BE= 2 B RERAY BRR)
[==5] 1@ ﬁ Electronic Health System (eHealth)
sHealth FOR AT EL R (BB AR A L)

Information Update Consent Form
(To be Completed by Applicants Registering by Not-in-person Means)

EEHAITHERNT HKSARGOVT

7EEHIE Note:
b OVEELE (77 561 S {44 [E] Personal particulars must be the same as shown on identity document
TN TV, Sk Please tick the appropriate box

F1ES - SRR
PART 1 - Information Update

11E RS EZ BB Update Healthcare Recipient's Particulars

FRERNEERED R Bk

Old Information(*Must be provided here) New Information
FST4EIG Surname in English*
F 44 Given Name in English*
Sz (GerHER) ()
Full Name in Chinese (if applicable)
EASEEHE () )
HK Identity Card No.*
HAth B rsgH s &R Wil Wl
IFE RS ERA A)* Type Type
Other identity document information B REENE B {SEE
(For non HK Identity Card holder)* Document No. Document No.

R & HRE &

Issuing Country/ Issuing Country/

Region Region
A HEH (H/ R4+
Date of Birth (DD/MM/YYYY)*
MR Sex* B Male % Female B Male % Female

1.2 EEEAER K, Update Communication Information and Means

Fh4& EEEESEEE Contact Telephone No. :
TF2EE Mobile! Hh&EzE Other Phone EEHH Email Address

#EH A Correspondence Address

@ENEES Language for Communication f13Z Chinese HL English
BEFEDUT Eocp — R4S U7 A DA B B T Y B T R AT SR i R

Select one of the following communication means for receiving notification related to the electronic health record (eHR) of the
healthcare recipient in eHealth

Fism R, SMS? B T-E¢E Email %2 Postal Mail

[ AAIEEPCE RS RS s EVE R @A | refuse to receive notification whenever the eHR has been accessed

s D T RS R AT > SR A T TR SEYEME If SMS is selected, please provide a local mobile number for receiving related notification

RUO1 (12/2025) Page & 1



B2 - B EEE BN

PART 2 - Healthcare Recipient's Signature and Declaration

MEHEZERERTARAFERIGETEENAL » EREFRSFIEWEAR B - TREM N BXARHFE © WHERHERFE2RES
I .

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 2 and PART 3.
MEEEZE K ANRU T RESER T REAME NG TRRENAL - IHFRER - AR R AR S AR 6 -
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 4
and PART 5.

HEFREARTAE R > RAHERE-

(a) AT TR A H SR HY B R i At

(b) REEFRAE S 1A @%ﬁ%%‘»ﬁzﬁ)\ﬁ’\%{u‘_ziﬁ%’“

() ANE2R KA " 28EHA , WARS IS SR 2N REHINE -
(d) KAESEFIAG " BERE A EREY ) -

By signing this form, | confirm that -

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

(b) I have requested to update my information recorded in eHealth stated in Part 1 of the form.

(c) I have read and understood the "Participant Information Notice" including section(s) regarding my rights and duties in
participating in eHealth.

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

ANC SR AR FEEEG T 2EE
I have read, understood and agree to the updated “Participant Information Notice™.
Easi 7 E % Healthcare Recipient's Signature Hi Date

EIEL - WHEE (WHEA)
PART 3 - Authorisation Letter (If applicable)

ZILU\
PR P SO (GERSHELR) (S HT)
Surname in English Given Name in English Name in Chinese (if applicable)

AHER B FAE B TR AT S B SO B B TR AC 8k 7 5 Bt a v VRS Bl BRI AR A B i 40 85 2 HH
am unable to come in person to eHR Registration Centres or eHR Registration Office to submit my application to update my
information recorded in eHealth.

RN
| hereby authorise”
OHEES HIH
Surname in English Given Name in English
B RS EERS AL (PR RER) (AT
HK Identity Card No. Name in Chinese (if applicable)

¢ )
WIEEBS IR A sHEFHAMS (s SR E R

For non HK Identity Card holder, please fill in information of other identity document
$E7 Type Z{9ERE Document No.

RERNBESAR G - W EARA S8 EA L LT S0 -
to submit this application on my behalf. A copy of my identity document is attached for your verification.

A

Bt hray 2252 Healthcare Recipient's Signature HEH Date

EIAE2025 /£ 12 H 1 HATE4A T " 20ER ) VEERes
Applicable to healthcare recipients who have given a joining consent before 1 December 2025

"R AR B ISR R AR BHE R B (0 Bt B 2 A B FR S (R IR A 8
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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AT - (B A CGERINEAE AR HEE)
PART 4 - Substitute Decision Maker (For application submitted by Substitute Decision Maker)3

R AER Substitute Decision Maker's Particulars

BEHELR B WS (PR HEIR) D)
Surname in English Given Name in English Name in Chinese (if applicable)
RS 175G RS BHESER S E R R

HK Identity Card No. Relationship with Healthcare Recipient Contact Telephone No.

