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PART 1 - Healthcare Recipient's Particulars

PR

Surname in English

S (SRS

HK Identity Card No.

5] Sex

WIFERSHHEFRA A » BEFHAM S A &R
For non HK Identity Card holder, please fill in information of other identity document
F B 52 & Issuing Country/Region

71 Type

B2 - 46T - EATEREH M T RE R E (BERR) TERE

PART 2 - Giving, Update or Revocation of Sharing Consent to Healthcare Provider
HBITF TN R R R R O (RS fvEh

(484E : http://www.ehealth.gov.hk/tc/ehrss/healthcare_provider_list/search.html)

Please refer to the eHealth website for information of healthcare providers before filling in this part
(website : http://www.ehealth.gov.hk/en/ehrss/healthcare_provider_list/search.html)

5T T A EERE Giving or Update of Sharing Consent
M B E S S TS T U T B S R B () ¢

| agree to give Sharing Consent’ to the following healthcare provider(s)

ANFEBLETIUTH

BTREAS (BREHR)
Electronic Health System (eHealth)
HREFAREE RS ERERHHEEER)
Sharing Consent Form
(To be Completed by Applicants Registering by Not-in-person Means)

HOCEEAL (FeBHER) (U )

Given Name in English Name in Chinese (if applicable)

SB(ESETE Document No.

or update® Sharing Consent given to the following healthcare provider(s) (if applicable):

) B
HCP Number

et
HCP Name

oy BRI RSE
HCP Number

BT
HCP Name

~

B EMIEBRTR
HCP Number

BERE TR
HCP Name

3

~

B2 N e R B B (R (B s e T B A

Healthcare recipient may give or update sharing consent to individual healthcare provider when receiving healthcare.

B B B R B R H B e S

Year

CHEERHOY > S E B YR Rk

Sharing Consent will be in effect until the HCR’s registration is withdrawn from eHealth or cancelled by the eHRC or the sharing consent is revoked.

4B MRS 20254212 F 1 H ATEE4 T Bl — S EBRA B2 FEATI Sl s fUR N TR A - SRR (R 1) -

If a one-year Sharing Consent has been given to a healthcare provider before 1 December 2025 and has not expired, the healthcare recipient or the

substitute decision maker may update such consent so that it will have an indefinite term (see footnote 1).
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B4 F 3B E = Revocation of Sharing Consent

AN PR T DU RS LB ¢

| agree to revoke Sharing Consent given to the following healthcare provider:

Ba B AR TR
HCP Number
s LT
HCP Name

BT - MR EEE RN

PART 3 - Healthcare Recipient's Signature and Declaration

WMEEREZE KR T AR AR NG TRENAL - EREFRFHIEINEAN B - JRIEMABARHE - WHERERSEIRE4
H o

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.

MR E R+ R T RERER T REEE NS TERNAL ISR  MABEARA" R HPH A5 R E6H -

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.

EHBRENE  KAREL-

(8) FITHECHR DA S AR ER S 1 e B L el -

(b) K ACHIEAFERNEREALLT « Essyssiaity T EEE, -

©) AACSEIRIHE " SEEEN , NG TEE SR T RS ) 1953% 0 DUEHRE (BT RE AR (556258)
3R NFFROA B B TR -

() KAESEIRIHE UCEEAZ RS |, -

(e) AN SR A R FI BRI T S, -

By signing this form, | confirm that -

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

(b) I have given, updated and revoked my sharing consent to the healthcare provider(s) as stated in the above relevant section(s) of the
form.

(c) I have read and understood the "Participant Information Notice" regarding the meaning of sharing consent given to individual
healthcare providers to obtain my data® contained in eHealth in accordance with the Electronic Health System Ordinance (Cap. 625)* -
(d) I have read and understood the "Personal Information Collection Statement".

(e) I have read, understood and agree to the updated “Participant Information Notice™”.

