To 3 : The Hongkong and Shanghai Banking Corporation Limited day B /month A / year %

Tt L ST AR AR

Date B

INSTRUCTION FROM HOSPITALISED ACCOUNT HOLDER & F i§ =

Note ;% :

. Please tick where applicable.

FREEEN B ML S8,

. *Please delete whichever is not appropriate. *FEM=TEA%.

. For savings account, please bring along the savings passbook. IBREFOXS , FERAREFEE.

1
2
3. Please sign according to the specimen with the Bank. #FREBFOMEEXEES,
4
5

. The Bank reserves the right whether to proceed with the requested transaction or not. SR{TREEEHITEFIETHEN.

Account Holder Details FO#&8 A&ER

Name of Account Holder FO#& AE#

*HK ID No. / Passport No. / Other No.
*EESHBRE  BRRE  HMHRBE

Medical Certificate &8 (To be completed by a doctor HE£IEE )

AR

1, the undersigned, a registered medical practitioner at

Note 2% : The instructions specified on this form effective only on the date
the doctor signed. ZXEABEFRRELEFE LK,

day B /month A / year ¥

Date B

Hospital certify that the above patient is mentally sound.
ERNEmELE  YBALRALBEHRRBREF.

Signature of Doctor with Hospital Chop B4 #ERERNE

Contact Telephone No.:

X

Full Name of Doctor 44 % : BB ERE IR
Instruction Details 1§ R4
Please debit my account no(s). and
BRAAFOHRMER ki
[ transfer the sum of (Currency and Amount B #R 24) to account no.
HWER EFORE
in the name of
EFMER o
1 pay in cash the sum of | (Currency and Amount E#R 2 8) to *Mr / Mrs / Miss / Ms
xRS FRELE | KK /MBI ZE
(HK ID No. / Passport No. ).
(BRSO BRE  BRES ) o
I 'hereby request and authorise the doctor named above to certify | Signature of Recipient WK A%E For Bank Use Only $RITEA
as to my mental capacity and to provide such further information | (In case of cash withdrawal &%) - -
relating to my health as he or she shall deem fit. AARERR B Signature Verified

IRABEBARANBHRARBRESHAREAARBERINER

Signature of Account Holder FR#HE A%%

Branch Chop and Authorised Signature

OPS242R4-m (240221) |
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	For Bank Use Only  銀行專用
	I hereby request and authorise the doctor named above to certify as to my mental capacity and to provide such further information relating to my health as he or she shall deem fit.  本人現要求及授權上述醫生證明本人的精神狀況及提供更多關於本人健康狀況的資料。
	(In case of cash withdrawal 如提取現金)

