- Gl les Hospital Patient’s Data Access Request—
" mﬁ?ffig oo o Note of Application

PR AR AN

(1) Please read “Patient’s Data Access Request — Note of Application” on pages 2 to 4 carefully before completing this form.
TEHE ILRMEHT - FHRE _2UEN TR AR SR, -

(2) Please note that Parents / Legal Guardian should complete Part VII if Data Subject is aged below 18.
WERFEE AR 18 5% - HCRE | &7ARE A ANVESEEEH 7 -

Part 1. Particulars of Data Subject E£—&%y. EEANEFR

Name #:44 : (English #37) (Chinese H137)
Sex MRl [IMBE [ F4 Date of Birth (dd/mm/yy) 44 HEH (H/BI4F) -
HKID / Passport No. / EEP No. : Contact No. fi48 &85

TGRS | EIRGENS | e RS
Part 2. Nature of Data &5 —&Zk4y. BEHEE

[ ] In-patient {3 (Admission Date (dd/mm/yy) AfzHEA (H / A | 5): )

[ ] Out-patient F22 (Consultation Date (dd/mm/yy) E[Z2HE (H / A 1 5): )

Part 3. Type of Data S£=&4y. BFEEER

[ ] Medical Record Copy RIS
Type %5l: [ ] Test Report Copy i &5 EI4A (35310 Please specify: )
[ ] Others HAtfr:

[ ] Medical Report / Attending Physician Statement B34 /| T 22834: 54 (Doctor's Name B2k #:44: )
[ ] Insurance Claim Form {£f#2: (& Hiz57% (Doctor's Name B2k #: 44 )

[ ] Certificate &A=
Type %7]: [ ] Birth Date & Time Confirmation {4 H#A K #$f935H8 [ | Attendance Record Z[Z23045%
[] Others H: [_] Immunization Record J i B#fiz0 i

[ ] Radiological Image it E4%
Format J&=0: [ ] CD B4 ¢hi [ ]Film E [ ] Report 74
Type #570: [ ]C.T. Scanning &EfgfwE [ ] MRIRZ33R [ ] Ultrasound i#@#3; [ | X-Ray Xt [ ] USB CiEkE

Part 4. Reason for Request SEV0ER4y. BIEE A (For Reference Only HES#HR)

] Employee Compensation Claims T{5%{& [ ] Clinical Follow-up B%j& %

[ ] Insurance Claims {#&Z2HE [ ] Legal Proceedings ;A HZRFER
[ ] Personal Record i A\ z($% [ ] Others HAt (Please specify 55:HH):

Part 5. Payment Method A &4y fF=07=

[ ]In Person $& %I [ ] Cheque by Mail #2737 22 ( & 2257 Payable to: GHK Hospital Limited)
[ ] Online Payment by Credit Card {3 F-E48_ {2k

Receive payment link by %L{ﬁz%iﬁmz}*ﬁ/i
[ ] WhatsApp (Please provide phone no. :E#2 LB EE5EhE: )
[] Email & (Please provide email address L LR B )
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Patient’s Data Access Request— - :
. _~~"Z Gleneagles Hospital
Note of Application > oncrons

AR SR AT HEEE

Part 6. Collection Method /%84y, SEEUAE

6.1 Hard Copy BEERERE / X4
Collected in Person $.548H7 : [ ] Collected by Data Subject aged 18 or above FH4E# 18 5% > &kl & = A S6HL

[ ] Parents or Legal Guardian of Data Subject aged below 18 / Authorized Person
HIARG 18 5k 2 ERFE B ANV E AR | A -2HHEL
(Please complete Part 7 sZE 515577

[ ] Posted to the address FiZ5H

6.2 Soft Copy BTREHRE / X

(Document(s) will send to the following email address with encryption and the password will be sent by SMS:

IR s R e o A R (A TR T R (A ER Mk - WIS & AT Eab s s ¢ )

Email address & &t} Mobile Phone No. -2 EEsE5EnE:

Part 7. Particulars of Parents / Legal Guardian / Authorized Person S84y, AR | &4 A | B E AN -5
(Parents / Legal Guardian should complete this part if Data Subject aged below 18. 4155kl 2 A S 18 3% » HACRE /| &nEEsE A /E
HEEILERST )

Name #:44 : (English #£37) (Chinese #137)

Sex Rl [IMBB [ JF %« Relationship with Data Subject 1kl & =5 A B4 :

HKID / Passport No. / EEP No. : Contact No. 4% 85
B S | IS [ TR

Part 8. Declaration 28 J\ &4y B8H

| declare the personal data provided by me is accurate and complete, and | have read “Information Sheet for Patient’s Data
Request”. | understand that if | fail to provide the information required or if the information provided is inaccurate or

incomplete, my request may be rejected. 7 A A BHE EE 5 R R LAY A BRI a E AR K 58 - WERTE T H R A
BERPEA ) - BRIAAMERREERR AT TR B R SR A B A 2 B E R AT EBIRITHE RS -

Signature of Data Subject (If aged 18 or above) Date HHf
BREEANEE (WFH 18 %)

Signature of Requestor (If applicable) Date HHA
HEE AN&E (WEH)

I. 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.

AHEEERE (EANERER)ERG) T - ERMEASEREANIERA AR RLERER RERHEAZR -

Il. The original “Patient’s Data Access Request Form” and all relevant supporting documents payments shall be
submitted by post, email (email address:record@gleneagles.hk), fax (fax no.: 3903 3486) or in person to Health
Information & Records Department (HIRD) for processing.

