LY FRBRRI AL ®

Office for Regulation of % %¥h Reference Number
Private Healthcare Facilities
Department of Health

(¥ FRBHEFEG) ($633%)
Private Healthcare Facilities Ordinance (Cap. 633)

FLRRMEY 34

Application Form for Hospital Licence

b B . BER+rd%n  F5BF ?\F%F?Dh'ﬂﬁé ¥ 3dp 31 PHF(E) 14A % # ?\Ff
Note: J‘m 7 7%= B PHF(C) 11A -
Please read the Guidance Notes for Application for Hospital Licence
PHF(E) 14A and Code of Practice for Private Hospitals PHF(E) 11 A before
completing this form.

2. ﬁ¢@ﬁ%’mﬁkﬁﬁ%vnfﬁPmﬂsf FEH PN AT A e

(£

Submission of application must be accompanied by Checklist of
documents PHF 15 and all applicable documents stated.

3. gag g fprOEs TV R
M Please tick the appropriate box.

4, *P|3 A g ﬁ o
*Delete as appropriate.

EERT % (‘f‘%%‘&{# ) (% 633 )% 93 FooEe A R e ivd
Important REFLEE B BESEFEROMRES T }" PP BEHART

Notice: Under section 93 of the Private Healthcare Facilities Ordinance (Cap. 633),

any person who furnishes in this application any statement or information
that is false or misleading in a material particular may commit an offence.

[ =g = ’3_75 1245 <<-;’r %}%%}&’}#M HY (% 633 ) (iERH) )% 13(1)iFE g e m &

x—ll
This application for a hospital licence is made under Section 13(1) of the Private Healthcare
Facilities Ordinance (Cap. 633) (“the Ordinance”).
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e § @ £ F R EM

Personal Information Collection Statement

T fk FALenp
Purpose of Collection

1.

L% AL g (FE61) D¢ eniBAeY o v R BT e R TR
% BJ® 7 e ’T?—’F ’ 4 gd Frd T r T TR A
The Department of Health (DH) collects personal data during the course of processing your application
made under the Ordinance. The personal data provided will also be used by DH for the following
purposes:-
a. #E (EH);
facilitating the implementation of the Ordinance;
b. 1 (iEH]) % 107 iFXR e P EoKAR
establishing and maintaining a register under section 107 of the Ordinance for public inspection;
c. P (HER) AT EHTERB A TR DR 2
preparing statistics for the purpose of implementmg the Ordinance without showing any personal
data; and
d. = SR T -

facilitating communication among the government and yourself.

IR AR R B NTRE STER TR AL M MY FRBES S MY T
B A F Va2 R MY e

If you fail to provide the required information or the submitted information fails to clearly indicate that
the private healthcare facility fulfils the requirements for the application concerned, DH may be unable
to process the application.

RAAE N 4 g

Classes of Transferees

3.

AT B A T A B AFPIRR A 5 LT A TR R G 5 1A AR50
P ihe B R NG M A LG -

The personal data you provided are mainly for use within DH but they may also be disclosed to other
Government bureaux/departments or relevant parties in the form and for the purposes mentioned in
item 1 above, if required.

BRBATH

Access to Personal Data

4.

g (B A FA(5 8 )ni GI) (% 486 %)% 18 182 2208102 "g& 1 % 6 R %1yt » i {4
PR N N FREEREE R LA R T A il A TR A o &
%@E%%#Qﬁaﬁwﬁ#% ?Mg&k%%o

You have the right of access and correction with respect to your personal data as provided for in
Sections 18 and 22 and Principle 6 of Schedule 1 to the Personal Data (Privacy) Ordinance (Cap. 486).
Your right of access includes the right to obtain a copy of your personal data provided under item 1.
A fee may be imposed for complying with such a data access request.
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Enquiries

50 FHATHRERAFTH (FHRARZ/ABTFTH) vhE o BiE:
Enquiries concerning personal data provided, including the making of a request for access to and/or
corrections of the personal data, should be addressed to:

AR

AB LT LT A 45
44402 %

L ¥

P FRBERE A E
FoafrciE (P4 FRdiE)
T A ¢ 3107 8451)

Senior Executive Officer (Private Healthcare Facilities)
Office for Regulation of Private Healthcare Facilities
Department of Health

Room 402, 4/F

14 Taikoo Wan Road

Taikoo Shing, Hong Kong

(Enquiry Telephone Number : 3107 8451)

# 2! H 42 - B H

Submission of Application Form and General Enquiries

Application form should be submitted to:

§RAG B HE 20
SHFELE 61

CER S LS L T TN DN
PR

Licensing Division

Office for Regulation of Private Healthcare Facilities
Department of Health

6/F, Guardian House

32 O1 Kwan Road

Wan Chai, Hong Kong

—RAHF T UT A AARHASFHRE:
Application form should be submitted to:

