropriate *3#{2 % if * —‘Ff

Particulars of Patient 5 * F 42

(@) Name 4+ % (English & <) (Chinese # <)

(b) Sex %] *Male § /Female * (c) Age # ¥

(d) DateofBirth 112 p #

(e) * HKID Card/Passport No. * 4 i% £ i» 25 /3 PR 5F%

(f)  Address ¥+ ht

(g) Daytime Telephone No. P ¥ B % 7 & 5005

(h) Any other contact number(s) H 5 B % T 35555

If the HKID Card No. is provided, no copy or physical production of the HKID Card is required in case the number provided is
accurate and corresponds to the number recorded on HA’s database. If not, a true copy of the HKID Card will be required for
verification. Alternatively, the HKID Card may be physically produced for verification at our hospital. If the Passport No. is
provided, please produce in person the original or provide a true copy of the Passport of the Data Subject when submitting this

request to our hospital.

FHGELPEGMG 0 f R EE A ib&’;ﬁ‘}?é’?ﬁ‘ E”‘r:&!rmiiégiﬁf* A FARL AT LR

2 AR E’Fﬁ/z‘ﬁ"?ﬁ/’f%‘%' FAELPEDERR P BRI T FELPEL R EL P FH
REBGG o G AR R AR £U"””/—rﬁ 7'-%‘145'7}%"/5?& AEH EAER R o

If patient is under 18 years of age, please provide a true copy of the patient’s birth certificate and identity document of the

parent OR documentary proof of relationship of guardianship.
sy AR R R R s e - A R AN N A S - YRR Y
FEH

Nature of request ¥ -7 P (Please choose oneonly ¥ 7 i H ¢ — 37)
D Medical Report Fgl,%‘ F 4
D Patient’s information 5 4 Fop

D Attendance Record F|% P Hp

D Copy of Medical Certificate —Pf A AN S

D Clarification of Medical Certificate 7’“’—"? D L m%ﬁ FdmEmE

# Please attach the original medical certificate for ease of reference it 3% ?5 L= SN NIV
# Please specify the details for clarification #H3Lp 7 /& #F ¥ 38

D Others H
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3. Information Requested & B~ g L

(a) Specialty & f*

# For detail of specialty, please refer to the Appendix #7 5 & 7 77EfF + G4 3 %itét -
(b) Out-patient No. * ¥ %L

Consultation Period 3 #p BF

From d to I
(c) Hospital No. G Fu5irg

Admission & Discharge Period » [ % 1o 8p FF

From d to I

(d) Purpose of Report j";f iR 2t i
(i) For general purpose(s) 1% & — £k P 12 #
D a general medical report for — A H 2 F R AR L 0 ik
|:| future medical purposes P & %5 Kk i

|:| others, please specify H (;F TP )

D a supplementary medical report  f## & i — B e ) W%Jﬁfﬁﬁ%

# Please attach a copy of the previous medical report, if available, for ease of reference.

hoF 1A _’rﬁ%ﬁ:}%f}‘ﬁ% PN Bl A E ¥ o
Please specify items to be included in this supplementary medical report:

FRLP S FLEF R AR L T ¢ HE 2 F T

/

.
Ta * ik

(ii) For specific purpose(s) in T
I:' insurance claim ¥ ‘& &% P& '?
Claim Form Attached " } %' % ¥ D Yes
# If the claim form is being completed, no additional medical report will be given
deFd e BRREOEREAR R T - P FERIEDL
legal proceedings % £ ¢ #FALE

< ok

certification of sickness/injury for &P & }];‘5/;\ s i3

HEN

immigration application ¥ 34 % rehousing application ¥ ;).?—4

certification of sickness/disability in support of ZE P 5 :}fis/ff; o VIS

AY

to Immigration Department for family reunion & 4 % » B8 ¥ T Fi ¥ HprA kB BRE

others (please state reason) H (’3-’ [P 12 d )

(i) Contents P % & 3&:

nature of sickness/disability/injury 7 5 BRI

nature of operation/treatment =+ ji¥/7 5 % m'b‘_?ﬁ

length of hospitalization % F= p 3F

length of sick leave granted }ri; B p

an assessment of the degree of permanent disability following sickness/injury

B/ Al R A G ARR TR

others, please specify H (Pjé-;lﬂg )
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4, Particulars of Recipient -z A T
# To be completed if recipient is other than Requester
dd G AR B F A

(a) Name #+ % (English & <) (Chinese ® =)

(b) * HKID Card/Passport No. * & ik £ i» 25 /3£ PR 545

(c) Address ¥ h+

(d) Telephone No. & 3&%L45

# Please attach a copy of the identity document of the recipient to whom this Medical Report/ Patient’s information is to
be sent if not the patient himself/ herself. The authorized recipient when collecting the report should produce identity
proof and authorization letter (signed by the requester) for verification by staff. If the recipient is a limited company
such as an insurance company, copy of the identity document is not required when submitting the request form.
Company staff should produce documentary proof when they collect the report on behalf of the company.
%%w§ﬁﬁﬁ/@&*ﬁﬂd@Aﬁ&ﬁﬁ,%wiﬁﬁ«ﬁﬁ@ﬁmvPJ# efe L TP 2
I A I CI S ,3_4 # A aggiEd ) ;gpa\; il ﬁg{;jtﬁﬁ*i o drE HedT A G - 7; Tad (drik

) PR AR w b B 4 v\;}iw v RS oA AP RBRRFE R AT IE
Pt

5. The requested medical report would be sent by registered mail unless you check the following box
e 2t iR iE ) rrA;BxFﬁ AR L e N BRIIR TR RendR 2 ¢ P gEE F A .
E Collect the medical report/ patient’s information in person. Please inform me/ recipient when the report is ready for

collection. F|B~#7 & fochF R4/ s A TR » G ™ UATBHR A Bl 4 R AR X

Signature of Patient j; £ &5
# For Patient who is over 18 years old " ff if * % & & - ~ fk 2 5

Signature # ¥ Date P #p

Signature of Patient’s Parents/ Guardian J5 2 < */ E# X § ¥
#If patient is a minor Or mentally incapable #* f§ if * *% X & = N fk &8 Bl it @ 7 i i & 8 F 782 s 4

Signature # ¥

Name 4+ %

* HKID Card/Passport No. * 3 i& £ i» 25 /3 PR 545 Date P 3y

FOR OFFICAL USE ONLY pffr & ipmE g
Amount Payable & Z38
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