At DR ANEREEERR ) B EFTRR SRS — B LLEE - EEEL(SEELHAL © record@gleneagles.hk) ~ {HE(FEITHE:
3903 3486) B H 2 T AR Z T BREE Skl B -
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=~ "2 Gleneagles Hospital
- & HONG KONG

2168k

Patient’s Data Access Request—
Note of Application

W AR ERZAA

[ll. Hospital will reply to the requestor within 40 days upon receipt of the request.

KBt EEUEI AR AT 40 H A m B a5 AR 1 B -

IV. 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.

FA B& s Fom NERHIDEER » ARV E R s E H R b & mR8AIE -

V. Application fee will be applied according to Hospital’s current price list as below. No refund of charge will be made once

a request is made.

ABERAREE DU B < 8 B R EEE A - —HIRHEDR > A gREHEA -

Type of Data ERZEH]

Charges @ H (HKD &)

Medical Record Copy ¥ FE g4~
(e.g. Inpatient / SOC clinical records & test reports)

(Bran: P92 1 {EBTR RS ER SR ER R £5)

$180 Administration Charge 17 + $5 / page H

Medical Report / Attending Physician Statement
B | T AR

Per Resident / FTE Doctor

fSfrger e nmese | 31200

Per Sessional Doctor
AR E TR EE 4

By Quotation
RS NIE

Inpatient Insurance Claim Form

EBErrEZRE AR

Free of charge for the first two
applications of the same case
$420 for each subsequent

Per Resident / FTE Doctor application

Rt I AEEN 2 HHE
[E]— ({828 W T e B
HRFHRE N EHH$420

Per Sessional Doctor
AR E TR EE 4

By Quotation
THSYNRIE

Certificate s5FHZE
(e.g. Birth Date & Time Confirmation, Attendance Record,
Immunization Record *Immunization card will not be re-issued*)

(B4n: Hh4E 2 HA RS RETRE I, U2 aCss, T HEfEac sk
*EfFAFTIER )

$380

X-ray / CD / USB
XOth 1 s2B0ths | soiem

e.g: MRI, CT
B0 R 1R, SR

Free of charge for the first set of film(s) +/- CD per test (should be
collected on examination day / discharge day)

$320 for each additional film

$180 for each additional CD

$500 for each additional USB

BIHRRBIEE X R+ B0t e (ErieieE B e b T
I EHD)

HAREHR XA EIME$320

Hig G &GO R MU$180

HiggEac sy $500

* One CD may contain several images.
FRP AR TS L RIT I EE

VI. If the requestor 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.

R

VII.
TSI - SRS B A

FAHBRTE] DASHEUE RHE Y 3 (B H R > AR S e -

MR GIESSITHEAL

Part (7) of the request form must be completed under the following circumstances:

() Data subject aged 18 or above authorizes third party to collect the requested data on behalf of him / her.

18 pR L BB E R A IS = (U S ECE: -

(ii)
WIERVEE AR 18 5% » HAUR/ &0E%E

GHIR-009-R9-01/24

This section must be completed by parents / legal guardian if data subject aged below 18.
N B ILER ) -
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Patient’s Data Access Request—
Note of Application

W AER R EEZAA

="~ 2 Gleneagles Hospital
- & HONG KONG

B 1a88

Checklist on Required Supporting Documents Fi/ERBHH N {H—EB %R

Data subject ERIEZEA /

Requestor BEEA Patient A

Required documents for identity verification FrEfZ S >

Data subject &kl A | Aged 18 or above
/ Patient 55 A\ FE 18 B

v" Photocopy of identity document of patient
TR S8 A AR

Patient’s Parents /
) Aged below 18
Legal Guardian

v Photocopy of Birth Certificate of patient or other legal
documents proofing the identity as legal guardian

WAL AR SR A SHAMARS U LR SR E A2 S

N N Aoy 18 5% v Photocopy of HKID / Passport of patient's parents or legal
IS IRSTEEVE = IN quardian port ol paflents P ?
WA B | &R N Z B sa SRR
v Photocopy of HKID / Passport of patient & authorized person
N BN 2 B0y s HA SRR A
v’ Original copy of patient’s authorization letter (Part VII of
“Patient’s Data Access Request Form”)
SRS EA (i N B RIS T E )
. Extra Required Supporting Documents for Death Case:
Authorized Person Aged 18 or above e o
nor g A B 9 A R T R AN S
RN L i 18 5%

v Letters of Administration Issued by Court
HUAREIRMEEE RS

v Photocopy of Patient’'s Death Certificate J#5 A\ FYFET 38R

v Photocopy of Relationship Certificate Ef{4:5HHEIA

it WA - HEE AR EAM ARSI S -

* Notes: Other supporting documents may be required if necessary.

VIII. Information for Application / Enquiry Ef 5 K & &R

Address: Health Information & Records Department, FEE TR 158

' Gleneagles Hong Kong Hospital N fA;‘ o BRE e STl T A AL 2
S 1 Nam Fung Path, Wong Chuk Hang, Hong Kong BB, B Tk
Office Hour: Mondays to Fridays: 09:00 —18:00 FEHi—% 1 09:00 - 18:00
AN Saturdays, Sundays & Public Holidays: Closed EHS - HEAREE - RE
%r;%%{ Telephone Number: 3153 9830
H.o 5
Fax Number:
(ELBETE 3903 3486
g‘%%%?ma”: record@gleneagles.hk
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Record for Collected in Person {54605
Signature of Patient / Authorized Person:

For internal use only F {f: A EHE 2
Date of collection:

Responsible staff:
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