- 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 3 and 4 carefully before completing this form.
TR IR HURE =S - WEA TR ABRIESEM, -

(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 I. Particulars of Data Subject F£—%4. EEAEZR

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

EAEGIEE | EIRYRHS [ B TIENES

Address #rif- :

Hospital No. E&[75%HE :

Part Il. Nature of Data 28 — &84y, R4S

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

[ ] Out-patient F22 (Consultation Date (dd/mm/yy) EZ2HE (H / A 1 5): )

Part Ill. Type of Data =54y, ZRPERI

[ ] Medical Record Copy ¥ g4
Type JE5: [ Test Report Copy S s &l4< (35:H] Please specify: )
[ ] Others HAttr:

[ ] Medical Report / Attending Physician Statement B34 /| T 2283454 (Doctor's Name B2k #:44: )
[ ] Insurance Claim Form {£f#72: (& Hiz57% (Doctor's Name B4k #: 44 )

[] Certificate z58H=:
Type %7]: [ ] Birth Date & Time Confirmation {4 H#A K #$f925H8 [ | Attendance Record Z[Z23045%
[ ] Others HAtfr:

[ ] Immunization Record & & #fdE 0 5%

|| Radiological Image it iR e4 (%
Format J=0: [ ] CD E4¢h [ ]Film E [ ] Report 4
Type #570: [ ] C.T. Scanning &fgfwME [ JMRIEOIR [ ] Ultrasound #8555 [ ] X-Ray X ¢

Part IV. Reason for Request ZEIUER4Y. EFEEIRN (For Reference Only REESEFR)

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

[ ] Insurance Claims {£5Z3(& [ ] Legal Proceedings ;A HZRFER
[ ] Personal Record {f A 3C5% [ ] Others HAt (Please specify 55FHH):
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Patient’s Data Access Request— o :
: . ="~ 2 Gleneagles Hospital
Note of Application > oncrons

A EDR A pEEE
Part V. Payment Method EEF 4. A=A R,

[ JCash ¥4 [ | EPS 5¥i=s [ | Credit Card {ZF [ | Cheque 2= ( &7 ZZ}47H Payable to: GHK Hospital Limited)

Part VI. Collection Method &84 . EEUHE
[ ] Collected in Person #5458 :

[ ] Collected by Data Subject aged 18 or above FH4F 18 5% &kl & 25 A SEHL
[ ] Parents or Legal Guardian of Data Subject aged below 18 / Authorized Person pH#3% 18 5§ &kl &= A
HISCRIEGETERE N | JEFZE N 1-4HHL (Please complete Part VII 35HE 55 £ 4177)

[ ] Posted to the address stated in Part | F25 2 48— S HE (LA HE b

[ ] Posted to another address 25 =i}

Part VII. Particulars of Parents / Legal Guardian / Authorized Person B4y, R | RS8N | FERIHE A 5K
(Parents / Legal Guardian should complete this part if Data Subject aged below 18. {1& =5 A AR 18 5% » HCRE 1 &8 E AWVE
HEEIEE - )

Name #:44 : (English #£7) (Chinese #137)

Sextil: [IM5B  [JF%« Relationship with Data Subject #1&kl & =5 A (4

HKID / Passport No. / EEP No. : Contact No. g eEEET ¢
TGS | IR [ W7k

Part VIII. Declaration £ /\&547. EHH

| 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. A A\Z% MR F SR A FRHEAV(E N BRI @AEE K e e WERREE " HEHA
BRUAA ) - B S HORREIR BT B R SR (A B 52 BV - A AT RE E R AT SR RS -

Signature of Data Subject (If aged 18 or above) Date HHf
BREFEAEE (WFin 18 5)

Signature of Requestor (If applicable) Date HHA
HEE A\ 22 (W)

For internal use only F{E A& EES

Date received:
Reference no.:
Responsible staff:
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Patient’s Data Access Request—
Note of Application

W AR R ZAA

1. 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.

AHEERMRE (EABRER) GG T - EFE ANRAREREARAR A AR HERER ERHEAZK -

=~ "2 Gleneagles Hospital
- & HONG KONG

B B IR

2. The Data Subject, in relation to personal data, must be a living individual.

BRI EEAH B AL -

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

processing.
A TR AERERER ) EERTR S O AENE - HE(EE R TRz TEFEEHRK

SLERED ) R

3903 3486)T i H 2

4. Hospital will reply to the requestor within 40 days upon receipt of the request.
KREEgEULE| i EE1%RY 40 HA A HEE AMEHE HEE -

5. 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.

