Part I [ Vaccination Information )

S [EEEEER]

To be filled in by Private Doctor providing the vaccination DL N &R H fEt ALys e PEfEAy B AR TH B
Seasonal Influenza Vaccination =547 BE &

D Inactivated Influenza Vaccine | For ALL persons aged 9 or above 9 GEEGCA B AL -
(Injectable) [ ] The only dose for this season ZA<Z= & Hf——7|
B CERT0)

For children under the age of 9 who have received Seasonal Influenza Vaccination in previous

[ ] Recombinant Influenza Vaccine | seasons 9 b\ FE3ZENS ¥ OB AR EBEE BRI FREiMREES :

(Injectable) [] The only dose for this season 4~ ZEEHfi——7|
B =0
For children under the age of 9 who have NEVER received Seasonal Influenza Vaccination in

D Live Attenuated Influenza previous seasons (vaccine naive children) 9 FEEU T REW RPN BAZEEFEESETERE
Vaccine (Nasal Spray) T

RoEEE (EE) [] The first dose for this season ZAZZEE 55— [ | The second dose for this season ASZERFEE |

Pneumococcal Vaccination iR ERE &

Elderly aged 65 or above (a) without high-risk conditions#, and has never received 23vPPV and

|:| 23-valent Pneumococcal PCV13 or PCV1S5 vaccinations before, or (b) with high-risk conditions# and has never received
Polysaccharide Vaccine 23vPPV vaccination before but has received PCV13 or PCV15 at least one year prior to the proposed
(23vPPV) 23vPPV vaccination is entitled to receive one dose of 23vPPV with subsidy.
23 (AR BB SR 65 BRELLA 17 (a) 39775 BRI CATT AR A 2R 23 B 13 (B2 15 RO - S(oyAms mg
(23 fRseiss) i LY KBRS 23 (R (e B 2 /0 —EERTRERE 1 13 (H1E0 15 (Ep s - wIig s nhiete

— il 23 {EfE S -

Elderly aged 65 or above with high-risk conditions# is entitled to receive subsidy for 1 dose of
L] 15-valent Pneumococcal PCV15 if (a) he or she has never received PCV13 or PCV15 and 23vPPV vaccinations before or (b)

Conjugate Vaccine he or she has never received PCV13 or PCV15 vaccination but has received 23vPPV at least one year

(PCV15) . oo

15 (T 36 BRI S prior to the proposed PCV15 vaccination.

OsEEe) HRH BRI 65 BREtbl bR a) A MM 23 (FR 13 512K 15 (BUERE > (o) fofciseie
s 3 = iy e R ot b= e

i 13 EE 1S [EEEEDR 2D —FERaE—R 23 @ - "EEEE A 15 [k -

The interval between 23vPPV and PCV13 or PCV15 must be at least one year. 35f& 23 {E ¢ 13 €5, 15 EEEHNER/VIHE—E -

Part II [ Vaccine Recipient Information )

—Ey [EmiEa e ]

. MACCINE RECIPIENT INFORMATION ﬁ%&ﬁ%ﬁ’;ﬂ»
Vaccine recipient’s Full Name (as indicated on identity document) S EiFEEHZ (GBRIBEDHBIHEHERE)
Surname [KIAITIO | [ 1111111111111 #E [Fh3z] ¢ i
First Name [H[AINIAKIO] | | 1 11111111111 & [th3r) s T

Date of Birth {4 HEf : (018] DD/ L1 ] MM/ [21012]0] YYYY  SexR( : O Male 58 M Female %
2. IDENTITY DOCUMENT B {78 &

Note: Only Hong Kong Identity Card or Certificate of Exemption would be accepted for person aged 12 or above.

5+ omE E AT RS E RSB RE I EIHE c XEHIDESEL0REULOFENA RS TESIDESESTALES Y
] )Hons Kong 1entity Cara No. S tpimats = 1) L1 1L11I(L))

Date of Issue & HHH : LLIDD/LLI MW LL]YY HKIC Symbol E{#z87F5%EsC : DA OC OR OU O Others

[] Serial No. of the Certificate of Exemption #3% BeCBIHE RS

Reference No. 4% :

HKID No. shown on the Certificate 3 Bt HERGE LTRSS MGERE: L1 LL I 11 11(L))

ate of Issue ZFEHEH : L1 IDD/ L1 I MM/ LLIYY XEACEINABTH. EBEETNESS L TRALTL
[] Hong Kong Birth Certificate Registration No. & EBIHEREGEmE : L1 LI I 111 1(L])
Hong Kong Re-entry Permit No. (Beginning with "RM" / "RS") F & AT EIE [ B 520 (CU"RM"E"RS"F ) :
[RIL LI L L] Date of Issue 2 HH: LLIDD/ L1l I MM/ L1 ]YY




