h3 BETRECHOELAS (AER)
%1@ iﬁ Electronic Health Record Sharing System (eHRSS)
BHASFES HERSRIEEEARFHEER)
"Health Withdrawal Consent Form

FRERTHEL HKSARGOVT (To be Completed by Applicants Registering by Not-in-person Means)

BLE - BEEZERANER

PART 1 - Healthcare Recipient's (Patient's) Particulars

BEHELR B 4 WS (B (WEH)

Surname in English Given Name in English Name in Chinese (if applicable)

BG5S ( ) HAHEA H H i
HK Identity Card No. Date of Birth Day Month Year
TR Sex 5 Male 2 Female

UBFEBRFIERA A - SFHEHALS (a8 S &k
For non HK Identity Card holder, please fill in information of other identity document
HER] Type FESE S MIE Issuing Country/Region S5 (49%1% Document No.

F2H - ERBHEBARNR
PART 2 - Request Withdrawal from eHRSS

AN EE SRR Y B T (R R AT 5% L 38 S 400 (B i £ 50)
| request to withdraw registration from the Electronic Health Record Sharing System (eHRSS)

B3 - BB ST B

PART 3 - Healthcare Recipient's Signature and Declaration

WBRBHEZERFERTARLARENETERNAL - ERERIFIENEE N EFE - Rt BB - WARERHE
REEIRBAR -

If the healthcare recipient is aged 16 or above and is capable of giving consent but cannot submit application in person,
the healthcare recipient may authorise a representative to submit application on his / her behalf. Please fill in PART 3
and PART 4.

WEREHEDE BT AR T RERERH T A BREEE L TREBNAL » IMEEEE > MAREREA JRHEEEEES
B EB6ER -

If the healthcare recipient is a minor aged under 16 or a person aged 16 or above but incapable of giving consent, no
entry to this part is required, and the application should be submitted by a Substitute Decision Maker® on his / her
behalf. Please fill in PART 5 and PART 6.

TEBRBEATNER > AAMERD-

(a) AR DS R A H B R B i Bt

(b) RAZLRBHEIEZS - DRAANCSE KA 28855, - EPEEEMANBH LIEZSE ZIEFIVAZE -
(c) AAESREIE "WEEAEREN, -

By signing this form, | confirm that-

(a) all information given to support this application is true and correct.

(b) I have requested to withdraw my registration from eHRSS and | have read and understood the "Participant Information
Notice" including section(s) regarding my rights after withdrawing from eHRSS.

(c) I have read and understood the "Personal Information Collection Statement".

BesE a7 4 %% Healthcare Recipient's Signature HHA Date
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BAES - FHEE (WEH)
PART 4 - Authorisation Letter (If applicable)

KA

|
JESTHELR B PO (FeBSRER) (T
Surname in English Given Name in English Name in Chinese (if applicable)

RAERR B 1B (R B A0 8% 6 SO B EE TR A0 Bk HR o5 e sy T VIR SR BB T B 38 25 2 FREF -
am unable to come in person to eHR Registration Centres or eHR Registration Office to submit my application to withdraw
my registration from eHRSS.

KNFFZHE
| hereby authorise”
PR P
Surname in English Given Name in English
B BB RIS PO (PR RER) (IEHT)
HK Identity Card No. Name in Chinese (if applicable)
¢ )

WIEEES IR A A sFHE HM S (g &R
For non HK Identity Card holder, please fill in information of other identity document
$EI Type 5 {F5EE Document No.

RERNEZARAHRF - W EAANS BRI A LA -

to submit this application on my behalf. A copy of my identity document is attached for your authentication.

STy

BEoE R4 %% Healthcare Recipient's Signature HHA Date

"R AR S O IR SR R G E R EI S B 1) ik S B 2 A B ER B (R aT s 2 A -
Authorised Person should produce identity document and provide his/her personal data for identity authentication and
maintenance of records relating to the application of the healthcare recipient.
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S5 - (RBRA CHAIR R AR
PART 5 - Substitute Decision Maker (For request submitted by Substitute Decision Maker)*

R ABHR Substitute Decision Maker's Particulars

FEOLYER s oA (FeBSEEIR) (BT
Surname in English Given Name in English Name in Chinese (if applicable)
EES(TEERHE EAGSE P H R A 4k B LSS
HK Identity Card No. Relationship with Healthcare Recipient Contact Telephone No.

