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 �����������

 
TO BE COMPLETED IN BLOCK CAPITALS THROUGHOUT  
SECTION 1 (Client’s Details) 
 
 	

 
        
  / ��
  
Surname as on I.D. Card: _________________________________________ Given Names: __________________________________________ 
�� 	 
      ���              �������  �         �                 �  
Maiden Name: _______________________________ Sex: __________ Date of Birth: (Day) ______(Month) _______(Year) _______________ ���

      ���     
Nationality: _________________________________   Religion: ____________________________ ������ "!

 / �"� �� �!  /   #�$  "!       %�& �"'"( ���  
H.K.I.D. No. / Birth Cert. No. / Passport No.: ________________________________  Date & Place of Issue: _____________________________ )�*�+�,

               -�.  
Occupation: ________________________________________________ Employer: __________________________________________________ /�0

 
Home Address: _________________________________________________________________________________________________________ 1�2

      
1�3

        4�5   
(

  6�7  
Email Address__________________________________________ Tel No. (Mobile & Home) ___________________________________________ 8�9�:�; *

               < )�*>=@?  
Emergency Contact Person: ____________________________________________ Relationships: _______________________________________ ������ "!

 / #�$  "!               
8"9�:�; 1�3

 
H.K.I.D.No. / Passport No.: (for non-resident only) ________________________________________ Emergency Contact No: _______________________________ +�,

                  -�.  
Occupation: ________________________ Employer: ___________________________________________________________________________ 
 )�A�B�C

 (
��D�EGFIH�J"K�L�M"NPO

) 

� Private Room Q ' A     � Twin Room R *�A     � Standard Room S�T A     � HDU U���V�W     � ICU X�Y�V�W      � EHAU Z�[�\�]  
� SCBU U���^�_"#�`      � Observation a�b        � VIP ced                     � Serviced Apartment f�g�h F@i�j 6 K  

� Others k�l  _________________________________________________________________________________________________________ 
SECTION 2 (Method of Payment) ( m�n>o"p ): 

� Cash q�r   � EPS s"t�u   � Credit Card v ��w   � Insurance A/C x"W�y�z   � Corporate A/C {�|�}�~   � Others k�l  ______________ 
 
(1)  I understand that I will automatically be enrolled on a package if one is available. Any extra items or additional day not included in the package will 

be charged separately. �����@�������������������������������������������@�����������@� ��¡�¢���£�¤�¥�¦¨§�©�ª«���@�­¬�¡�¢���®I¯"°²±³�´��µ�£�¤�¶�·¸�
(2) I, the undersigned, accept full responsibility for  the settlement of all expenses incurred by the patient. ��¹�º���»�¼�½�¾�¿�À�Á�Â�Ã�����Ä�Å�·��Æ�

 
(3) I have read and agree to the terms and conditions detailed on the “Admission Information Sheet”. ����Ç�È«É�§@ÊÌËÎÍ ®I¯«Ï�Ð�Ñ�Ò�Ó�ÂÕÔ«Ä�Å�Ö�×Ø�

 

� We will periodically send you hospital and medical information. If you would like to receive such information, please tick the box. 
� Ù�Ú µ�Û�Ü«Ý�Þ�ß�à�Â���¯«§�á�â�ã�äÆ�å��Ü�ÝIÊ Ë³�çæ�èÕé«ê@� ë�Â � ìîí  
 
 ï³ð

      ñ�ò  
Signature: __________________________________ Date: ________________________________________ ó¨ô�õ öø÷¨ùûúûüûý�÷¨þûú�ÿû÷��������ûôûý�÷	�	
��

 
 
 

HOSPITAL USE ONLY: 

Deposit Paid $ __________________with ____________ Expiry Date: __________ Security Code: _________ 
Insurance/Corporate Name: ______________________________________A/C No.: __________________ 

Remarks: ________________________________________________ Admitted by: _______________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 

 

Please adhere Patient label 
PATIENT DETAILS 