% 3% Tel : 3107 8451
@ ¥ Fax : 2126 7515
@ 28 eMail :  orphf@dh.gov.hk

= nt Website :  www.orphf.gov.hk

PHF 14 (2/2025)
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¥ - ;WL f P e
Section I articulars of Hospital

a. %5 fa? v LA
Name of the Hospital in Chinese:

b. Flam~ Lf
Name of the Hospital in English:

Address of the Hospital in Chinese” (referred to hereinafter as “the premises of the
hospital”):

1. #p/4 A5/37R*

i"?\ri

CRE VU¥- T

< B/

k- /4

2. KB/ /AR

f‘?v:

U LA/ A

< B/

A 3 /4

e BB p T A5 g%—ﬁ’* R

# Please use separate sheet if space is insufficient to fill in the addresses
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A FRE e BT SRR
Address of the Hospital in English” (referred to hereinafter as “the premises of the
Hospital”):

1.  Flat/Room/Shop: Floor:

Building/Block:

Number and Name of Road/Street:

District:

Hong Kong/Kowloon/New Territories*

2. Flat/Room/Shop: Floor:

Building/Block:

Number and Name of Road/Street:

District:

Hong Kong/Kowloon/New Territories*

Py B ph e A4 0 ;ﬂ—4tw W
¥ Please use separate sheet if space is insufficient to fill in the addresses

e. "%FE EE N
elephone number of the Hospital:

f. F 7T 'E’ %{'E%

ax number of the Hospital:

g. Fliw 2= b
-mail address of the Hospital:

h,  FrRIgFBRingEp 8.
ntended date of commencement of operation of the Hospital:

PHF 14 (2/2025) Page E5/16



1. Flof TR R ETIRIFREE FRI(FHETHEL 12 2 49772 30FR) !
cale and scope of service intended to be provided in the premises of the Hospital
(including all information listed in Tables 1 to 4 below)

% Table1 : fif:‘u:)?‘ai}*i'zﬁ’

Number of in-patient beds

EP TRpe 38 ® /PR3- BB 8 B
Item Clinical Department/Services Number of In-
No. patient Beds
A. AP of o Rk FR73
Clinical Services with Provision of In-patient Beds
Al. R R R AN | IR «rl%‘)?% 5 P
Intensive and high Intensive Care Unit! Bed(s):
dependency care i
pendeney S #
High Dependency Unit? Bed(s):
o BOIF ISR Gk
Neonatal Intensive Care Unit Bed(s):
A2. AFETHEZR é’r_%iiﬁﬁx T
Maternity unit and Maternity Unit Bed(s):
nursery yarn T
Baby Cot Cot(s):
A3. 3k SE SRR A R 5 e
Paediatrics Service Paediatrics and Neonatal Unit? Bed(s):
Ad. | AT 3 A3 IR b B T B Ak TRk PR o
(o4 p ﬁi N ?}%ﬂ ~ 7st N -ﬁ‘%—;fﬂ ~ A 7st NS )?5 %) Bed(s):
Other Clinical Services with Provision of In-patient Beds
(e.g. Medicine, Surgery, Orthopaedics, Gynaecology,
Psychiatry, Mixed Ward) excluding items A1 to A3 above
A5 |1 B (ARpHAE)" ¥
Subtotal (Total number of in-patient Beds)* Bed(s):
*Sum of A1 to A4
* Al X A4 thide

Ve e g FEE 2 2247 5% 3% Include critical care units and paediatric ICU

2 e pp I Y
care baby units

3 A2 35 BB s2p e b Exclude baby cots in item A2

Cou gk 5 & AT B 24 9|25 5 Include special care units, coronary care units and special

PHF 14 (2/2025)
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% Table 1 (¥/cont.): P & &P

Number of day beds
7P Ttk 38 ® /PR 7% Bk P
Item Clinical Department/Services Number of Day
No. Beds

B. B o TRk IR TS

Clinical Services with Provision of Day Beds

BI. R T PRI AR
Haemodialysis service Bed(s)/Chairs:

B2. i B LR PRFE R
Chemotherapy service Bed(s)/Chairs:

B3. | pRp (R SR BF R IRE) FE
Day Ward (Day Surgery or day procedure* service) Bed(s)/Chairs™:

B4. & F IRIE (EL?'%”»}]% %) P 6
Accident and emergency service (observation ward) Bed(s)™

BS. |13 (P W A" FE
Subtotal (Total number of Day Beds)* Bed(s)/Chairs:

*Sum of B1 to B4
* Bl I B4 énfqr

C. [# 3" AMBY 7 F T ol f Hel
(R & 4903 530 % 1 NIk 2 P B RHAS 2 BS e
&4r)

Total number of beds in the premises of the Hospital included Jk /Beds
in this application for licence (including all in-patient and
day beds as listed in Table 1 only (Sum of total of AS and

B)))

PeREA R R AR w2 R ¥ % 42 éh% 4% Include gynaecology, orthopaedics, ophthalmology,
IVF Centre and other specialties which day procedures are performed

