@ matilda Request for Duplication of Medical Records

International Hospital
B EE R B R Form CORP/04[9]

. . 2E=I0 -

Application Procedure E:ER2FF : For hospital use only

1. Please complete this form accurately. The administrative fee of HK$300 should be paid Reference No.:
before your request can be processed (See Part IV: Payment Information). Once approved,
the administration fee is non-refundable. Please email this form, along with a copy of your
identification and payment record or receipt, to the Medical Records Department.
BERIGHERIE DR, EREFRZABELNTRERM HKS300 (FLEEMHSH  KEE Request Date:
B o —EHE, (THBRTERE - BISLRE, ER G BRX AR ReER S, B [ Recevedby:
BEFEHFBERE BRI

Hospital No.:

Account No.:

Email ZiAEE: medicalrecords@matilda.org
Office Hour ##AKf:  Mondays to Fridays: 08:00 to 17:00 £#—Z=F: 08:00 to 17:00

2. If the fee exceeds HK$300, the Medical Records Department will contact you to confirm the total charges for your request. ZA%
FRERBEH $300, B ACERBPEBAE - SHEHBNEER -

3. Ittakes 1 to 3 business days for us to confirm credit card payment or bank transfer. Applications with a total fee of no more
than HK$500 will be approved within five working days of payment confirmation. fiFZ 1-3 @ LERRERERH N RIIE
TTHEER, AUE TERIB HK$500 RIS » i Al AERERUGIR A TIER AR ERLIEFF -

Part I: Particulars of the Patient £—% : WA EK

Surname as on |.D. Card %: Given Name & / Bll%& :
Date of Birth H.K.I.D. No. / Passport No.
A B A (Day H) (Month 5) (Year F) HHHESHIE / #RETE:

Sex (on I.D. Card) Tel No. (Mobile) Email Address

MR FiRESE: BE UL

Please “v” the appropriate box FE/EEE HF#& HE E “v" 5

Part Il: Applicant Information =3 : BFEAER
L[] Myself 2 A
« Please provide a copy of your HKID / Passport. B2t E 7 5 1) 75 SR EI A

[ ] Legal guardian of patients under 18 years old 18 5 TR AHSETEEEA

Surname as on I.D. Card #: Given Name % / 5lI4 :

H.K.I.D. No. / Passport No. Date of Birth

FADAESRIS / FERRSRAS: A B HA: __ (pay B)____ (Month A) (Year %)
Relationship with Applicant

Sex (on I.D. Card) %51 EERFE A RFEIR:

e Please provide a copy of the patient’'s HKID / Passport / Birth Certificate or proof of legal guardianship. FE 2R ANEE S
g | R/ HAEBRZORREEENER -
e Please provide a copy of your HKID / Passport. 1Rt &/E F 10k E R EIA o

[] Personal representative of a deceased person JE&iEEREA

Surname as on I.D. Card #: Given Name % / 5ll4 :

H.K.1.D. No. / Passport No. Date of Birth

SRR / ERRERAT: A& B HA: ___ (Day H)___ (Month A) (Year %)
Relationship with Applicant

Sex (on I.D. Card) 1% 51 ELERFE A R 1R:
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@ matilda Request for Duplication of Medical Records

International Hospital
B EE R B R Form CORP/04[9]

Personal representative of a deceased person — Declaration JEZEERIEA — 287

|, the Applicant, declare the following: X AZBEZ N
[ ] I'have applied for or been appointed by the Court as the personal representative or one of the personal
representatives to administer the deceased'’s estate. N A B A4S [AEJE A B sk B A Z AT RIbE MM — sk ip — (8 E IR

A BIELEREE -

[ ] !am entitled 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. KA BEFBERATLEENEERBATEATEAR
REFEERFEEPTEENEENAL -

e Please produce the original or provide a certified true copy of the identity document of the deceased patient. 2t

EBHmAN G EAXMFH R RELLEOERERIA -

e Please provide a true copy of the documentary evidence of the relationship between the deceased patient and the
applicant. FRHESHHEAMBFAZ FHRENEEE BRI -
e Please provide a copy of your HKID / Passport. et E 7 517 75 sk E R F A

Part IlI: Detail of Records Requested =19 : FTE 28RS

Purpose of request H :E/RA:

Date of requested records Frf ek From@B  ___ (Day B)____ (Month A) (Year )
To %= __ (bay H)___ (Month A) (Year F)

Requested Item FRFEIEE:

