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THE CHINESE UNIVERSITY OF HONG KONG
UNIVERSITY MEDICAL SERVICE OFFICE

AIERCHIRIES

Authorization Form for Release of Medical Information
[HZEE > B AR IEARERAR

[Photocopy of the completed form is as valid as the original]

WAER Patient’s Information

WE (EER) EAIRSE (MER/BER/EEEHE) BRI

Name (Surname first) Patient No (Staff Card/Student Card/HKID Card)* Tel No

515 Status: O 224 Student O BB staff O BB Staff Dependent O EAM Others (555£RB) (please specify)
O BIREEE Retired Staff O :EIKEE & Retired Staff Dependent

FREEE&&E 40 8% Medical Information Requested

188 Particulars ##18/8(= Details/Quantity B HHA Period of Information

O {EEamsE
Laboratory Report

O BESE/HRS
Radiology Film/Report

O ZELCH

Consultation Record

O BEHRS
Medical Report

O =i
Others

WMATER/B/EEEAZEE Signature of Patient or Patient’s Parent/Guardian

IERER R Em+)\BEZWA For patient who is over 18 years old

WAZE HER

Signature of Patient Date

WRBERAREKE T/ \BZ2RAS R BEHR M ABEEERXZEFHE Z/RWA For patient who is under 18 years old or unsound mind
BAR /B /BEEALER () BEBMERE

Name of Patient’s Parent/Guardian (in Block Letter) HKID Card No

WAR/B/BEAZEE HER

Signature of Patient’s Parent/Guardian Date

EISHEEEINEE B4 RS @) Authorized Person to whom the Medical Information is to be released (i applicable)

WAR/SER/B/BEEARZLZBARAREBPINABAREEEE D FMATEERABELHE:
The patient and/or the patient’s parent/guardian by signing this Authorization Form gives consent to University Medical Service Office, The Chinese
University of Hong Kong to disclose the medical information to the following person:

EEEEESR (ER BEBMERDG
Name of Authorized Person (in Block Letter) HKID Card No
EREESE EEEIRNS
Signature of Authorized Person Tel No

*  FEMEAREEE Please delete as appropriate
O BEBESZEEAN v Please tick the appropriate box

REEFEER For UMSO Use

282 HHA Issued on

B9 55 H 88 Application received on
O SZEmABSMLR (AR ARTERA/BERESRHERR)
Checked Patient ID Proof (original by patient/copy by an authorized person) CULEAIE Received HKS
0O SEEmAR/B/EEABMR (EX)
Checked Patient’s Parent/Guardian ID Proof (original) §8 S 1% Name of Staff

O BEHERESENERLCHEES MR (EX) BB EE Signature of Staff

Checked Authorized Person ID Proof (original)

(2024-10-07)
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