WIEFBRGHFRAN  FESEMSHEHUEER
For non HK Identity Card holder, please fill in information of other identity document
R Type 5 {F5EHE Document No.

SR A Z28E Arrangement of Substitute Decision Maker

UNEESEREZE K178k DL T S BB/ p B ARRE ) BTT46 T EIE AL » fUR A EERRE R HA R B Em 0y = GRS 2 B EJH 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 eHealth participation on his/her behalf (Please refer to Participant Information Notice for
details)

EE580 - AR AFB KB GERNEAR AR

PART 5 - Substitute Decision Maker's Signature and Declaration (For application submitted by Substitute Decision Maker)
TEHEBARFNSR » RAHEST-

(a) FTEHR LS FEAH BT & RS 18 A AL -

(b) FACAEEEEZERBRE B I NSRS NS 2 4088 -

(c) RHFZEHAARKREEFE BRI B RS2 B A= R T -

(d) RATEAER BT ERIARHET - RAZEHZREERETE W OBERZEZETARE N T RENES -

(e) BEANFTAIFTE » AATERE AR EFE SR E R RN 7N SR TS LT REES) - ERE IR A G EHT - 5
fERE TR I R S R N B MY EH -

) AANCSRERHAA TSHEEA , - BIFAREEETESNEMRER R RBBNINE -

(0) KANT2REHE TUEEAE R, -

By signing this form, | confirm that-

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

(b) I have requested to update the information of the healthcare recipient recorded in eHealth stated in Part 1 of the form on behalf
of the healthcare recipient.

(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 healthcare recipient’s rights and
duties in participating in eHealth.

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

RACSEREHE REEFEH T SuEmEm, -

| have read, understood and agree to the updated “Participant Information Notice"*

Rk A %2 Substitute Decision Maker's Signature HEH Date

“HEFIRE2025 4 12 A 1 HRIE4AT T 28EEE | BERS Y
Applicable to healthcare recipients who have given a joining consent before 1 December 2025
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BREREHREEEEEH

Points to Note - Submission of Information Update Consent Form
EXEREA > A T SREEN ) R TREEATREY - RN T EmERH R

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

SHB/AA

Participant

[heSIEPN gt

Personal Information

Information Notice Collection Statement

BT R B AR

Download eHealth App now!

PER Rt B (R

Managing Your Health, anytime, anywhere.

RS AR AR S - MIEAERLERE -

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

JEE BB EEERY 7% Not-in-person Submission Methods:

® EEBTARKU AL - HER: o e AR E FRRCH S IR
For person aged 16 or above, please submit: The Authorised Person (AP) should submit
25/ (1) BEFAE this form the following at eHR Registration Centres”:
HE/ (2) B5E88A (g7 copy of identity document A
BE/ e DARASHREEESEREESIAL R R (1) B#48 this form
B&ﬁfﬁ; / For Substitute Decision Maker (SDM) submitting the application By (2) BT H S BRI
yFax / on behalf of the healthcare recipient, please submit: Authorised copy of the healthcare recipient's
Email / (1) t:E#% this form Person identity document
Drop-in Box (2) Bstepe & B8 WAST(HEIZ copy of HCR's identity document (3) MEFZREH B (28BS
3) AN B8 FFEIA copy of SDM's identity document Authorised Person's (AP's) identity document

(4) = 1R {%=80AFIA copy of relationship proof*

(UEAZ it BE R YA S 4 75 submission address shown at the bottom of this document)

* PUTERIR A A E R4S IHEIAIEXC 55 The following types of SDM should submit the application together with a copy of the relationship proof:
(1) 1R CREGE BRG] (5513%) 50 CREMMEREIRD]) (35136%) ZEMEREA & (2) thERAIEE REARE CREMEFEIRG]) (55136%) ZEREEAMEM
HAA ¢ Q) MEARZB(ELURHZRZEHEHIAL - (4) IR A2 E e RS T R e -
(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.

# BT B B A B THVE TSR B - ETEIOEH S REE T - AR H I A R RS A AL S R R (Y B TR AR B Rk
TR E SCuh 2 B E (http://lwww.ehealth.gov.hk/tc/ehrss/healthcare_provider_list/search.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 HCR. A list of eHR Registration Centres is available at (http://www.ehealth.gov.hk/en/ehrss/healthcare_provider_list/search.html)

sl Electronic Health Record Registration Office
SRR R R R 1 1111022
Unit 1102, 11/F, Harbourside HQ, 8 Lam Chak Street, Kowloon Bay, Hong Kong

ZAAREEET Hotline: 3467 6300
{BESEHE Fax no.: 3467 6099
EES Email: ehr@ehealth.gov.hk
e\ Office Hours: & Hi—Z% 7 Monday to Friday 9:30-12:30 & 14:00-17:00
875 - HEAREIHKE Closed on Saturdays, Sundays and public holidays
48uL Website: www.ehealth.gov.hk
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