S AR T *# # Exclude recovery beds

S ZREE ok EIAEKER mﬁfs’{* ",/TT ¢} Exclude beds in consultation rooms, treatment rooms or resuscitation bays
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% Table2: & 7 4% %K % ik FRI3
Clinical Services with Special Facilities
P Tk PRI% & A 2B 5 B/ Ak
Item Name of Clinical Service B
No. Number of
Procedure Beds/
Rooms
A. A& F Fﬁ'ﬁ' (é_ %) ' . ]’;*e-d(sy:
Obstetric Service (Delivery Suites)
B. o} ,fﬂ PR 5% £ i3 5
. . . Room(s):
Surgical Service Operating Room
RE R H:
Recovery bed® Bed(s):
j:a’.“ > - = 5k A o
C. N A PR T* Cl. %% PESR Room(s)
Endoscopy Bronchoscopy room
Service’ oF TR
2. :E' R " A (A # FRZ}K% ) Room(s):
* [a
Other endoscopy!® (excluding
bronchoscopy) room
T Bty
Recovery bed?
D. IS BTIR I% DI1. /i »3xsf2 B 5 R
Radiology Service Interventional Radiology room
Lo ’ 5 R
(a) - ?.%g/ Room(s):
Angiography!! '
(b) # s /i » 3z &H42 B Other Ii*o':ir:l(s):
Interventional Radiology procedures!'? '
D2. ¥t B (Bt L EFH)SF Room(s):
Diagnostic Imaging (Magnetic
Resonance Imaging) room
@‘ EL}I% ’}ik #B*e:d(s):
Recovery bed®

5
BN

Do

7 %ﬁ meﬁa }?’y%ﬁi
§F st e
hospital beds
TR

p ozt
p a7t

RYRE R EF O BLELR “,/TT (e B~ v

PRES S B

_ﬁ_sgﬁ—_\

A 4% . Delivery beds are not counted towards total number of hospital beds
i Post-anaesthesia recovery beds are not counted towards total number of

%7 % %2k 4) Excluding endoscopic

procedures that could be performed at bedside or in consultation room (e.g. rhinoscopy, laryngoscopy, protoscopy,

diagnostic cystoscopy)
0 3 & ¥R

Uodrimin R GERE Wil R B

EB A MR 0 blhoR R

B dt

BAER S B(XF 3 ﬁ"f ?}) Rooms primarily used for endoscopy (excluding bronchoscopy)
;’-ﬁ ,ﬁl‘?ff’:iﬁ Fﬁ

Wi g

Include any intervention with insertion of catheters or equipment through the blood vessels guided by imaging e.g.

arteriogram, vascular stenting, cardiac catheterisation
2 EHERE b FF merﬁ Ba A orxsthp Thiede s ) hiz @ 2 # 424 Include any other procedures classified as
“advanced examinations” under the subspecialty of interventional radiology by the Hong Kong College of Radiologist
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% Table 2 (¥ /cont.):

B J IR TRk IR

Clinical Services with Special Facilities

T R IRTE LA BA % B/
Item Name of Clinical Service Number of Procedure
No Beds/ Rooms
E. R O LB FIRTE | ARR SR Room(s):
Lithotripsy Service Procedure Room '
@’ E:}I% i ge:d(s):
Recovery bed®
F. A S5 Ry PRTE 55 ;ﬁQ
Radiotherapy Service '3 Procedure Room -
i T o
8 Bed(s):
Recovery bed
G. 7 FLIRGE 7BV E Romm(s):
Dental Service Dental Surgery '
1 g .
Recovery bed® Ped(e):
H. Lz Iar (&#F) Bav(s):
Accident and Emergency Service (Resuscitation Bay) Yy
I. W BEARAR f SRPIREHE QQQ
Isolation room with specialized ventilation setting '
% Table3: H i fRk IR
Other Clinical Services
P TRk IR F FE
Item Name of Clinical Service
No
A. éﬁi 25 PR I% %_Yes/ F No*
ut-patient service by medical practitioner(s)
B. v %5 F® 25 PR G% %_Yes/ % No*
Out-patient service by Chinese medicine practitioner(s)
C. P3R5 F PRI %_Yes/ # No*
Physiotherapy service

13 & J2% st £ ¥ Include radiosurgery

PHF 14 (2/2025)
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% Table 4 : gk L $EIRT3

Clinical Support Services

P Ttk L EIRTE L fE rE/5RE
Item Name of Clinical Support Service # B
No Number
of
Locations/
Rooms
A. EL (e HLEE) #_Yes/ F No* | =&:
Pharmacy (including drug store) Location(s):
B. # 7 W w e W PR A3
Aseptic Preparation Service
Bl AJZ in % fr i (2 #2470 % F % 3) L Yes/ 3 No* | o7 %
Cell and tissue processing (including stem cell '
laboratory)
B2. 34 fie { i & _Yes/ % No* @ﬂ&

