4 3 BT R A (BRE)
EE? %E iﬁ Electronic Health System (eHealth)
RHRFKEES (HIBHS RN EER)
“Hea Ith Withdrawal Consent Form
EEGRTRERA HKSARGOVT (To be Completed by Applicants Registering by Not-in-person Means)

FIE - B EER

PART 1 - Healthcare Recipient's Particulars

FESTHELR HE WS (PR HER) (D)

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

BAEG RS () HAE B H A &3
HK Identity Card No. Date of Birth Day Month Year
TR Sex 5 Male 2 Female

WIEEBSEERTA A > sSHEREHAMS (g S &R

For non HK Identity Card holder, please fill in information of other identity document
MER Type R IMHE Issuing Country/Region  #5{4:5%HE Document No.

28R - ERIAR B
PART 2 - Request Withdrawal from eHealth

A NTERREOR B H T (R A S (B i)

I request to withdraw registration from the Electronic Health System (eHealth)

SE3ER - B E R KB

PART 3 - Healthcare Recipient's Signature and Declaration

WMEEERERERTANBRULFERNETERNAL - ERERSAITIHEAR B - TTREM B ARES - WHARERERSE
FEEAE -

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.

WEEBEZEETABRU T RERER T ASRERE NS TRENAL RS - MAREARRA BN PENEREsHE
6Ef -

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.

R BEAFTNER > AAMED

(a) AT LA ST RAA S E’J /ﬂi’]l%ﬁﬁﬁ i

(b) RABCRBHE RS - DIRAACSEEIA " 28EHA, - EPEEARANBHE RER ZIRR AN EFIAE -
©) AANE2E KA TUEEANEER , -

By signing this form, | confirm that-

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

(b) I have requested to withdraw my registration from eHealth and | have read and understood the "Participant Information Notice"
including section(s) regarding the consequences and my rights after withdrawing from eHealth.

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

Bz sy 2% Healthcare Recipient's Signature HHEf Date
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AL - AEE (WHEA)
PART 4 - Authorisation Letter (If applicable)

KA

|
BEHELR e WS (PR HER) CIE D)
Surname in English Given Name in English Name in Chinese (if applicable)

ARESH S AT BT O 8% B SO IR TR B AL 8 A 35 R P RS A R HH B (il R -
am unable to come in person to eHR Registration Centres or eHR Registration Office to submit my application to withdraw
my registration from eHealth.

ZNNEE
| hereby authorise”
BESTHEE, e €L
Surname in English Given Name in English
S (EIRS Tk (RS HEIR) ()
HK Identity Card No. Name in Chinese (if applicable)
C )

WIEEES R AN sFHE MBS OrsEi s E R
For non HK Identity Card holder, please fill in information of other identity document
$EH Type =5{F55E8E Document No.

REANBELZARAHF » AW EAANS g S B AL T S -

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

Bxthrar %2 Healthcare Recipient's Signature HEH Date

MR AR B I R SRR BB A BB B B 1) ik S i 2 B A M B S (R (Rt 2 -
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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SR - B A CHRAR AR AR R
PART 5 - Substitute Decision Maker (For request submitted by Substitute Decision Maker)*

R AEHR Substitute Decision Maker's Particulars

TR I SO GERPER) ()
Surname in English Given Name in English Name in Chinese (if applicable)
BAESTEIS PRS2 R (A T4k ERE RS
HK Identity Card No. Relationship with Healthcare Recipient Contact Telephone No.

¢ )

WIEEES R A A SR HM S 08 &R
For non HK Identity Card holder, please fill in information of other identity document
¥51 Type S5 {4-4E1E Document No.

LERBE{ R A 228k Arrangement of Substitute Decision Maker

WEGEREZ E R 7 sk DA T RESERR-FABHEMEE T B T4 TRIE AL - AR RIEE AR EE A S 80 E G 2R 2B EHA)
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)

SF6ER - NAANEZFER ERNBERRARLFESE)

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

FEFRERFTIE R > ANHERE-

(a) AR ISR A HR SR R Bk R EL Al -

(b) A ARFEE R ELZORBHEEE - LRAANCSH AN " 288505, - BEAMRERH R R E R 2 AN
{G\, o

(€) AHFHEHANREERZ AR > BB 2B AREHA -

(d) RAFELRE AR SRR > AR HZEERZE > WEB KB EEAREL NHIREN -

() MEANFTRIFTE - A NAESR LA 551 B 2 R AN TNk © BRI T /NBR Bt BT RSy - fERe R H A S
SfERE R B A RS B sUR B R AR . -

) AANESEEHA "UEEAERE , -

By signing this form, | confirm that-

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

(b) I have requested to withdraw the registration of the healthcare recipient from eHealth on behalf of the healthcare recipient and |
have read and understood the "Participant Information Notice" including section(s) regarding the rights of the healthcare recipient
after withdrawing from eHealth.

(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 "Personal Information Collection Statement".

R A %2 Substitute Decision Maker's Signature HEH Date
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BRBHARGREEEEEH

Points to Note - Submission of Withdrawal Consent Form
BXFESEN SR TSR, & TREEATRRY | - BN T _GEEREWEE

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

SEEAA

Participant

IheSIEPN gt

Personal Information

Information Notice Collection Statement

MBI T EE R R

Download eHealth App now!

BT R B iR

Managing Your Health, anytime, anywhere.

WS FEHHEERER - MBREREEESE -

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

JEE BB B EENY 7755 Not-in-person Submission Methods:

® CEBTARRYENAL » SRS  FTHE A B TR ST R
For person aged 16 or above, please submit: The Authorised Person (AP) should submit
ESE (1) 1LAs this form the following at eHR Registration Centres™:
HE/ (2) BlEsHE 2 (EI4 copy of identity document —
BH o YRS RS ERLEENAL R e | () thisfom
BB For Substitute Decision Maker (SDM) submitting the application By (2) B2 E By AR
ByFI;(()S/t ! on behalf of the healthcare recipient (HCR), please submit: Authorised copy of the healthcare recipient's (HCR)
Email / (1) A& this form Person identity document
Drop-in Box | (2) S##55% % 5338 (£FI4 copy of HCR's identity document (3) TS B R S
) R AN E 188 EI4 copy of SDM's identity document Authorised Person's (AP's) identity document

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

(EASHHERE A A S {4 75 submission address shown at the bottom of this document)

* DU BRI R N B ER BRI IR #HEE  The following types of SDM should submit the application together with a copy of the relationship proof:
(1) 1R48 CRECEABERRD]) (3513%) =0 CRMMEEREIRDI) (55136%%) ZEMEREA © (2) thEEFZ B R O RE]) (551365) Z(EARE AHIEMHE
A 5 (3) LA LU B Z 2 H FE AL ¢+ (4) IEAERRI g 2 e L e s s T e e 1 -
(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.

*

RIS IR ETE T E T RGOS - BTSRRI RS0 - SO RE R 2 FIR IR AR AL S B IR B A B TR O SR BT -

BT RFFACSE B EC IR EEE (http://mww.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)

Hrik: Address: T LA S B8RRI ME 1 1#1102=

Unit 1102, 11/F, Harbourside HQ, 8 Lam Chak Street, Kowloon Bay, Hong Kong
B4R EEL Hotline: 3467 6300
{HESREE Fax no.: 3467 6099
ZEH Email: ehr@ehealth.gov.hk
W NIEfE] Office Hours: 2 HA—Z 71 Monday to Friday 9:30-12:30 & 14:00-17:00
EHIS ~ H A G R E Closed on Saturdays, Sundays and public holidays
4L Website: www.ehealth.gov.hk
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