Betihr 2 %% F Healthcare Recipient's Signature i Date

SRS TR AR T A
Applicable to giving or updating of sharing consent to healthcare provider(s)

“RFARE2025 4 12 A 1 HATE4AT " 20EE | 1SS E
Applicable to healthcare recipients who have given a joining consent before 1 December 2025
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EAER - WHEE (EA)
PART 4 - Authorisation Letter (If applicable)

Z YN

|
FELHER, i HOCESL (R EIR) ()
Surname in English Given Name in English Name in Chinese (if applicable)

KA %ﬁ%auﬂiﬁ&ﬂﬁ%ﬁ% R Ry A N SR B T s A B 1R (I B TR AR 8 s T LIRSS BRGE T~ BT ER A RA
teftE LR

am unable to come in person to the registered healthcare provider providing healthcare to me or eHR Registration Office to submit
my application to give, update or revoke my sharing consent to healthcare provider(s).

A NERFHE
| hereby authorise”
BETHER By
Surname in English Given Name in English
EHEG RS R (B AER) (W)
HK Identity Card No. Name in Chinese (if applicable)
¢ )

WIFEBEIIERA A > SR HAM S (3 SR

For non HK Identity Card holder please fill in information of other identity document
JER Type F{4-9%H5 Document No.

REANBEZHRRHE - W EAANS ORI L E S 0y

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

BEER T # % Healthcare Recipient's Signature HHA Date

"R AR S SRR E A\ R BB B 15 R B B 2 A R FR S (R RS 2 A -
Authorised Person should produce identity document and provide his/her personal data for identity verification and maintenance of
records relating to the application of the healthcare recipient.
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E5ER - IR A CEERBEASR NRH B
PART 5 - Substitute Decision Maker (For application submitted by Substitute Decision Maker)®

K- ANEF Substitute Decision Maker's Particulars

FOLHEER P TS (FeBAER) (E )
Surname in English Given Name in English Name in Chinese (if applicable)
EAEGOIES EABEE R E R4 k4K EREESRHS
HK Identity Card No. Relationship with Healthcare Recipient Contact Telephone No.

¢ )

WIEERSIEERA A - FEEHALS (I S &k

For non HK Identity Card holder, please fill in information of other identity document

JER Type 5 4-576% Document No.

SR A 228k Arrangement of Substitute Decision Maker

WEEERE 2 Ry TN AN REEEM TN EME BT TERENAL - RRAEERFREE EARMEEENEE GHEHES RS BEH)

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 eHealth participation on his / her behalf (Please refer to Participant Information Notice for details)

SBOET - AR AFE BN (BRI HAE AR )

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

EHEBAENE » KNSR

(8) FITHECHR DA S F AR ER S 1 e I8 L et -

(b) K ACHIEARMANEHEAAREEETHEHAT  FHoyseRis T aEs, -

(©) ARHSE B A ARG R BT U H RS E 2R Y -

(d) K AER BB ZR AR - AP Bt e® WO SR E AR FIREERS -

(€) BANFTAIFTS » AR A IS B B S 2 RT3k SER T/ R (B o LT B BE ) - SRAE IR B LA S 875 - SUMmAE
TR R S B R B R

() EACSE RN TSEEEN ) o AFEARR AR S TEEERME T RS ) (%% DUEELRE (BT EHAR%
) (55625%%) BUS BT HFIUNEHEIBHTER -

Q) KANESBIRIHE TUEEAZRIE, -

(h) EACSRERGHH G REE T e, -

By signing this form, | confirm that -

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

(b) I have given, updated and revoked my sharing consent to the healthcare provider(s) on behalf of the healthcare recipient as stated in
the above relevant section of the form.

(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 in the circumstances.

(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 eHealth.

(f) I have read and understood the "Participant Information Notice", including section(s) regarding the meaning of sharing consent given

on behalf of the healthcare recipient to individual healthcare providers to obtain the healthcare recipient's data® contained in eHealth in
accordance with the Electronic Health System Ordinance (Cap. 625)’.

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

(h) I have read, understood and agree to the updated “Participant Information Notice””.