Cytotoxic drug reconstitution

2 n - | 3 3 ) FES
B3. %};:)ﬁ/ﬁ“ B i st® (@ 353 %8 4vik | §_Yes/ E No* Room():
S A
Radioisotope injection preparation (including
cyclotron unit)

BB (¢4a8isty Rinz B R A%ESF | L Yes/ 3 No* | 7F ™

&@i’ﬁ"l ) Room(s):
Others (including total parenteral nutrition or
sterile drug preparation)

C. h TLPR A
Pathology Service
Cl. - ﬁivﬁaﬂﬂﬁiﬁ &_Yes/ F No* | 7 if * NA

General pathology service
CL 22y 2 kTR DERTHRT | 5 ves/ 3 No* | pes
R :
Medical laboratory at biosafety level 3 or ~ oom(s)
above

D n B 0 :

. Yes/ F No* | # i ¥ NA
Blood bank ! ~ #

E. Pk B2 LR E A AL % Yes/ % No* L:ﬁ:_ |
Central processing facility for sterilisation of ocation(s):
medical and surgical instruments

F. G &_Yes/ F No* | 7 if * NA

Mortuary

U hRnier R AEUApPERL/B RO E > TR 2 L RIS BN o Referring to the room(s) where the aseptic
preparation/reconstitution is actually conducted, even if it is located inside the pharmacy service location.
5 p¥is 4 % & * % Dedicated blood storage area
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FoAe ¥ AT
Section Il  Particulars of applicant
a. ¢ ;;Li CTRBEAY GRaEF s ep 4t TV 5L 31395 PHF 15 3 i 4y
T_~ f;) :
Type of Organisation (Please tick the box as appropriate and provide the required
document(s) as set out in PHF 15) :
1. 72 4% 4 Statutory Body
2. =& Company
3. B 2 A Mgt g p 12 2 ey
G )
Other Body Corporate (other than those
under items 1 and 2 above)
(Please specify)

oo

b, HHRATEBMERERT IR - AGRARE S R TV B
Please fill in one of the fields below according to the type of organisation (Please tick
the box as appropriate):
O 7% % 225048
Business Registration Number

O & 32 st 8 & 2 4 B rikype
Z B (4o * )
The Ordinance by which the Statutory
Body / Other Body Corporate is
established (if applicable)

c. EEY < ZF:
Name of the Organisation in Chinese:

d. Mg E L
Name of the Organisation in English:

PHF 14 (2/2025) Page E{11/16



e. SEEN PET  / BHY Yo
Address of the Company’s registered office / Organisation (Chinese):

HiE/4 A/ AT

f"'?vi

[ty A R
¥ %%

A /4

f. NP Y e/ BREE Y B ou
Address of the Company’s registered office / Organisation (English):

Flat/Room/Shop: Floor:

Building/Block:

Number and Name of Road/Street:

District:

Hong Kong/Kowloon/New Territories*

g R
Telephone Number

h. B2

Fax Number

1. ClE P2 I
E-mail address

PHF 14 (2/2025)
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ke R £
articulars of the Authorized Representative of the Applicant for this Application:
1. PR rL(RERABYEATTIELE)
Full name in Chinese (must be the same as the one shown on Hong Kong
Identity Card):
A4 /&L %ﬁ 4 *

2. B2 EAELERMTTELR)!
Full name in English (must be the same as the one shown on Hong Kong Identity
Card):

Mr / Ms / Dr*

Surname first, then other names

3. o/ BB
Position in the Company /
Organisation:

4. Ak RS
Hong Kong Identity Card Number:

5. R
Telephone Number:

6. B 5

Fax number:

7. B ol
E-mail address:

PHF 14 (2/2025) Page E13/16



RS RAEPFBEFRREOTH

Section II1 Particulars of Chief Medical Executive appointed

a.

FHEFRAE S 2 2 R AR Y DR L LAR)

¥4

Full name of the Chief Medical Executive in English (must be the same as the one

shown on Hong Kong Identity Card):
Dr

Surname first, then other names

Akl
Hong Kong Identity Card Number:

1 (F 2300 5 60) (3 161 )30 o

EERE L
Registration Number under Medical
Registration Ordinance (Cap. 161):

1 (F230p i 60) (% 161 )7 =3t

poE
Year of First Registration under Medical
Registration Ordinance (Cap. 161):

TG (+#%)
Telephone Number: Mobile

LR

Fax number:

T B Pl
E-mail address:

(52 %
Office

PHF 14 (2/2025)
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Bu s ¥l g
Section IV Declaration of Applicant

A T e 2D 0 AR S WU oS
(2 P/ b4/ A B 7)
I, being the Authorized Representative of ........ ... e,
(Name of Company/Statutory Body/Body Corporate)
hereby declare that

I A Nt ¥ hF b (“ﬂx?ﬁr*” AT g H S B AR M DFC AR R ShiE AT
moﬂ\& [ FEPG DAL ZROF ERESFIRSTOY R E
}aﬁ«;;? E G E AL e

The use of the premises of the Hospital under this application (“this Hospital”)
complies with the conditions of the Government lease concerned and I / we
understand that it is my / our responsibility to ascertain that the use of the premises
of this Hospital is in compliance with any relevant Ordinances and Regulations.

