Particulars of Applicant EBz5 A&}

Name of Applicant:
A4

T

FAMILY HEALTH SERVICE
DEPARTMENT OF HEALTH
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Application for Medical Report (Adult)

EHER RGN & (A

Hong Kong 1D/

Travel Document no.:
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English 7% =7

Name of Centre:
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Chinese H ¢

Please indicate the type of service provided and the period of consultation covered which you would like to obtain a

medical report issued by a doctor (you may tick more than 1 category).
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Important Notice: Application will not be processed if type of service(s) required for medical report is not indicated.

FER AR BETE AR TR B B A AR5 RE - HER IS & 322

Antenatal Service
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Postnatal Service
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Family Planning Service
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Woman Health Service
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Cervical Screening Record
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Psychosocial Assessment

Period: From to
Record " !
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Others, please specify:

A BEEE:

Nete 1 peychosocial assessment refers to the assessment of the woman’s mental health condition (eg. mood problem ) and social
service needs conducted when the woman attends any of the above service or when she attends Child Health Service with her
child in Maternal and Child Health Centre..
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N.B.: If you are requesting a medical report issued by the visiting pediatrician/ psychiatrist from the Hospital Authority,

please approach the relevant hospital record office for the application. A separate charge will be levied by
the Hospital Authority.
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Purpose(s) of Application:
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For future medical purposes
H& B 5 iR

For legal proceedings
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For insurance application
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Others, please specify:
HAth (5551H7)

For insurance claim
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Please read the following notes before you sign the application form:
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1. All medical reports are written in English.

report is decided by the doctor.
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We do not provide report translation service. The format of medical
Forms attached to the application may not be applicable.
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2. The applicant needs to produce her HKID card (either original or photocopy) when applying for a medical report
issued by a doctor.
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3. Hong Kong dollar 800 will be levied for one medical report. A crossed cheque /cashier order shall be made

payable to either “The Government of the Hong Kong Special Administrative Region” or “The Government of the

HKSAR”. Please write down your name, identity document number and daytime contact telephone number on the back

of the cheque/cashier order. Cash should not be sent by post.
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4. You may be asked to provide additional information to help us meet your request. We may not be able to process your

application if you do not provide sufficient information.
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5. The information you provide will be used for processing your application for access to personal data. It may also be

disclosed to other Government departments or agencies for the same purpose.
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6. If the applicant requests disclosure of personal data to a third party (e.g. insurance company, legal adviser, etc.),
please fill in the Client Consent Form (Disclosure of Personal Data to 3rd Party) (FHS 122).
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7. 1) The duly completed application form, cheque / cashier order and the relevant documents as listed in clause no. 3 ;
or
2) For e-form applicants, cheque / cashier order and the relevant documents as listed in clause no.3
can be returned by mail or in person to the Maternal and Child Health Centre concerned or the Family Health
Service (General Registry, Head Office, Room 1308, 13/F, Guardian House, 32 Oi Kwan Road, Wanchai, Hong
Kong). Please state “Application for Medical Report” on the envelope. For the addresses of Maternal and

Child Health Centres, please visit our website at www.ths.gov.hk.
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http://www.fhs.gov.hk/
http://www.fhs.gov.hk/

8. You will be notified when the document is ready for collection. You may collect the document in person or
authorise a representative to collect it on your behalf (on production of Authorisation for collection of copy of
health record / medical report (FHS 123) and proof of the individual’s identity e.g. Hong Kong identity card). If
the document is not collected within 3 months after the notification, the document will be destroyed without further
notice and no refund would be made.
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9.  Please make a copy of this application form for your personal keeping if necessary.
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I have read and understood the above notes (Please tick the box on the left).
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Signature of applicant:

SE PN

Name of applicant:

SE PN

HKID / Travel Document no.:
TG | RG9S
Contact telephone number:
Hhds ek

Email:

B HL

Address:

ik

Date:

H A

To be completed by staff
BRER

Date of application received: Name & Signature:

Date of notification: Name & Signature:

Date of *completion / withdrawal: Name & Signature:

FHS 119A (Feb 2024)



