EE > ETFREASK (BER) BEES
E1@ ﬁ Electronic Health System (eHealth)
aHealth Registration Consent Form

ERBRITHERR HKSARGOVT [LIERR SR A R E & E 5 To be Completed by Applicant Registering by Not-in-person Means]

FEEZIE Note:
-EAE JRELE {55 S R 4H 5] Personal particulars must be the same as shown on identity document
- RENEE RSN TV 5% Please tick the appropriate box

HEVVEERE Mandatory
F1ES - BB EHER

Part 1 - Healthcare Recipient's Particulars

FETHER FEXH WS (B AER) ()

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

HiAE H H H F PER (13 N I
Date of Birth Day Month Year Sex Male Female
TS a8 A B D A s A SRS ( )

HK Identity Card/HK Birth Certificate No.
ABEEBSERA A » FHHEEHM S A& R

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

=5HA S A48 R Document Type AL 52 & Issuing Country/Region s51E5ERE Document No.

280 - WAER I

Part 2 - Communication Information and Means

AAETHEEEIRN HoAth B EESR S B mEsES"
Local Mobile No. Other Phone No. Email Address Communication Language®
O #3z / HE3S
Chinese English

A MY Local Correspondence Address

W 2 sy 2t (e —TE)

Communication means to receive system notification (Select one only)l

(] TR / (] #EFEE / (] #&F (] IE4E U A B R T RE AT SR E ey 388 2
SMS Email Postal Mail Refuse to receive notification when the eHR has been accessed

SETSEE L AN R S N — R TR RE B RS | RS e B
Communication Means/Language: If no option or more than one option is selected, the communication means and language will be configured to SMS/Email and Chinese language accordingly.

B3 - BERRERENEN

Part 3 - Healthcare Recipient's Signature and Declaration

FEHRBARME - AAER-

(a) PR AT R A R S AT B S EL R el -

(b) AAEBBL SIS EES T " 20T, - DEHAREEA AR BEROREES - (VBREHEEEER) « ()RS V) HRFEET - BE RN
BRI A B B B B s T i HIEEE

() AANESHKIHG " 28EH, & EP@%LMWKJ% (WE&TH " SHER ) fkE - DUk TEERIE T EMER ) 06 - DA (&8
THEREZSRGI) (556255) B A NERT B NE

(d) AAEZERIE TEEREABRERH, -

By signing this form, | confirm that

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

(b) I have given my joining consent to participate in eHealth and | understand that by doing so, | am taken to have given my sharing consent to (i) the
Department of Health, (ii) the Hospital Authority (HA), (iii) the Primary Healthcare Commission, and (iv) healthcare facilities managed or controlled by the
Government, the HA or an HA subsidiary.

(c) I have read and understood the "Participant Information Notice" including section(s) regarding (i) the meaning of the joining consent that | have given;
and (ii) the meaning of sharing consent given to healthcare provider(s) 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".

BT ERE HEA
Healthcare Recipient's Signature Date
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[BEER] A

[Optional] Authorise a Person

AT - FAEE CEAERERTARLEE IR TEE - BRGNS HENEERERNIAL
Part 4 - Authorisation Letter (only for person aged 16 or above and is capable of giving consent but cannot submit application in person)

RNEREERZE

As the Healthcare Recipient,

FEHER FEXH W (R AER) (M)
Surname in English Given Name in English Name in Chinese (if applicable)

ARAEHR B AL T (R R AC S B RO UL SR T I FEAC B F 5 Sty T LB SR B S S 2 B (R 4 FH 35 -

| am unable to come in person to eHR Registration Centres or eHR Registration Office to submit my application to register with eHealth.

A NI L TR
I hereby authorise the following Authorised Person (AP)?

TEF R TR IR TR T JEREE TP GERLER) (M)
AP's Surname in English AP's Given Name in English AP's Name in Chinese (if applicable)

WIEEESERA A FESHAS B ER

E BT EEYEnE For non HK Identity Card holder, please fill in information of other identity document
HK Identity Card No. S5HA (4481 Document Type =5(4-5R1% Document No.
¢ )

REANECAR G - W EARASREASAHRIA LT S0 -

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

g EEE H &
Healthcare Recipient's Signature Date

il TR A BTSRRI E AR B 5 1 ROk B B 2 B A I A (R AT 2 T -
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.