« )

WIEEEGRFTA A - SHHE HM S 08 &R
For non HK Identity Card holder, please fill in information of other identity document
J551 Type aaF3EH%5 Document No.

LEREFR A 228k Arrangement of Substitute Decision Maker

W& SERZE KT 7Nik DL T S BB BB AERE ) BTT48 T EIEN AL » fURAERFEE HAR A 8 AR FHGHE S 2R S 85 A
D)

For healthcare recipient who is a minor aged under 16 or a person aged 16 or above but incapable of giving consent, a Substitute Decision
Maker may manage matters related to the healthcare recipient's eHRSS participation on his/her behalf (Please refer to Participant Information
Notice for details)

SF6ER - R AEE KB ERNBAREARLFEH)

PART 6 - Substitute Decision Maker's Signature and Declaration (For application submitted by Substitute Decision Maker

HEFREARTNE R > RAHERL-

(a) AR DR A B R B R s E el -

(b) RARERERZHZRBLH O ELRY > URAANESEEIE TSHERA ) - fhle TR RS SR ER SR
REEEEH ) - AMEERZERL D EAREKR IIENINE -

() AHFEHAARKEERZEHRL > I HRZEERZ BRI AT -

(d) RASERR AR - AR LS ERZE - WEBGZ R E AR TR EN S -

(e) MEANFTRIFTE - ANAEfRE A H R SR 2 BB T/ 5k © B T/ B ERE T LT Rre ) ~ eI EA S H=
7~ SRR R AR S BB H O B A SIS H -

O AAESBRIAA "28EEH, - FilE TR AMRERZZEH SR ENETESRH ) - AREERZERITEAR
TRHTHEFHIAE -

(9) AAESRERHE TWEEAEREH, -

By signing this form, | confirm that-

(a) all information given to support this application is true and correct.

(b) I have requested to withdraw the registration of the healthcare recipient from eHRSS on behalf of the healthcare recipient and
| have read and understood the "Participant Information Notice" including section(s) regarding the rights of the healthcare
recipient after withdrawing from eHRSS.

(c) this application is made on behalf of and in the name of the healthcare recipient.

(d) when making the application on behalf of the healthcare recipient, | am accompanying the healthcare recipient and had
regard to the best interests of him/her.

(e) to the best of my knowledge and belief that at the time this application is made, the concerned healthcare recipient is under
the age of 16; or is aged 16 or above and is mentally incapacitated, incapable of managing his or her own affairs, or incapable of
managing matters relating to the participation in / withdrawal from eHRSS.

(f) I have read and understood the "Participant Information Notice", in particular "Important Notes for SDM Handling Registration
Matters on Behalf of an HCR", and section(s) regarding the healthcare recipient’s rights after withdrawing from eHRSS.

(9) I have read and understood the "Personal Information Collection Statement".

7 N ZE Substitute Decision Maker's Signature HHA Date
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BRXBRE ARG EEEFEEEH

Points to Note - Submission of Withdrawal Consent Form

RS AR AR - RIEARTERESE -

If you submit the application in person, you do not need to complete this form.

YER F3E Submission Methods:

® EERTABREMU AL » B
For person aged 16 or above, please submit:

BE5/ (1) £ this form

il (2) B8R4 copy of identity document

E/
BR e MURRAS RSO AL - TR

>": 07 For Substitute Decision Maker (SDM) submitting the application on behalf of Healthcare Recipient
En?;(il / (HCR), please submit:
Drop-in (1) 4% this form

Box (2) B2 H B FEI4A copy of HCR's identity document
) AR A BB HEIZA copy of SDM's identity document
(4) = HRE{AEHHEIA copy of relationship proof*

EMA | » BEEEENCETRECHB RS
HI{EIEAT The Authorised Person (AP) should submit the following at eHR Registration Centres”:

By (1) HFAE this form
Authorised | (2) B #5535 FEIA copy of HCR's identity document
Person (3) & HEE B35 AP’s identity document

* DUNERIAYAR A E R (4B IARIAIEZC 55 The following types of SDM should submit the application together with a copy of the relationship proof:
(VR CRECT ABERRG) (5513%) ot CREHIREERG]) (55136%) ZHENRFEA » QU ERAIZES-RIURE (Rl EFEGRE) (5136%) ZHEAEEANNE
FIEAMA - GYEERZELREZEZEFEHIA L (HIEEREE a2 E R RT3 -

(1) Guardian appointed under Guardianship of Minors Ordinance (Cap. 13) or Mental Health Ordinance (Cap. 136); (2)The Director of Social Welfare or any
other person as guardian under Mental Health Ordinance (Cap. 136); (3)Person appointed by court to manage the person's affairs; (4)The prescribed healthcare
provider who provides or is about to provide healthcare to the person.

