Electronic Health System (eHealth)
User Account Creation Request Form

Healthcare Provider

Name of Healthcare Provider (Company Name as registered in eHealth)

User Information

Title (Mr/Mrs/Ms/Dr/Prof) | Surname, Given Name e
HKID no. (e.g. A 123456(7)) | Post Title Contact Email Address
Office Phone Number Mobile Phone Number? Fax Number (optional)
852- 852- 852-

User applicant’s main working location (Name of healthcare service location as registered in eHealth)

User applicant will take up the following role(s) (may select more than one):
[ User Administrator - manage other user accounts

[0 Healthcare Professional - view patients’ electronic health records

Professional Category: (e.g. Doctor, Registered Nurse, etc.)

Professional Registration No.:

[J Patient Registration Staff - obtain patients’ joining and/or sharing consents

O Others:

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.

Signature Date

Personal Information Collection Statement

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

(2025/12)
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