RE(C)01 (12/2025)
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(BEEER] +ARMTRE / £l T AREEENETETRENAL

[Optional] Child aged under 16 / a person aged 16 or above but incapable of giving consent

BE5EE - RN AR AR R
Part 5 - Substitute Decision Maker (SDM) (only for application submitted by Substitute Decision Maker)?

Lt

Healthcare Recipient,

FEHER FEXH

Surname in English Given Name in English

FEARN R IR AR - ANF B EHAURN - ERAOT

requires a Substitute Decision Maker to submit this application on his/her behalf. As the SDM, my personal particulars are as below:

RIFNFESHER (AW e RN (e HER) ()
SDM's Surname in English SDM's Given Name in English SDM's Name in Chinese (if applicable)

WIEEESEBRA A FESHAS B ER

Bt B S TR For non HK Identity Card holder, please fill in information of other identity document
HK Identity Card No. SHHA SR Document Type =5 (5% Document No.
¢ )
e T R B 2 ARk
Contact Telephone No. Relationship with Healthcare Recipient

SIS B2 R TR R SRR R A T RO AL » RO R R LA SO RN EE GHSH2 M2 AN) -
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).

FOES - (AR ARE REH (REfRERFRALRS =)

Part 6 - Substitute Decision Maker's Signature and Declaration (only for application submitted by Substitute Decision Maker)

FEHRBARML » BAHER-

(a) AT LR A REg A AR s E el -

(b) AFEEEHANAREEREZFH R - I B R RSS2 I AER T -

(o) FACHEEERZ RSB RIS T "20EE, - DRPIOELZBERZHWRACHOMLEE - (VBREEEEER) - (S
FE R (V)R EBUT - BE RSB E RIS EE R e e RS T T EEE, -

(d) RAERKREERZER LA R HEN - ANEEEZRERTE > MBI Z BRI REMN -

(&) A NFTAIFTE » ANAERR A S B R B RAM /N5 BUERR T S LT RRE T ~ SRRE DB A S 957 - Siiiat IiEr A
ZEBGRI S EEN S -

N AANCSHEHA "28#F8% ) - ETaELTHS: WVRESERZHCAT "20EE ) 198% IRV REERZH G TEER
PR ) AR - DGR (BT B RMIRE]) (55625%) HUS g2 H IR B a7k «

(9) AANESEEHA "HUEREASREY, -

By signing this form, | confirm that -

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

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

(c) I have given a joining consent on behalf of the healthcare recipient to participate in eHealth and | understand that by doing so, the healthcare
recipient is taken to have given his/her sharing consent to (i) the Department of Health, (ii) the Hospital Authority (HA), (iii) the Primary Healthcare
Commission, and (iv) healthcare facilities managed or controlled by the Government, the HA or an HA subsidiary.

(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
aged 16 or above and is mentally incapacitated, incapable of managing his/her own affairs, or incapable of managing matters relating to the
participation in / withdrawal from eHealth.

(f) I confirm that | have read and understood the "Participant Information Notice", including section(s) regarding (i) the meaning of the joining
consent that | have given on behalf of the healthcare recipient; and (ii) the meaning of sharing consent given on behalf of the healthcare recipient to
healthcare providers to obtain the healthcare recipient's data contained in eHealth in accordance with the Electronic Health System Ordinance (Cap.
625).

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

RRANEZ HiH
Substitute Decision Maker's Signature Date
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BEX B EEEEEEH
Points to Note - Submission of Registration Consent Form
BOHT > HEE TS EEEN ) R TIREEARRET, - BT Gl Eam e

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

SHLEAA

Participant

e PN Sl L

Personal Information

Information Notice Collection Statement

W R B R

Managing Your Health, anytime, anywhere.

BRI N EEBE R ENE R
Download eHealth App now!

WREFMEIFEA N - RBER S EISHMETERE L GHE T2 SR @A)

For application in person, you only need to bring the identity document(s) to complete the registration (Refer to eHealth website for details).