PR
WEEFHITHAT

L ERIEE R A SR SR RS SO T HA A RSB - F A SR T
TEBEREANER > FHEEZELL T |

EgEEEA

%}i@%ﬁ@%@? FRAERIREZIE ~ B2 iE FHLYZAHE ROl A HAR IR &
WHEHE

MERGER B8R talkTaRIaC s DI AtaEn » st HAD
BREEAESH

[ TR E AR R

B Se &5t s

A TR ER B R R B (A IR 3%

%&i@%ﬁz@ﬂ’ﬂ  TRAEROR BCEM R T RV 0 fEHE
BEAKRIIEZE « DUHEIRE 65

e e TR AL G TR

ERERFRERSE

T B BN \

+  BIFEAETELT ~ TSR B

=R NT TR 5 \

+ VU F(FAH KA R ZE M EBRAEHES) K

+H. 555 & FEERATEEE -

EA BRI - W EFE - WRIRA R AVER « Ml RE SR Asg R
EOTEERERHIERGECEE) - NI R IR ) o 3k
g@@gﬁf@gﬁéﬁﬁﬁﬁ%éﬁﬁﬁﬂ s ARINEIEA T A B N LREIE R (R
Rrer ) &lE ©

P2 N AR

2. {RATERAEAVE AN ER > ERBAZNEER - HIRERER A ATRRRAAILLE
B8] E 8y [ LA BURF B P TEA BN L8R © BEA SR eI REE RS
IR R B E LR EE R (EABRRRRE) ATCstiv gL T 4
[F1 A BH T I F% -

BN

3. MR (EANERIELRDRG) 55 18 Rk 22 BREAR IR 1 55 6 JRRIATIL » /)
AMEER MEILENER - BFEARATS IR LS 1 EAral Bl AT
TR ENER - EERERZKM R R - AJRe B EIE A -

27

4, Egﬁg@%@@{)&%ﬂ (BfEERRELEER) HEH > FE NIAL B
S

— BB ER T
= M BRERERS -
HUAE R R 30 SRR ANE 13 1 1308 5

[l

Il

MAME

T

(Rev Oct 2023)



STATEMENT OF PURPOSES

Purpose of Collection

1.

The personal data are provided by patients and clients with whom the Department of Health (DH)
interacts in the delivery of services, and other related activities. The personal data provided will
be used by DH for the following purposes:-

a) Proof of eligibility;

b) Providing services including but not limited to clinical service, appointment arrangement
and notification and client relation matters;

¢) Record of test results / examination / investigation / treatment for continuation of care or
reference by other medical professionals;

d) Consent for particular treatments / tests;

e) Accounting of expenses;

f) Epidemiological surveillance and suspected outbreak investigation;

g) For notification of tuberculosis or other diseases reportable / notifiable for public health
purposes;

h) Tracing defaulters for follow up / treatment;

1) Assessment for social assistance;

J) For reference in legal proceedings;

k) Record of enrolment / management;

I) For preparing statistics, carrying out research or teaching purpose;

m) For services / manpower development and planning;

n) To facilitate organisation of activities related to health education and community liaison; and

0) Record of visits / enquiries / complaints.

The provision of personal data is voluntary. If you do not provide sufficient information, we may not
be able to prove your eligibility for specific service / activities and cannot provide service / assistance
to you or even the service / assistance may still be provided, you will be charged at the non-entitled
person (usually higher) rate.

Classes of Transferees

2.

The personal data you provide are mainly for use within DH but they may also be disclosed to
other Government bureaux / departments or relevant parties for the purposes mentioned above,
if required. Apart from this, the data may only be disclosed to parties where you have given
consent to such disclosure or where such disclosure is allowed under the Personal Data (Privacy)
Ordinance.

Access to Personal Data

3. You have aright of access and correction with respect to personal data as provided for in sections
18 and 22 and Principle 6 of Schedule 1 of the Personal Data (Privacy) Ordinance. Your right
of access includes the right to obtain a copy of your personal data. A fee may be imposed for
complying with a data access request.

Enquiries

4. Enquiries concerning the personal data provided, including the making of access and corrections,

should be addressed to:

a) The Client Relations Officer of respective centre; or
b) Family Health Service, Department of Health
Rm 1308, 13th Floor, Guardian House, 32 Oi Kwan Road, Wan Chai, Hong Kong

(Rev Oct 2023)
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