P B B RO NEEBIBEER - ARV E RSB E H 5 E H B iR & =R

AEPE ¢

6. 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 o < (8 B R EEE A - —HIRHEDR > A gREHEH -

Type of Data ZRE R Charges {€H (HKD %)

Medical Record Copy JEREE4
(e.g. Inpatient / SOC clinical records & test reports)

(Bran: P92 1 {(EBERIEC R b n b &)

$180 Administration Charge 7% + $5 / page &

Medical Report / Attending Physician Statement
BgE | FRBARE

Per Resident / FTE Doctor

ffrgEbe  RER A | $1200
Per Sessional Doctor By Quotation
B HE BRI E RNRIE

Inpatient Insurance Claim Form

EFe IR R E R HER

Per Resident / FTE Doctor
BT [ AHE 2 H 54

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

I — 2 5 P P S e
HARFIHES N UHI$420

Per Sessional Doctor
B E T HIBE 4R

By Quotation
HSHNRIE

Certificate s5HH=

(Immunization card will not be re-issued - 2%)

(e.g. Birth Date & Time Confirmation, Attendance Record) $380
(B4n: H2E HHA RS RTREEH, B2 E08R)
Immunization Record ¥ fHEC#% $370
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Patient’s Data Access Request—
Note of Application

W AER R EEZAA

_~~"Z Gleneagles Hospital
- & HONG KONG
B 1a88

X-ray /| CD
XHR 1 G
e.g: MRI, CT

B g RS, BT

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

$175 for each additional CD*

THREBIVEE XOUR H-2g0r et (EitaliE H oSO il 7
HIRFAEE)

HARE®R XOtR #SMHI$320

Hit g E@ B iREEI NMIE$175*

* One CD may contain several images.
RGO TR E SRR G

7. 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.

EHFE AR HEEAT] LFEHCE R H 3 AR TRFH  ARIERHR G #dH % > MBEAAGIESTEA -

8. Counter-signature of the data subject / data subject’ s parents or legal guardian / authorized person is required if
there is any amendment made on the supporting documents / request form.

FEARC I HEEREES - BREEAN I BRERANZCREEREEA [ I OB N -

9. Part VII of the request form must be completed under the following circumstances:

TSNS T » RS B (A

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

18 pR L BB EE A S = A G -

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

WIERVEE AR 18 5% > HR | &iEEE

N R IEE 5T -

Checklist on Required Supporting Documents B8 fF—E R

Data subject ERIEZE A /

Requestor EFgE A B

Required documents for identity verification FrZEfz% S 4

Data subject &kl A | Aged 18 or above
/ Patient Ji5 A\ FE 18 1%

v Photocopy of identity document of patient

PN U ECUEREEREIEN

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

WA BRI S B A SEAAH S LI SRR E AN 2 5

Wi 18 v ient
A0 ] | L Ao 18 % gSg:g;c;}py of HKID / Passport of patient’s parents or legal
WA B | EEREANZ B ss IS AR
v" Photocopy of HKID / Passport of patient & authorized person
N RNt B A s HS R
Authorized Person Aged 18 or above
TERTRE A A 18 5% v Original copy of patient’s authorization letter (Part VIl of

“Patient’s Data Access Request Form”)

RABAEE A (I N R RV CED)

it WAERE - HEE AR IR AERRE I S -

* Notes: Other supporting documents may be required if necessary.
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"% CGleneagles Hospital

Patient’s Data Access Request—

10. Information for Application / Enquiry FH &5 K & 20 Ek

Note of Application
WAEFHERERZHAA]

Health Information & Records Department,

Address: Gleneagles Hong Kong Hospital EBEITIIR R 150

L =4 NrEroay Empet-Ava
M 1 Nam Fung Path, Wong Chuk Hang, Hong Kong AEE T, BRI
Office Hour: Mondays to Fridays: 09:00 —18:00 Ef—Z71: 09:00 - 18:00
AN Saturdays, Sundays & Public Holidays: Closed EHAZS - HRABERE © (RE
Enquiry Telephone Number:
A EE 3153 9830
Fax Number:
(TR 3903 3486
ggq@%élfma": record@gleneagles.hk
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