2. A4/ 2EFCRHIRFR TREBAFTHEEY o

I/ we have read and agree to the “Personal Information Collection Statement” .

3. EZ u:m%ﬁzz»m}z B RE(ER)®SLE S52iFT Fﬁé%ﬁﬁﬁzm@ A
T_o 4o £ E e 7)2%1;&:”*5"*“@1?)3?]9‘*7 BAE BT AL/ ZER
FE -4 F*Am%z}mf}{ g o qu:}}? (iE6]) & 49(4)1»»1’!*?,,&?"75
Bgde3 4 14 2 p u*m*ﬁ’frfsr*%‘f FRBEREAESZ

The Chief Medical Executive appointed has satisfied the requirements for chief
medical executive as stipulated in sections 51 and 52 of the Ordinance. If at any
time the Chief Medical Executive appointed no longer satisfies the above-
mentioned requirements, [ / we will ensure that the Chief Medical Executive in
replacement will be appointed as soon as possible, and notify the Office for
Regulation of Private Healthcare Facilities of the Department of Health in writing
of the change within 14 days after the change has occurred as stipulated under
section 49(4) of the Ordinance.

4, AA ) ZEpg ﬁ*dxv‘ et L e8P E (2 45 PHF 16 ~ PHF 17 %

: 3 x4 @Wi iaw%?w¢4@Wmﬁm¢ﬁé

m?{»m*)p ia? ’/Eﬁz 9\%5&1 2= 2K N —::::ﬁg«s (A
1F A F PR

I/ we understand that when there are any updates or corrections of the information
in the declarations submitted for this application (including those declarations
made by the applicant, each director of the company/body corporate and any of
the members or officers of the body corporate concerned in the management of
the body corporate in PHF 16, PHF 17 & PHF 18), I/ we shall notify the Office
for Regulation of Private Healthcare Facilities of the Department of Health in
writing of the change within 14 days upon knowledge of the change in information.
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5. AL FERP G AFRAER L LR FREAEE] L 2NFE . §
;g.wrm\ﬁ}:*«%m(nwu>> MR E S FRRR AT R L ¥ ¥

I / we understand that the licensee of this Hospital is wholly responsible for the
operation of this Hospital, including ensuring the hospital’s compliance with the
Ordinance, conditions of the licence, code of practice for hospital and any
directions given by the Director of Health for hospitals.

\_‘-

6. %#A,h%i%%wiiﬁﬁ%ﬁﬁﬁf*J'H%‘m?“

2 B FE R e
BE S 7 gﬁrw g;hw/z}ﬁkﬁfﬁww PRh AR 2 (7 AT A
=
R

P

4
v ~mh

2

5 1
TR R4 FERAESEFRE 2 L G BB Bt
FEE RE o A A /—%’.Eﬁﬂgﬁ’}’l%<v+m> F O3 T ER A AR B
SR A B AR RS LR A A SR

The information provided in this application form and submitted for this
application is true and correct to the best of my / our knowledge. 1/ We will
ensure that all information and documents to be provided to the Government from
time to time in relation to the application (whether in our possession or not) are
true, up-to-date, accurate and complete in all respects. 1/ We understand that
according to section 93 of the Ordinance, any person who furnishes in this
application any statement or information that is false or misleading in a material
particular may commit an offence.

EERCLESF (K7 50)
Signature of Authorized Representative
(for and on behalf of applicant)

N CEN T
Company / Organisation Chop of the
applicant
p
Date

PHF 14 (2/2025) Page E{16/16



FLEFY FRBERENSZ
Office for Regulation of

Private Healthcare Facilities
Department of Health

#h % %% Reference Number

(F¥ FRIBHFES) ($633F) FRUMEY 3
Application for Hospital Licence
under the Private Healthcare Facilities Ordinance (Cap. 633)

2 @ -;3— H
Checklist of documents

Fraegga RpOgr T SR kdyTaump o
Please tick as appropriate and provide the required items

>
v 2R -

Part A -

MY TR
Information relating to the applicant:

B P
B
Item
No.

we ;:‘,?—A T3
Checked by

g * ey ¥ H-4 Applicable to all Applicants:
Applicant

B IRE B
Official Use
Only

1. ML HE L ERIEF AR d

Completed and signed/stamped of the following forms: © KR

(1 ¥ g e ¥ 3% PHF 14 Submitted
Application Form for Hospital Licence PHF 14

(i) ¢ 5+ %P % PHF 16
Declaration by the Applicant PHF 16

OEERES =72 ESN & X3
Declaration by each Director/Officer of the Applicant:
o A hEE/F s | EPE PHFLY
Declaration by Director/Officer of the Applicant PHF 17
o A hEE 2 22 A B AP $ PHF 18
Declaration by Director of the Applicant which is a
Company or Body Corporate PHF 18

