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(if the patient is an adult and does not apply in person, this section must be completed)

U B/ RS fhék B

Name: ID/Passport No.: Contact No.:
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Representative:l:l AR EEEREAEB AL
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I, the abovementioned applicant, now entrust ID/Passport No.

Contact No. to collect the medical report.
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HOSPITAL Ref No.:YKH/CS/008a

Notice for Application of Medical Report

Important Notes

1. Applicants are required to complete the request form and provide the relevant supporting document (see  “Required

Documents”  for details);

2. The information and documentary evidence provided by the applicant will only be used for the purposes of application
review and file handling. Any inaccurate or incomplete information shall be held responsible for all consequences arising

therefrom;

3. Authorized insurance companies or institutions must provide a true copy of a valid authorization letter signed by the
Data Subject or legal representative (together with relevant documentary evidence). The letter must be submitted by
using the company’ s official letter, and must indicate the requesting department, requesting date, and reason for

request.

Location for Application

Location: Reception, Macau Yin Kui Hospital

Enquiry: +853 2832 2283

Service Hours: 09:00 to 19:00 (Mondays to Saturdays), closed on Sundays and public holidays.

Eligibility

Data Subject (should be aged 18 or above; guardian may apply on behalf of their children aged below 18) or person

authorized by the Data Subject.

Required Documents

1.A duly completed Medical Data Request Form;
2.A photocopy of the following supporting documents, applicant must produce the original for verification.

Applicant Category

Supporting Document

Data Subject
(at least 18 years of age)

Identity documents (Macau ID or Passport)

Guardian of children under 18

Proof of ascendant relation and identity document of both parties

Legal heir of the deceased

A death certificate, proof of heir and identity document of both parties

Person appointed by courts to
manage the affairs of the Data
Subject

A court document issued by a court and identity document of both
parties

Authorized person

Authorization Letter and identity document of both parties

Collection and Processing Time

The processing time 1s about 7 working days. The applicant will be notified by telephone.

Required Documents for collection of reports

Recipient

Supporting documents to be produced/provided

Applicant

1. Medical Data Request Form Copy
2. Original ID of the applicant

A third party

1. Medical Data Request Form Copy
2.1D Copy of the applicant
3. Original ID and ID copy of the authorized person
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Charges for Patient’s Data Request
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Insurance Claim(Inpatient/Outpatient Insurance Claim Form)

150/{7 per

Copy

N e

Medical Certificate/Vaccination Record

50/{5 per Copy

it
30/{5 per Copy -
Sick Leave Certificate
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Attendance Certificate
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30/{5 per Copy -
Receipt Certified True Copy
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Report Subsequent Copy E+—HiE Additional administrative
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(black & white) Starting from pagell fee MOP110
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B . N Black & B+ —HiE e _
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white Starting from pagell
Examination IPD,OPD clinical Additional administrative
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Report records & test reports Pt = fee MOP110
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Color 8/H per page
Starting from pagell
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Radiology \ S TECERFTHE 110 7T
AR (FEREIR)
Report 100/5% per CD Additional administrative
Subsequent CD
fee MOP110
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Referral Letter (First Copy)
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Social Security Fund Sickness Allowance Application
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