JEE B PRAT BRI J5 0% Not-in-person Submission Methods:

& DEHTABRE ERAL - R » BREEANEE T RRLHT SRR
awE/ For person aged 16 or above, please submit: The Authorised Person (AP) should submit
HE/ (1) t:A& this form IS the following at eHR Registration Centres”:
BE / gt
v \ . ‘ ites 5'd o

®» DARRASDABERZERBFEOAL - HEX : By (@) st this form

By Post/ For Substitute Decision Maker (SDM) submitting the application Authorised (2) B2 8 B0 S REIA
Faxl/ on behalf of the healthcare recipient, please submit: Person copy of the healthcare recipient's
Em'all / (1) k4% this form identity document
Drop-in Box e e ) . b s
(2) ET5RA %GR copy of relationship proof* (3) fEr T S s ST i
(IR - BE P AR S (4 T 5 submission address shown at the bottom of this document) Authorised Person's (AP's) identity document

A EsEREIEANTE When the application is accepted:
( BT S ~ (HE - IR H#3% For applications submitted by post, fax, email or drop-in box only)

BB AT T 2 O B (A -

System notification for identity verification will be received via the selected communication means”.

B E B (B ) 785 E RS R S A Y S 538 HASL 4 - Y T — TR B2 B AL S R (e e B IR s - 5
T RO RS -
The healthcare recipient or his/her Substitute Decision Maker (SDM) (if applicable) must bring the identity document(s) used in this
application when next visiting an eHealth participating private healthcare provider providing healthcare to the healthcare recipient, or the
Electronic Health Record (eHR) Registration Centres”, for identity verification.

R B S A o (RRIE B IR TTZ  WE A (B IR SRS M AR B RO « FE MBI T o BN e ] F AR
FEIAIE TRECH - BT S 11.4I307 # E VNG EHE 24 - Bt - Eirm SE Rt E a7 A s R R IS R &kl il - 5k
THEY R HHFR -

Upon the registration in eHealth becomes effective, you will receive a notification of successful registration with an 8-digit access key via
your selected communication means. Under normal circumstances, eHRs within the eHealth sharable scope would be shared to the system
around 30 minutes to 1 hour after identity verification. Therefore, you are advised to allow sufficient time before giving sharing consent to
healthcare providers for accessing your eHRs.

* DUNERI R N B ERE (45 IH R AEZCH 55 The following types of SDM should submit the application together with a copy of the relationship proof:
(1) MR8 CREAE N BRstlirti]) (3513%) 5 CRERIMERERIRGY) (55136%) ZEMVEEN & (2) thEwFIEB RS CHIMERIRE) (5136%) ZEREEAAIEME
fA 5 (3) AR E LRI EBHAIAL + (4) EAESEIE mI% e E R f B R s i a THH B FE it % -
(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.

# BEbE ST Bt AR B NV B TR AC SRS SO - PSR S s UL ~ BB R R It R R AL B B FR LAY B TR AL B S SO - S TR
$REECIE LB (https://www.ehealth.gov.hk/tc/you-and-your-family/how-to-register/register-in-person/ehr-registration-centres.html)
eHR Registration Centres in Hospital Authority (HA) or Department of Health (DH), eHR Registration Office, or registration centres of private healthcare providers
providing healthcare to healthcare recipient. A list of eHR Registration Centres is available at (https://www.ehealth.gov.hk/en/you-and-your-family/how-to-
register/register-in-person/ehr-registration-centres.html)

T SR HVER AR SRS - BT AR A ARG EA - BN A - SRR BT RO RS O AR -
If the communication information is incorrect or invalid, the healthcare recipient may not receive system notification. If there is any change to the communication
information, please update with eHR Registration Office as soon as possible.

ke .0 Electronic Health Record Registration Office
A LB B R8I B tE 1111102
Unit 1102, 11/F, Harbourside HQ, 8 Lam Chak Street, Kowloon Bay, Hong Kong

EURE ST Hotline: 3467 6300
SRS Fax no.: 3467 6099
FEE Email: ehr@ehealth.gov.hk
i/ \BF] Office Hours:  EHA—2% 7 Monday to Friday 9:30-12:30 & 14:00-17:00
IS - HRAREBHKE Closed on Saturdays, Sundays and public holidays
44t Website: www.ehealth.gov.hk
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