R A% Substitute Decision Maker's Signature HHf Date

S TR ARSI T EEEE
Applicable to giving or updating of sharing consent to healthcare provider(s)

TEFAE2025 £ 12 A 1 HATEST T 20EE ) G
Applicable to healthcare recipients who have given a joining consent before 1 December 2025
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B BEEEEIEEHR
Points to Note - Submission of Sharing Consent Form
EXEEEA R TSREAN ) R TREEADNEY ) - T GBI

Please read the Participant Information Notice and Personal Information Collection Statement before submission.
Scan the QR codes below to view relevant information:

SEZIAA

Participant

W E AR A

Personal Information

Information Notice Collection Statement

WA Rkt B R

Managing Your Health, anytime, anywhere.

IR ER AR R ER

Download eHealth App now!

HAREENCSMEERENTRERE
(FEE - BREEREER) - EEBRERERERN - BER - BERN BB EE TG IR REEsR) -
Applicable to manage sharing consents given to participating Healthcare Providers
(except the Department of Health, the Hospital Authority (HA), the Primary Healthcare Commission, and healthcare facilities managed or
controlled by the Government, the HA, or an HA subsidiary)

TSR ME AR - AIRAEREREE -

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

JERE B IRAT B SB35k Not-in-person Submission Methods:

® EERHTARRM WAL - FEX: » EREEEATE T RECH B IR
For person aged 16 or above, please submit: The Authorised Person (AP) should submit
i/ (1) beets this form the following at eHR Registration Centres™:
EE/ (2) BBl copy of identity document —
BE/ » DR ASHREREEZERLEEN AL R SRR (1) ##5 this form
B&?ﬁt , For Substitute Decision Maker (SDM) submitting the application By (2) B2 B (I R A
)Il:a)?i on behalf of the healthcare recipient (HCR), please submit: Authorised copy of the healthcare recipient's (HCR)
Email / (1) H:FEAE this form Person identity document
Drop-in Box (2) B2 B F (8 FREIZA copy of HCR's identity document (3) fErEE FIag s
3) B A S EEBH 4-EI4 copy of SDM's identity document Authorised Person's (AP's) identity document

(4) & J7RA{455HREIAS copy of relationship proof*

GEACHbHEEERIA ARSI 5 submission address shown at the bottom of this document)

* IR A U EIR SR AESC 5% The following types of SDM should submit the application together with a copy of the relationship proof:
(1) f48 CRpkEENEERRG]) (5513%) 3¢ (FEMHERRED) ($£136%F) ZLMEEA & ) HEEMZERARE (RN (F136%) ZLRAEEANVTMAHMA
(3) BB E LR ZE T EBHENAL 5 (4) EAARE 2 E R R IR s s TR R L -
(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.

*

B S R R E R T E RS SO - E TR AR L ~ SRR E R LB RS N S B R L H Y B TR R AR BT
FEEFLC IR B SIS AR (http://www.ehealth.gov.hk/tc/ehrss/healthcare_provider_list/search.html)

Electronic Health Registration Centres in Hospital Authority (HA) or Department of Health (DH), Electronic Health Registration Office, or registration centres of private
healthcare providers providing healthcare to HCR. A list of Electronic Health Registration Centres is available at
(http://www.ehealth.gov.hk/en/ehrss/healthcare_provider_list/search.html)

ERF4T SR R =8 Re ek Electronic Health Record Registration Office
Hraik Address: o8B R 8RB 1 141102
Unit 1102, 11/F, Harbourside HQ, 8 Lam Chak Street, Kowloon Bay, Hong Kong
R EEEL Hotline: 3467 6300
{HESRAE Fax no.: 3467 6099
B Email: ehr@ehealth.gov.hk
I/ B Office Hours: 2 Hi—2% A Monday to Friday 9:30-12:30 & 14:00-17:00
ZHAN ~ HEATRIARE Closed on Saturdays, Sundays and public holidays
4415 Website: www.ehealth.gov.hk
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