HEIDELBERG
UNIVERSITY
HOSPITAL

International Appointment request / E FrFRZY (6] 15

Dear patient, dear requestor,

In order to evaluate if Heidelberg University Hospital
can offer treatment and in order to prepare an offer for
you, our medical specialists require some basic
information and medical data.

After completion and sending of this form we kindly
ask you to attach your up-to-date medical reports in
English, German, or Chinese.

FEMBE. BARA,

AT HESRERFEEREREBIRIVAT H RS
|, BMNEFERFTE-EEAEEMETBIE.
ARSI REFRERINE, BIVSEEH E&H
HIZEX. BXE AR ETRE .

BEEXRFER
E R AE

Heidelberg University Hospital
International Office
Im Neuenheimer Feld 400

69120 Heidelberg 69120 ;5ER
Germany =E
HiE:  +496221/56 6243

fEH: +496221/56 33 955
e-mail: io.cn@med.uni-heidelberg.de

Please complete this form in English or Chinese. BHEXERSCREE IR
Required fields are marked with *. RSB IUES.
Patient Data / EZ&#
Title* please select... oono Address*
st HrhH*
Academic title please select... oo Zip code / city*
RS BB g A T
Last name* Country*
e , g
F|:st name Phone
i g HLiE

ender* female male
He5I* % U = M e
Date °£ birth* E-Mail*
a2k (yyyy.mm.dd) - (¢/A/8)
Do you require visa assistance? yes ] no Contact person
(Invitation letter for the embassy) = = (if different from patient)
BREBEZIER? BRA
(AfEEABIER) (BFEHRAIEBEERAN)

Medical Information /| Ef7 {2

1. Disease(s) / Symptom(s) to be treated*
BRI/ R

2. What do you expect from your appointment / treatment in Heidelberg (specific indication / desired treatment) ?*

ENESEENTA/ AT AT AHE?

3. Which diagnostic tests were performed during the last 3-6 months? (please provide essential reports in English or Chinese)

(R ERERAEFRERETT) 7

AI3-6 A REZAMLELIIRE? (FRHAEIRPIRNEERE)

Im Neuenheimer Feld 400


Paul
Schreibmaschinentext

Paul
Schreibmaschinentext

Paul
Schreibmaschinentext


Medical Information /| EJF{z &

Imaging techniques / g&4%8

O MR MRI [] CT/PET-CT CT/PET-CT [ Sonography FEh
[ X-ray x-% [] Angiography Mm% [ Heartcatheter g

|:| Endoscopy (gastroscopy, colonoscopy, bronchoscopy, etc.) p#iEkz (8. BHE. X5E8E%)

[ other ! &t

Laboratory tests / K MNRE
[] Routine tests (blood count, etc.) | &z (M%)

[l Special tests: / 5 2

Histology / ss®ins

| Histology
Histological test; Tissue sample taken on (yyyy.mm.dd):

RERT; HFAMET (F£/RA/A):

4. Which treatments have been performed for the disease(s)/symptom(s) mentioned above?
3 bR GER/EER B S PR TATT?
D To date no treatment has been performed
€4 N LR EREMIATT

Kind of Treatment Description (Operation, medication, (Approximate) Duration (yyy.mm.dd) - &/5/g
irradiated body part, etc.) On/From To Ongoing
AT ARE R (FARER, %Y, BUTRHHIZ) FIM... ) EET

O Operation/ Intervention
(e.g. heart catheter)
SRFEAR/NTA (BOSE)

[] Drug therapy
(e.g. Chemotherapy,
other medication)
Z)RTT (A0fkyT . HithZh1))

|:| Irradiation (please add previous
radiation treatment protocols)
BYT (BRSNS R

OO | Oooo

|:| Other
Hith

N

5. Please indicate further relevant diagnoses / igf#it Efthig 36285



Medical Information /| EJ7{z &

6. Do(es) youl/the patient have any infections at present?” | #/®&&EMEEETMRE? *

[0 Unknown - sk [] ves; please describe - 2 / #it Pathogenic agent: - /&
[ no-=&
7. Do(es) you/the patient have any open wounds at present?* | fz/EE s REEEMFARMELEO? *
O Unknown - s [ ves; location - 2 / &
[] no-=&
8. Please indicate your/the patient's present mobility status?* / &k 5/ 5& BaTkgeskoR? *
|:| not limited - 7E1 2R |:| often / usually dependent on a wheel chair - B #/B% EERERH
|:| (partially) bedridden - (&2 ) BMRARE |:| in intensive care unit - EEELIPE

9. Additional information / #z%&EA:

10. Desired appointment date / HZEHNFHABEH (F£/A/R)
|:| Earliest possible appointment date - 747 & &%) H #H
#.H.H

Medical Reports | BT &

Please provide copies of the required medical documents (no originals) *
FREFBETFRENARHEN (FERKIRSE)"

(accepted files, e.g.: pdf, jpg, doc; max. 10 MB per document; not accepted: zip-, rar- or bitmap files).
(BESHSCHE, filan: pdf, jog, doc; PR ATIOMB; TEZMXAFRE: Zip, rarsgbitmapc#f) .

|:| I will send you the copies of the medical documents along with this form via e-mail.
He@Ede-malg BT R EHAME N5 I RIS LE L.

|:| | will upload DICOM files (e.g. MRI, CT scan, heart catheter) via Internet (after sending of this form we will provide an
upload-link.)
BB ML EEDICOMXF (IIMRI, CTHaH, L SE) (EELENFRIERE, BITEHRE E5%E).

