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Notice for Application of Medical History
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Please state clearly all the items in the application form.
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Please complete the form in Chinese or English only.
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A minimum of HK$10 per page per brief medical history and detail medical report per specialty
subject to HK$300 or above. The fee will be confirmed upon requesting.
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Please forward the Medical History Request Form together with the payment by cash or cheque
directly to TY Medical Practice. ~All cheque must be strictly crossed and made payable to “TY
Medical Practice Ltd”.
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No refund of the fee paid for a medical report will be made even if the application is withdrawal
before the medical report is issued.
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The processing time for brief medical history/detail medical report is about 1 to 2 weeks. The
medical report will be ready to collect in TY Medical Practice while informed by our Clinic
Service Associate.

S HpREFHAEeFREL T 20 AR RS A F ARG MR T R - ¥

AT B o



MEDICAL

TICE LIMITED

Medical History Request Form
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1. Particulars of Patient:
AR
a)  Name: (English) (Chinese)
et () (* %)
b) Gender: [J Male [] Female Date of Birth: (yyyy)/ (mm)/ (dd)
T g - 2 p +# ! P

Q) HKID/Passport No
BB L/ PRSI

d)  Home Phone no
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e)  Mobile no
LB

2. Information Requested from TY Medical Practice:
X - Faer R Byl

a)  Period: from to
HEF: A i
b)  Contents: (please tick the appropriate box)
nFE (GFoid 12 4 715
O Brief Medical History
- A TR
[0 Detailed Medical Report
HmF gL
3. Person to whom the medical history/report is to be sent (please tick the appropriate box)
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a) [0 The patient
i kA



b) [ The patient’s parent/guardian
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The patient and/or the patient’s parent/guardian by signing this form consents to TY
Medical Practice disclosing and giving the medical report to the following person:
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Name: (English) (Chinese)
7 (#=) (" =)
HKID/Passport No
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Home Phone no

R

Mobile no
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Home Address
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Relationship with the patient:
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Signature of the Patient
Bl

Date
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(if patient is a minor or mentally incapable)
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Signature of the patient’s parent/ guardian
BARA/EENES

(Name in Block Letters)
B GET THER)

HKID/Passport No
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Date
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