(V) Fra¥ir o E £0 4 PHF19
eclaration by the Chief Medical Executive of a Hospital
PHF 19

O
©ER
Submitted

2. | RYFABREIEL ALY FFRYROG MEP 2 2(2 4 | O

do N2 A BRHOET g T MIREDT 5 AR) s R
Documentation substantiating authorization for the authorized Submitted
representative to represent the applicant in the application for
hospital licence (including a resolution in writing passed by the
Board of Directors of the company or body corporate relating to
the authorization)

O
¢ ER
Submitted

PHF 15 (2/2025)
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VA AR TGy E R (GFAF g A T ) -
Applicants please refer to the following categories to provide the required items (Please tick

the boxes as appropriate) —

ALl FEe i
Category of Applicant Required items
2B TEF HH 3
Statutory body Item No. 3

27 TP e A
Company Item Nos. 4

B NP R & ) e R k4 TP 55 16
A body corporate other than company or statutory body Item Nos. 5t0 6

B | Ae¥ gt R T B AR | BPAIER
%% | If the applicant is a statutory body: Checked by Official Use
Item Applicant Only
No.
O i O i
applicable applicable
O 7 i #
Not
applicable
3. Wi M2 Wbl 2gF ¢haF & | 0O @ & O = &%
¥ 8~ Submitted Submitted
Copy of the list of Directors of the Board of
Directors established under the relevant ordinance
ST HILE XY P WA RT | B EER
$%. | If the applicant is a company: Checked by Official Use
Item Applicant Only
No.
O s # O s #
applicable applicable
O 7 i #
Not
applicable
4, FELERAN (Gldcd 2 Fap merdz 280 ¢ K2R O = H=
NARL1) Submitted Submitted
Copy of Director’s List (e.g. “Form NAR1” from
the Companies Registry)
BP |l A REAITNZ BRI C AW | B AR A
S BE "ﬂ: Checked by Official Use
ltem If the applicant is a body corporate other than a Applicant Only
No company or statutory body:
PHF 15 (2/2025) Page E 2/10




applicable applicable
O 7 i #
Not
applicable
5. FOpAR B B GlEp 22 A MM aER 2 2R | O © &R O = 52
* Submitted Submitted
Copy of valid documentary proof of registration /
incorporation as a body corporate under the
relevant ordinance
6. VA E R AR A BlSoEe S | O ¢ &R O = %=
Re®at fenl 8 pli Submitted Submitted
Copy of the list of directors of the applicant, or any
of the members or officers involved in its
management
z I - ﬁfmm
Part B - Iﬂnfo ation about the hospital :
WP CoL I sl B IRER
Ltk i * ey ¥ -4 Applicable to all Applicants: ChECK_Ed by Official Use
Item Applicant Only
No.
7. cELhFRMRY I3 PHF 110 O = H%= O = %R
Completed “Report for Application for Hospital Submitted Submitted
Licence” PHF 110
8. kT wm BB O = %= O = %=
Layout plans of the premises of the hospital : Submitted Submitted
(i) =& BRI A ]2 1:200 bl W 2
Layout plan of each floor of the premises of
the hospital drawn to the scale of not less
than 1:200; and

(i) = BPR/E=BA(e 32977 Th 2 o
BAPRFAE =) 7 o] 1:100 v g
Layout plan of each service/unit (including
all clinical and supporting services/units) of
the premises of the hospital drawn to the
scale of not less than 1:100

EERE A 5 ‘f\ ¥ B 3‘ 3l

Note : Please refer to the Gmdance Notes for

detailed requirements.

9. Fat SEe 8 #7dp L 4+ Portable Document | O © &% O = &=
Format (PDF) 3% e Fof T o i % Bl Submitted Submitted
3 g~
Electronic copy of the layout plan of the hospital
premises specified in item 8 above in Portable
Document Format (PDF).
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H P oL O A EPIER
Stk F* ey ¥ H-4 Applicable to all Applicants: Check_ed o Official Use
Item Applicant Only
No.

10. EF R Hu g fad Nanprpry 200 | O ¢ &R I
- EABR] ERE Submitted Submitted
Approval document for general building plan
issued by the Buildings Department or other
authorized parties

11, [2ATBEFFIFLER2FREFEA | T ° 82 O = #%=2
Pt Submitted Submitted
Consent for commencement and carrying out of
Building Works issued by the Building Authority

12. d T A 1IRBRMNEEFEF A anzp ¥ |0 %R I
FREF LT AR D ek e %— s B OB Submitted Submitted
R A KR P IR B ORE R R F T
%ﬂ‘%%’ T pleng foa Kkt
A certificate of design in prescribed form issued by
a Registered Professional Engineer of the electrical
discipline or building services discipline that the
electrical installations in the hospital have been
designed in accordance with the relevant
internationally acceptable healthcare engineering
standard(s) and the requirements of the Code of
Practice for Private Hospitals.

