E& 2
[43] @ iﬁ Electronic Health System (eHealth)

: Healthcare Provider (HCP) /
sHealth Healthcare Service Location (HSL)
ZRELH Amendment Request Form

HCP / HSL Number*

(English)

Current HCP / HSL Name*
(Chinese)

Select Amendment Request

O Amend Registered HCP / HSL Information (Note: Please submit separate form for each HCP/HSL to be amended.)

(English)
Revised HCP / HSL Name

(Chinese)
Revised Telephone Number (852) Revised Fax Number (852)
Revised Office Email Address/
Website

Room/ Floor

Building
Revised Address (English)

Street

District

O Add Healthcare Service Location (Note: Please also complete Healthcare Service Location Form (HSLO1) for each additional
HSL. We may contact you for supporting documents if required)

Number of additional HSL(s)

O Remove Healthcare Service Location (Note: Please attach extra sheets if there is not enough space. We may contact you for
supporting documents if required)

HSL Number
1

HSL Name

HSL Number
2

HSL Name

HSL Number
3

HSL Name

*Mandatory fields required for this form. Name and number of HCP and HSL can be found on the eHealth HCP register
https://hcpr.ehealth.gov.hk
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https://hcpr.ehealth.gov.hk/

0 Add / Replace User Administrator (of HCP)

Title (Mr/Mrs/Ms/Dr) Post Title HKID no. [e.g. A 123456(7)]

Name (English) Name (Chinese)

New User Administrator ( “UA” )

[0 Please terminate the user account of the current UA

(Full name: ) on (Date)

[ Other instruction:

Correspondence Address

Mobile Phone Number? (852) Email

UA will also assume the following role(s):
O Authorised Person

O Healthcare Professional - view patient’s clinical record (Professional Registration No.: )

0 Add / Replace Authorised Person (of HCP)
Title (Mr/Mrs/Ms/Dr) Post Title HKID no. [e.g. A 123456(7)]
Name (English) Name (Chinese)

New Authorised Person

O Please terminate the user account of the current Authorised Person

(Full name: ) on (Date)

1 Other instruction:

Correspondence Address

Office Phone Number (852) Email

Authorised Person will also assume the following role(s):
O Healthcare Professional - view patient’s electronic health record (Professional Registration No.: )
Mobile Phone Number?

O Other Amendment (Please specify, e.g. change of registration center hours)

Declaration of Authorised Person

By signing this form, | declare that-

- | have the lawful authority from the healthcare provider to submit the application.

- The healthcare provider shall comply with the requirements regarding the amendment of registration according to section 21(2) of eHealth Ordinance if applicable.
- The information given in this form and any Additional Healthcare Service Location Form submitted (if applicable) is true and correct to the best of my knowledge.

Remark: You may be requested to submit additional or missing information if required. If you fail to provide the information requested or get the connection setup ready within 60
days, your request will be deemed unsuccessful and all related documents regarding the request shall be disposed of without further notice.

Name of Authorised Person* Signature of Authorised Person* Date*

Personal Information Collection Statement

! please provide a local mobile phone number to receive One-Time Password for login purpose
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