[1 1 will send DICOM files on CD-ROM/DVD via conventional mail.
H2EDICOMX#ZI#ECD-ROM/DVD £, FBN AT B .

[J Ithe patient do(es) not suffer from any disease; | desire an appointment for an out-patient check-up in the specialty
department(s) indicated above.
RIBASERBAMER, BAEELANERANSHE.

How did you learn about Heidelberg University Hospital? (check all that apply) / 82T aEEEmE A2 ERN (£i%)?

[] Internet (website or search engine) / [ Treating physician/hospital / &34 E4/Ek
EBW (MIhigR31%) ) -
[] Business partners / &\ &k
[] weChat / #4= |:| Press releases / #gizia
[J Employer/ = [J Heidelberg University Hospital staff member / g2« % Bt E R
[] Embassy/Governmental institution /
R/ TR [ g}fge”

|:| Health insurance / &Rk

|:| Family members/friends / xEERR/BAR



Before you can send this form we kindly ask you to accept the following:
EERRZXRNFREZA, RINBIBBEZUTHRR:

*| am requesting a copy of this inquiry form, including medical data to my e-mail address.

Note on data privacy protection: Heidelberg University Hospital will transfer the data without using any special technological
encryption to the supplied email address. By requesting a copy, | am consenting to the transfer of medical data and | am
also consenting to the further email communication without any special data encryption for subsequent correspondence (for
example: issuance of cost estimate and treatment offer). In case | am not the patient myself, | confirm that | have the
patient's permission to request this copy via unencrypted email and to consent to the further related correspondence to be
sent via unencrypted email.

HEREE—IZEREE AR ET BHEE R pe-mailthit.

KT HERARIFIOEEEI BEEXZERFLETBEMSHRSAMNZNEIEE ME Nemailttit. B ZERK—7DE
&, RESNEHERTER, FEARRRSENERAIBYARE A EFHREEMNZENemal#Tm (flan: KXE
FTERRAMAETET RGN « MREAZRERA, HRIARCHIBENFEBIEARNBReMalRERILEIAR, FEERE
TARMEZEFemailfZ Xt —SHHEXBRE.

*In case any of the documents or information provided is in the Chinese language: | agree that this information is being
forwarded for translation purposes to the collaborating translator of Heidelberg University Hospital via unencrypted e-mail.
The collaborating translators are not employees of Heidelberg University Hospital. All translators are obliged to data
protection and strict confidentiality relating to all medical or personal information which has been disclosed to them.

FEREMEMXHSEEEPXMEAT: HEEETHENEREZXLEEBTARNENeMalE LA 5B EEXRFERS
EMEIFER. AERFRTRBEEXRZERNER. MAMFRAYNENEERIF AN FRARBAMINNETT R PAEE™
FBRIREHI X 55

*| agree that the data and documents | provide or later upload to the telemedicine portal of Heidelberg University Hospital
using the upload-link will be saved for nine months. In case of a subsequent treatment or consultation by Heidelberg
University Hospital | furthermore agree that the data and documents will be saved in my personal patient file according to
the German national legal requirements. In case | do not decide in favor of a treatment or consultation by Heidelberg
University Hospital all data and documents will be deleted automatically and irrevocably after nine months.

*HEBRRRMNIH BT AR L EREEREXRFERTEET ] PMMMEENHREATR . NRAFTEEE
EARFERATREEIATHEN, R —PRBRRZERKRERRFAFZRFGEBENXHREFERDANSELRED.
MRBREFELBEERNZERNAITHEN, FIEEIENXHEEI TR R BBk M.

Send /O 0O Save and send later viae-mail / 0 0 0 0 0 0O 0 e-maild O

After the form has been sent and after we have translated the information provided from Chinese into English, you will receive
a confirmation to the indicated email address.

Furthermore, we will provide an upload link, which you can use to transmit other documents/images directly into the electronic
patient record in our telemedicine portal.

F®ERER, BRNSWERHNTXESEEREX, ZEBEMBENemaitbit K EIRMNNHINE .
S, BATERHE—A LfefiE, SATBEZERER SO/ B S E RS BRI RET PSRN RTRET .

Address (for provision of DICOM files on CD/DVD) it (AFHRZEZREDICOMEEHCD/DVD)
Heidelberg University Hospital BEERYER

International Office E R AE

Im Neuenheimer Feld 400 Im Neuenheimer Feld 400

69120 Heidelberg 69120 ;§{EE

Germany =E

e-mail: io.cn@med.uni-heidelberg.de e-mail: io.cn@med.uni-heidelberg.de

LC
OX
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