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Medical Consultation Application Form

AL A For Tzu-Chi Use Only

B A
Received Date

(DD/MM/YYYY)

P I

Serial Number

Contact Date

L/ T 3
Contact Person Tel/Cell Phone
Lo S ) TEE Y

Email Address

215 W

relationship with patient

# 3x/Remark

A.* ¥ 32 & # APPLICANT BIODATA

I:I 9. K f& Public

‘#’ #% & 1» Applicant’s Identity
Z 7% A% B {8 % Tzu-Chi Subsidy Recipient
#7518 % K & Tzu-Chi Care Recipient’s family

5.Z% & I Tzu-Chi Volunteer

I:I 7. %% & T % b Tzu-Chi Volunteer’s family

I:I 2. 2% Ml 1 /8 % Tzu-Chi Spiritual Care Recipient
I:I 4.7 7% % A Tzu-Chi Dialysis Patient

I:I 6.7 % Z % B Tzu-Chi Commissioner

I:I 8. Bt A B # K, UNHCR referred refugee

BB B 4k % Care Recipient’s Name
OR Z % & I Tzu-Chi Volunteer’s Name

(LU L3 27,
(If you choose 3 or 7 above, then this field is mandatory)

AL I2 B )

Residential Address

* % & 3 LAt L St

Patient’s Name Chinese Name

*H G AR A ik

NRIC No. Race

CE R s *EH

Old IC No. Religion

38 P8/ AR * B £ Nationality

Passport No./others

EE" *sw Al [ ]% [ %
Date of Birth (8/Aa /ﬁF /Day/Month/Year) Gender Male Female
*HESER I & d& T3 G INEH
Marital status I:I Slngle I:I Married |:|W|dowed I:I Divorced I:I Separated Unknown
* A 3 hk

*IR T City * L 3% Postal Code
*| & State *B % Country

5 4597 #% Contact No.

& # ik Email Address

% 2.5 4 A Emergency Contact Name

FLMUBATH

Emergency Contact No.

Relationship with Patient
A FEM %

* Jf 3B Compulsory to fill in
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B. J%/& MEDICAL RECORD

B oA * B A 25 54 B AT (& N/A
Disease Current consulting doctor
AR FNLRIED [] %44 Medication (144 Other
Ongoing Treatment (A LB ki Please attach photos)

o SR

Medical History:

poan £ gk
Current health condition:

i B R AL *
Patient’s Description

33 R 42 Questions to Consult :
GPRER BT S B O FI7 ¢ £ HP AR R § 2 R)

it E e \LIX-Ray [ICT [ IMRI D:ffalﬁ Medical Record [ |# % #F £ Test/Report
Attached file |[]7 % p& 5 Patient Photo [ |3 Pe$. 4 Passport scan file
Xﬁﬁr%m«aiﬁ

TR AR FhE o B MR R AR () IR ETR BT R R

59‘1%%*?5%
2. ’stﬂfiméi ﬁj Bivehx kP (RE)E H G 4phd B gl o
8PN A A A b S R 2 P PR R RDR (< ) -
4. '\-”‘iﬂfiz;‘;a P SRR RFL I CEFREAEBG(RE) -

s<Notice:

1. Except the test report and description, please attach the related image file. So our doctor can evaluate disease
condition completely and provide appropriate treatment suggestion.

2. Orthopedics consultation: Please attach X-ray image of diseased region (Necessary) and other related
images.

3. Brain and Neurosurgery consultation: Please attach MRI images of diseased region (Necessary).

4. C-V consultation: (1) echocardiography reports. (2) Images of cardiac catheterization. (Include coronary

angiography)
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C. 3 £ & %] APPLICANT'S DECLARATION

*e 7 - & Applicant Name :

*37¥ > 7 5. NRIC No. :
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Kindly please take note:

As with the name above, | understand, accept and agree with the following application regulations and
willing to give all necessary cooperation:

i.  This medical consultation service is provided on account of the medical consultant is unable to
personally diagnose the patient. The medical recommendation shall be used as reference and it does
not represent that this is the only medication solution or criterion.

ii.  The actual medical examination and treatment required by the patient shall be determined after the
medical consultant’s diagnosis.

lii.  If the patient has any physical discomfort or emergency, please seek medical attention immediately
to avoid any delay in treatment.

iv. Due to personal data protection, please do not attach any information in which consent has not been
given by the patient.

H #f Date:

(44 4% /Name: ) (DD/MM/YYYY)
*WFEE /BB RAELREFT

Signature / Thumb print of applicant

or immediate family member

Applicant aged 18 and below, signature is required from Parent / Guardian.
18 RATWWHE, XKEF/BEHEHFLARL,

Application for unconscious patient, signature is required from the guardian.
VYAHBRANFRY, FRERARL.
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