PHF 15 (2/2025) Page E 4/10




H P CEA N Sl PR IRER
Stk F* ey ¥ H-4 Applicable to all Applicants: Check_ed B IRl Bk
Item Applicant Only
No.

13 |13+ 4fim O = $#%2 O = %2
Main electrlcal system schematic diagram(s) Submitted Submitted

14. | ¢ R EFEF DB BIRFHT 4 XL § R O = #&2 O =%
Schematic diagram(s) of electrical installation(s) Submitted Submitted
for individual service(s) with critical care area(s)

15. IBFTAXKKT R O Qﬁ"_@ O Q#’t?
Main electrical equipment layout plan Submitted Submitted

16. | ¢ eMEEFEFARUIRBOT S KEFEM O = &2 0O = 3#2
Layout plan(s) of electrical installation(s) for Submitted Submitted
individual service(s) with critical care area(s)

17 | d g4 1mfufBeeg faugmp 21 [0 2 £2 IR
FREF LT AR B S Rpmp o g Submitted Submitted
FlRRMaF R OT 4 X8 2 1540 M ORE & or & or
E AR X K2 S B AP RF IR
3R AT O # g * O 7 3 *
A certificate of compliance in prescribed form (R AR Not
issued by a Registered Professional Engineer of the W R) applicable
electrical discipline or building services discipline Not
that the electrical installations in the critical care applicable
areas of the hospital have been designed, installed (to be
and completed in accordance with the relevant submitted
internationally acceptable healthcare engineering before
standard(s) and comply with the requirements of inspection)

the Code of Practice for Private Hospitals.

RN FEARARII0BIIFR SR
Note : Must be submitted at least 10 working days
before site inspection

PHF 15 (2/2025)
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H P CEA N Sl EpIWEE
%% | g areid ¢ -4 Applicable to all Applicants: |  Checked by | Official Use
Item Applicant Only
No.

18. | d WA B3y Fulaiap ZE¥1pir | O @ %R O = &=
TR AR Mkt E o %& KL el Submitted Submitted
b2 23 A R2 R Ap R R 2
ﬁ%l‘%% R e fom Kt
A certificate of design in prescribed form issued by
a Registered Professional Engineer of the
mechanical discipline or building services
discipline that the ventilation and air-conditioning
systems in the hospital have been designed in
accordance with the relevant internationally
acceptable healthcare engineering standard(s) and
the requirements of the Code of Practice for Private
Hospitals.

19. A b EEH AT F RIERPIE B I O = #=2
Main ventilation and air-conditioning system air- Submitted Submitted
side and water-side schematic diagram(s)

20. | BR[PRAFOEGRE R KT F BRI B O = #=2 O = &=
Air-side schematic diagram(s) for individual Submitted Submitted
service(s) with specialized ventilation systems

21. ARWEREZTAERGT R R O = &% O = &2
Main ventilation and air-conditioning equipment Submitted Submitted
layout plan

22. | BR|PRIRTFFRE b A 5T B B O = &< O = &<
Layout plan(s) of specialized ventilation system(s) Submitted Submitted
for individual service(s)

23. d WA S8R F R Ry &2 fefr | O &3 O = &=
NI AR R AR BEP T B TR Submitted Submitted
IR bk S 1395 4p B m]_aZ]Kﬁ—f Bl 2 & or & o
PR R AP EFRFRY BT R
A certificate of compliance in prescribed form | O 2 i » O # i *
issued by a Registered Professional Engineer of the (R EARR Not
mechanical discipline or building services 4 ) applicable
discipline that the specialized ventilation systems Not
of the hospital have been designed, installed and applicable
completed in accordance with the relevant (to be
internationally acceptable healthcare engineering submitted
standard(s) and comply with the requirements of before
the Code of Practice for Private Hospitals. inspection)

IR FRMRRTICI0OBIITE THER
Note : Must be submitted at least 10 working days
before site inspection
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WP oL O A B IRE R
%% | g2 areid ¢ -4 Applicable to all Applicants: |  Checkedby | Official Use
Item Applicant Only
No.

24, d R AR AR EG Rwaiap H¥ampiF | O %R O = #=<
PIETE AR D HTR R E > P ¥ ke Submitted Submitted
RoF R k2 1R MR R 2
FRFRF T R fx3
A certificate of design in prescribed form issued by
a Registered Professional Engineer of the
mechanical discipline or building services
discipline that the medical gas pipeline systems in
the hospital have been designed in accordance with
the relevant internationally acceptable healthcare
engineering standard(s) and the requirements of the
Code of Practice for Private Hospitals.