[] Hospital Inpatient record {3 Bz 4285 [ ] Hospital Outpatient record P4 & 4%

[] Matilda Medical Centre BR{=58& 0 40 4% [ ] Vaccination Record & & i@ 524%

[ ] Imaging requests &%k [] Others (please specify) E b (35 E8):

4 =

Specific records requested Z sk ro ik

[ ] Request for paper copy &Rk #EAEIA - additional charge HK$5 per page & B E%554 %14 HK$5

[ ] sSave files to a USB #1277 USB - additional charge HK$50 (includes local postage) 85N & HK$50 (& 7B E)

Part IV: Payment Information £m&f; - KB ER

Medical Records - Softcopy BB 4C6%-E 1%

Document Format: Prices are based on soft copy requests in | St # = : FTAWEERN PDF X
PDF format
¢ Administrative Fee: HK$300 (non-refundable, includes o fTEEA: HK$300 (RAIRZ © B2 10 BBELLEE) o
10 pages of medical records
« Additional records: HK$200 for records covering 3 years o FASNEER: HKS200 EANVRE 3 F (LSEEMEMED) B

(any year of your choice) or for requests exceeding 10 5ok iRYE 10 BRES o
pages.
« Records beyond 3 years: An additional $150 per year for o HBiA 3 FEHYLEHE  HK$150 (IREFEIN L) ©
records more than 3 years.
¢ Vaccination Record: $500 (includes administrative fee). o BHEEREDSE - HKS500 (S1THE) -

Imaging requests 153K

* $300 (per procedure) (& {E12 742 #) - Download Softcopy T#E T
= Please note that the Imaging files are provided with a built-in viewer software and are not in JPG format
EIR PERRVARBNERESE - Ik PG &
e Price to be confirmed for printed films ENf5 A BB 1ER
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@ matilda Request for Duplication of Medical Records

International H ital
B b Form CORP/04[9]

Please select the payment method F2EMFH

[ ] online Payment - send a screenshot or picture of PayMe AlipayHK / WeChat Pay
the payment record Scan or click the QR Code R Fh % — 415 Scan usmg the app RERREXFHE

RSN — BRSNS E '#;- 'Ft E]

oy

=§I.", ""rr: < .-‘.3,%

ORL Sk

[ ] CreditCard =/ - Visa / MasterCard / Amex

Credit Card No. 1= i "&5R15: Expiry Date Bk A Hi:
Cardholder's Name
ERSREALS:

[ ] Bank Transfer (send a screenshot or picture of the payment record) $27788 (xR MEBREF)
Bank Name #8174 #: The Hong Kong and Shanghai Banking Corporation Limited
Account Name 1R/~ % 78: Matilda International Hospital
Bank Code iR77{X#5: 004  Branch Code %17#75%: 002
Bank Account Number R77AR P 5585 233856-001

Part V: Collection Method (for USB or paper copy formats) 58 A Z0:5EBUS % GEARIEE USB AR A BIAE )
[] Send to the address below by courier service (additional charges apply for overseas addresses). ‘& B RIERISE R T e (5
HMHE S TR RESMECE )
Address it
[ ] collection at (select location below) 7 (FEIEIZMMAIE) WaE -
[] Matilda International Hospital Main Reception BB /& E ¥ BB 1 135 Bz

[] Matilda Medical Centre (Central) BBfEEE & [ (FIR)
Scan for location information or E., . E
visit our website E
RS EMSED IS
www.matilda.org
For collection by a proxy, please provide the detalls below and present an identity document upon collection ZAE IR A

Witk - FBREA T FHIB IR MRS R F (0 AR

Proxy's name Proxy’'s HKID /Passport No.
RIEASA: REAZELEHDE/ MBS

Part VI: Declaration /53519 : B8
| declare that the data | provided is accurate and complete to the best of my knowledge. | understand that if | fail to provide the
required information or if the information | provide is inaccurate or incomplete, my request may be rejected. 2x A2 RAFTIREEHE

B ZIEMTE - RAFRMRICRERFAFBOER - KERHNER T EREITTE - R BRFRESRIER

Signature of Applicant FHFE AFEE Full Name in Block Letters 2 & A RKEF &} Date A
For hospital use only
Duplicate Checked by: Collected or sent
[J Form completed with signature Issued by: to the patient by:
[ Three patient identifiers checked Signature & Signature & Signature &
Name: Name: Name:
[J Supporting documents are available and correct Date: Date: Date:
[]Payment received (Invoice No.: ) Remarks:
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http://www.matilda.org/
https://payme-cashout-secure.hsbc.com.hk/?page=merchantPayCode&url=https://qr.payme.hsbc.com.hk/2/KZVoXWN5Nwb2Mg1LALVWAj