# BB R B A B N E TR AR ST - BT RRACR R S A L - BB E R E R AL R IR N TL B B R B T R AR BT
TR ST UL BEEY (http://lwww.ehealth.gov.hk/tc/ehrss/healthcare_provider_list/search.html)
Registration centres in Hospital Authority (HA) or Department of Health (DH), eHR Registration Office, or registration centres of private healthcare providers
providing healthcare to HCR. A list of eHR Registration Centres is available at (http://www.ehealth.gov.hk/en/ehrss/healthcare_provider_list/search.html)

BB SF S ke 4., Electronic Health Record Registration Office

Hrl- Address: BB NEEREHSRANELLE1102%

Unit 1102, 11/F, Harbourside HQ, 8 Lam Chak Street, Kowloon Bay, Hong Kong
{EE5HREE Fax no.: 3467 6099
B Email: ehr@ehealth.gov.hk
/B[] Office Hours: & HA— % 7 Monday to Friday  9:30-12:30 & 14:00-17:00

HEEA7S - HERARIREARE Closed on Saturdays, Sundays and public holidays
44k Website: www.ehealth.gov.hk
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(WEEATHEY)

WEEBEHNED

WETEREREZE BAERITHERNEBELERSE THUE T FBELHFH
Fm (M) gWERMTEANER  SfEES - BAEBH - ®E - 5 oEy
S o A R B &% B RE (B 4 A ER Hth Bk - B E ST 05 N SR B0 it Ak )

WETEAREREREZERLSECHFOMARAN COER ) - H A A5 Z%
SR EEBETHECHROEBEAG (ABEAS) THENELE AEMNSEHE I
EBEBEETHELABETOEAEN  GEER - 5 oB W XFEIRE - B ER
(B 408 si i bk - B SR A A0 BB B M Ik ) > DU A T Bl % W RE B 2 Z [H Y B
& e

WA HMEEREZEHLERE TS /ML LD E R0 AY 5P E S AL
EREE HRMIrTE&hAENBERENGEHE TE AER > GfEEHA
for & & ORE (0 4 i AR M BE - EE SE R A R EE D Mh bk )

BMmEETRENEAETESMNER HHRBE T EETREELCHRLEBLZS (L
BERG) HENSLAERNERE  NEHEEEZE > DETHER/REQRAL
BREAZXNBMEAN  HEBRFFLOERLT AR (ETHREBELHE D E ALK
By (%6 625 &) STHAMHRBER - HENWFEHEEEEARN & TREHS
HE/REEAE BHEBASE  EFHLELRGENNER - WL E RGN
BAMHBEEEBEAN DB AFNNERCHR (BENENFR) NEH -

HNEAMEEEE N EARADBERNENWEEREMLEZ T ER G E A RHEE
AHBERYHENEREERN VETEABEREZENRESE (WEH) &,
MMz EEETEMLEEE cHealth FHREXPHBENERSEE @B T
EuBEETAENEABTN  WEER - FoEWXHETRE > DURE THZE
M EZENMEG FHEBEEZENAEMBEE (WEH) 77 &8 %@
i eHealth TR 3 - fa B P N AV 4E 4 & 5 BH HY HUSE &R -

MEMARBE T ELBRAGTNEAETENHAREZRE > WBEEZX -

R L EY RU PN 53 PNC £ £ 22 iR PN
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AEEEERNME AL E5
HMAAGEREE TAE TARE " AEBKBEEI THEABERMENR HT
itktE S N L AIA IR ¢

1. #BAZ BREEHBUAMRBE (ETFRBELHFLBREKEY) LEEZE
ELMBETFRBEOCHFESRTEBE RITEMEBEDNE ANNE R

2. WM DIERG®E ARG EFRMAERBRER (Ol - frZ B
BrERBEE) NEMAE - RE AN - BH - ZEET - K B RE Bk 7 Ot e
o

3. HMIMREEBENEMAYE M AP 200E B ay & oK 1 78 & m B F 0382
By AE T A £ e

EREREEMEAETR

R (EABER (AR RO - BT A &R &k A R BT AT fE 08y 8 A
BR - MHBE AL THFEREELMEAER  BE RSN E T8 F L% E
4% H (www.ehealth.gov.hk) T & <R T J5 A | 8 7 (& 5 4C 8% B 55 Je & &
LT EARGER HMAIZEME/RZER =@ TWUIREENEM -