25 | B M F O F O =3 O =32
Main schematic diagram(s) of the medical gas Submitted Submitted
pipeline systems

26. | BupRAROF R F AP E KA R O =3 O =32
Schematic diagram(s) of medical gas pipeline Submitted Submitted
system(s) for individual service(s)

20, | A EFRHFMEE LKA B E O =32 O =32
Main medical gas pipeline system equipment Submitted Submitted
layout plan

28. | BRIPRAFOF R F A E AT R O = %2 O = %2
Layout plan(s) of medical gas pipeline system(s) Submitted Submitted
for individual service(s)
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> : N i BN IRE R
S¥ | HTF P 4 Applicable to all Checked by | Official Use
II\'Icem Applicants: Applicant Only

0.

20. | d W ANAEFEG Aulhap L ¥4 | O R O o= 32
FRITE AR B S RRER > Submitted Submitted
FlremPF Rf Wi g 52 12954p b R X or % or
RERERP X LR A BLEPRFR
F IR Rl aH R O 7w O 2
A certificate of compliance in prescribed form (v AR Not
issued by a Registered Professional Engineer of R applicable
the mechanical discipline or building services Iz;lp?glicable
discipline that the medical gas pipeline systems (to be
of the hospital have been designed, installed and submitted
completed in accordance with the relevant before
internationally acceptable healthcare inspection)
engineering standard(s) and comply with the
requirements of the Code of Practice for Private
Hospitals.

EIRENFEARZED IR WHER
Note : Must be submitted at least 10 working
days before site inspection

30. |def VAo d o megrd 3ot | O ¢ R O < #2
Bdp v Submitted Submitted
Any other relevant document(s) stated in the X or X or
specified list of document issued by DH if a g g
Letter of Intent was submitted O # g% O % *

Not Not
applicable applicable

PHF 15 (2/2025)

Page H 8/10



G TS I
HP | dest i IR A LM B LS B Check_ed by Official Use
% | SR Applicant Only
Item | If services provided involve aseptic preparation | 0 7 if * O #:*
No. | service for injectable products: Not Not
applicable applicable
31, |R%Bwnv %= EZ A FEKRFL nEprse |0 #R I
FoR e A 5 R E (M40 & W GMPA ‘&E\' ISO Submitted Submitted
5aThB T TR (MRS EE)) £ or & or
Cleanroom certification report issued by an| O 7 i * T
internationally recognized third party (e.g. meeting (jfg’ i”;jﬁ“ NOt_
European Union GMP grade A environment or 1SO ﬁoiﬂ #2 applicable
Class 5 of air cleanliness by particle concentration) applicable
(to be
WLV EEARICI0BI TR AHER submitted
Note : Must be submitted at least 10 working days before
before site inspection Inspection)
& or
O #:§*
Not
applicable
32, | Ay PHRPIEEL > NEP B ERERT | O ¢ #R O = #%=2
A% AR B RE Submitted Submitted
Microbial testing reports showing compliance with & or & or
requirements for the relevant clean room(s) in O 3 i » O 7 i »
accordance with international standards (353 # AL Not
Za k) applicable

I IRENERARART P10 B TT RHER
Note : Must be submitted at least 10 working days
before site inspection

Not
applicable
(to be
submitted
before
inspection)
& or

O % :F*
Not
applicable
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e AR | wpmgy
FP | 4otk W IRIE W 2 L 0 KR FL WA C:ec'ﬁiinbty Offgu:ll Use
%% | BPRTE PP y
Item | If services provided involve aseptic preparation | 0 7 if * O #:*
No. rvice for inj le pr :
0. | service for injectable products Not Not
applicable applicable
3. | AAEAEARG R F(GlrL 2 2 -WE I | O © %2 0O = 3#2
BE)RIGEAR L P B A R RT M oE Fi Submitted Submitted
AR BEE(HAe £ 5E GMPA & & ISO5 &% . .
" s , L g or g or
Bz F RERMUMAERFE))
Acceptance reports for equipment for aseptic| OO 7 :f * O 7 i *
preparation (e.g. biosafety cabinets and pharmaceutical (3 F AR Not
2 2 Y H
isolators) showing compliance with internationally 4 L) applicable
i i Not
acceptable standards (e.g. meeting European Union applicable
GMP grade A environment or ISO Class 5 of air (to be
cleanliness by particle concentration) submitted
before
S L FVABARRT S 10 B FE PR inspection)
Note : Must be submitted at least 10 working days
before site inspection
34. | AR AP R A P PR > EP B 6 | O ® R O = &2
BT i ﬁﬁi’?ﬂ e B2k & 49 MR E > Bido: 4 Submitted Submitted
N s ::‘ v = B4 Bg
%""f iﬁ{r% el A E _ _ _ & or & or
Microbial testing reports showing compliance with the
relevant requirements for equipment for aseptic | [0 7 if * O 7 i *
preparation (e.g. biosafety cabinets and pharmaceutical (3 F AR Not
25 L Y H
isolators) in accordance with international standards L) applicable

I ENFERBRLICI0BI T R
Note : Must be submitted at least 10 working days
before site inspection

Not
applicable
(to be
submitted
before
inspection)
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