Patient’s information A ZE]

Name (English) %4 (3£37)

Age TFH#%

HKID No./Passport No. &7 & {7 3iF /£ R 55H5

Patient's medical history j5ARBE

Date of injury occurred or symptom(s) first appeared

RERERHRFHE
DD MM YYYY
H A F

Date of first consultation with you

ETEXRZEEH

DD
=] B

YYYY

. N
Diagnosis 52

Was the patient referred by any other doctor2

EREREEHEMBEEN ?
D Yes & D No &

If yes, please state name of the doctor

e FREE T BRER:

Date of first consultation with referring doctor

EABREERSAEEH

YYYY
-3

To the best of your knowledge, has the patient ever had
the same or similar condition(s) or symptom(s)2

BARFRED > AT B S HIRER SRR R?

If yes, please state dates and conditions / symptoms 412 » :5IR{H B HAR S :

D Yes z&

DNO%:

Was the condition caused by any underlying disease?

ERERETRAMEBETHRRER ?

DYes%

If yes, please state dates and conditions / symptoms W2 > sATeft HERRK IS

D No &

Is the diagnosis due to or associated with any of the following? FZETREH TIIERERHERR?

Oves2
OvYes 2
Ovesz
Oves2

(a) Congenital anomalies? e X1 E &
(b) Heredity conditione iE{H IR

(c) Pregnancy or childbirth? EEZEE 1%
(d) Drugs or alcohol? SETEZNEEN R E

[(InNo=
(LGS
O nom
O nNe=

(e) Refractive error or correction of eyesighte ¥ 148 1E
(f) Cosmetic or plastic surgerye SEATNER FAiT

(g) Routine medical check-upe FITTEEERIRE

(h) Mental or nervous disorderse F51#E% RS

ez
[ yes 2
Yes 2
O ves 2

HECE
O Ne&
O no&
O Ne&

Name of hospital

Bt

Date of admission

UNEA=E

Date of discharge

vy | HiEEEIER

YYYY

Maijor complaints of the patient 3% A I EHHE

(i) Can the treatment and medical test(s) be managed under an outpatient or day care setting?

RRARMBEGERS I UErI R AMEERIETERE?

If yes, please explain why hospital confinement was arranged. ZIAAILL,

SERERE R P ZBHERT.

DYesE

O Now

(ii) Did the Patient take any home leave during such hospitalization? FHAB BTEEFHARIAERIMNG ?
If yes, please provide the date, time & reason(s) of the home leave taken. 2078, 557N H 2R, BHEARER,

DYESIEE

D No &
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In the case of injury, were the patient’s complaints solely caused by this current accident? If not, is there any connection with a previous accident or any other causes? Please specify.

MBRGER  BAZTERBESREREZ IR TR » BETRZ AT RIMNEMERAR? BRAFE -

HEEER (BE2E  RERRF - R - HRERESFE)

Brief discharge summary (including treatments, investigation procedures, results, and/or any complications and follow-up plan)

If the patient had a surgical procedure, please fill in the boxes below HREABIEZFT - sEiRlt

Name and nature of the procedure FiiaiBREHE

Date of the surgical procedure F-4iT B 8

DD MM YYYY
=] B f=2
Declaration B§4EE5HA
| hereby certify that the facts given above are true to the best of my knowledge. 25 ATELEEEEALL EFAE BB BIRIE A AP R EREREER ©
Name of attending physician/specialist Signature and chop
FoBENS BRRES
Qualifications Hospital
HEEIR B
Telephone no. EBzE5RE Date
S DD MM YYYY
=] A F
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