'H

W FEKERE K FERIERE T AT e gE oy @ N &R - JE B4
BT B AC B R A R EE R

ok c FENEEEES S JERE 112 1102 =

B4R BB EE ¢ 3467 6300

HESRE 3467 6099

BEE . ehr@chealth.gov.hk

ErEFoomBAagy (WEFEAERER) (BEEZHLAQRAN)
V1.6 (2024 £ 5 F 28 H)
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PERSONAL INFORMATION COLLECTION STATEMENT

Purposes of Collection

We, the Electronic Health Record Office under the Health Bureau of HKSARG, may collect your
personal information including name, date of birth, gender, identity document number, and contact
information (e.g. correspondence address, telephone number(s) and email address) if you are a

healthcare recipient.

We may collect the personal information of you and the healthcare recipient concerned, including
name, identity document number, contact information (e.g. correspondence address, telephone
number(s) and email address) and details of your relationship with the healthcare recipient, if you
are a substitute decision maker (if applicable) applying for the healthcare recipient in relation to

matters of his/her registration and use of the Electronic Health Record Sharing System (eHRSS).

We may also receive information about you from other healthcare recipients, when they register
you as their authorised person or contact person in eHRSS and your personal information including
name and contact information (e.g. correspondence address, telephone number(s) and email
address) will be collected.

The personal data and information we collect from you is for your application and registration and
use of eHRSS; or for a healthcare recipient to apply and register to eHRSS with you as his/her
substitute decision maker, authorised person, or a contact person, and related matters under the
Electronic Health Record Sharing System Ordinance (Cap 625) (¢HRSSO). Such matters include
but are not limited to the following: the giving of and management of joining consent and/or sharing
consent, withdrawal from eHRSS, updating of information in eHRSS, receipt of eHRSS
notifications and the use of medical record in eHRSS (including access and deposit) by the relevant

parties.

The health information of the registered healthcare recipient will be shared among healthcare
providers, who have obtained sharing consent from that registered healthcare recipient or his/her
substitute decision maker, via eHRSS. We may collect the personal information of the healthcare
recipient concerned, including name, date of birth, gender and identity document number, and
details of your relationship with the healthcare recipient, if you are caregiver (if applicable) of the
healthcare recipient, in relation to matters of the use of E{### eHealth App. The other caregiver(s)
(if applicable) of the healthcare recipient concerned can also review your name and details of the
access(es) you made to the healthcare recipient's eHR account via EZ{@# i eHealth App.

Using your personal information in eHRSS for direct marketing is an offence.

PICS (HCR & SDM) V1.6 (28 May 2024)



Classes of Transferees
Except with your prior consent, we will not transfer or disclose the collected personal data and

information to any third party except as stated below:

1. the Department of Health, Hospital Authority or any person or entity whom we may appoint in
writing to assist the Commissioner for the Electronic Health Record in performing a function
and exercising a power, pursuant to eHRSSO;

2. any personnel, agent, adviser, auditor, contractor or service provider engaged by us to provide
services or advice (e.g. technical, security or data processing service, etc.) in connection with
our operations;

3. any person to whom we are required to make disclosure to under any law or court order

applicable in Hong Kong.

Access and Correction of Your Personal Data

You have the rights of access and correction of the personal data provided under Personal Data
(Privacy) Ordinance and the application forms for access to or correction of personal data can be
obtained from the eHRSS website (www.ehealth.gov.hk). You may also contact the Electronic
Health Record Registration Office for more information. A non-excessive fee will be charged for

complying with your data access request.

Enquiries
Enquiries concerning personal data provided, including data access requests and data correction

requests should be addressed to:

Electronic Health Record Registration Office

Address: Unit 1102, 11/F, Harbourside HQ, 8 Lam Chak Street, Kowloon Bay, Hong Kong
Hotline: 3467 6300

Fax: 3467 6099

Email: ehr@ehealth.gov.hk

PICS (HCR & SDM) V1.6 (28 May 2024)
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