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Authorization for Collection of
Medical Record Document
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to collect the following document(s) for me /my
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T 52

] Fh¥Fs [] #Rishka+
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A Photocopy of this authorization shall be considered as effective and valid as the original.
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To protect your privacy, please complete and return this authorization letter to Patient Service Office if you intend
to authorize a third party to collect the report and x-ray film.
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Authorized person may be required to show identity document upon collecting the documents and films.
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For queries, please contact: (852) 3971 4406
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