[] HKSAR Document of Identity No. (Beginning with "D") F#iG T EIE 25 B EB 455 CL"D"FHE) ©
0 I B Date of Issue & HHEA : LLIDD/LLIMM/LL]YY
[] Permit to Remain in HKSAR (ID 235B) - Birth Entry No. F3/E A58 (ID 235B) HeBEHER ¢
LLI LI 111 I(L])) Permitted to remain until #A3E®ZE : LLIDD/LLIMM/LL]YY
Please also provide Hong Kong Birth Certificate Registration No. for eHealth registration
HRGE BRSSP ERERRE : L) LLL1 1 1] (L))STE) e Bivh ol s Pl
( [] Non-Hong Kong Travel Documents No. (e.g. Foreign passports) 35@%}5@&%{#&3&%?’%% ; ﬁﬁf‘%ﬁé{\lﬁ,m 2

MZ1234567
HKSAR Visa / Reference No. B A\ IEE &/ S24E5E 0 (ABLD |- 2P 145061 -8R 1 (LK)
[] Certificate issued by the Births Registry for adopted children — No. of Entry
GBS R R EREET e L L L L L LI /L]

3. ELIGIBILITY STATEMENT &#&EHH

Seasonal Influenza Vaccination =75 S
Children and adolescents aged between 6 months and 18 years old (not including 18 years itself)

AT 6 (B T A 18 BRIVSIHE R DA

] My child / ward * is between the age of 6 months and 18 years old (not including 18 years itself) in the calendar year when the

Vaccination is given
OR s still a student of a secondary school registered under the Education Ordinance (Cap 279 of the Laws of Hong Kong) in the

school year when the Vaccination is given (For the latter, please provide a copy of student handbook/ card)
BT ZEEE * T F 6 8 A 2RI 18 5% s AEFEEEEVEFEE (BEWREI) (5279 %) sEfAy-hEnyE
& (MFRE - Fre L F e EL52)

Other categories ELA5EH

[ I am pregnant at the time of Vaccination Confirmation of pregnancy by
BN the Private Doctor:
B EmE A

(Private Doctor’s Signature B2k % Z 1T

[] My child / ward * is a person aged 6 months or above with intellectual disability holding:
AN 6 A LT 2 EEE * TR A LIRA
[] The “Registration Card for People with Disabilities” with indication of “Intellectual Disability” or “Mentally Retarded”:
G N5 E0EE GERH T 5 T§5% ) ¢ []physical card & [ ]electronic version® ZEFf AN
~Confirmation of possession of the Registration Card
(electronic version) by the Private Doctor:

"BECEMKETHRARRE A LSS

(Private Doctor’s Signature B&4f % Z =)
[] A certificate issued by a Registered Medical Practitioner that my child / ward * is eligible for subsidised Vaccination
AL e S HAVE I E LSRR AT L RE#E * A a2 EihEEm

[] A certificate issued by the person-in-charge of a designated institution serving persons with intellectual disability that my
child / ward is a user of the institution

HfEERY IR A LIRS iR & R AT &R 2 H8EE

(Please provide a copy of the aforesaid document except the electronic version of Registration Card for People with Disability)

(FFEAFTIZ I LTI » BT IRAIERA LB 50785

[] Tam /My child is / My ward is* & A " AATFL ZE5EE <5

[] A recipient of the Social Welfare Department’s Disability Allowance 4EH{tt & (EFZ1EERRE A+
(Please provide a copy of the disability allowance approval letter issued by the Social Welfare Department of the
Government FFFEHE B HaFIE R HIHIGAEFHAAIEFIE)

[] A recipient of standard rate of “100% disabled” or “requiring constant attendance” under the “Comprehensive Social
Security Assistance” (“CSSA”) Scheme of the Social Welfare Department and is aged 18 to under 50
S EEAF SR T B S EE A Ry " AR 22 100% |, 2 T FREACH S ) YN0 R 1855250 %
(Please provide a copy of documentary proof and sign a self-declaration form provided by the Private Doctor

FIEHETII PRI AR 2 Z IR KL FE T2




[] 1 am aged 18 to under 50, and is certified by the Private Doctor as a person with any of the following specified chronic medical
conditions”:

ANFH 18 50 AT - W A BAERERY A A TME ] — T R B B R -

Confirmation of specified chronic medical conditions below by the Private Doctor

AR A L N R

(Please also puta_“v"” in the box concerned) GEEBE MBI E “v” 89)”:

(Private Doctor’s Signature S84 % ZHERY)
% Specified chronic medical conditions comprise & Hf{dE [ REELHE ¢

[] Chronic cardiovascular (except hypertension without complication), lung, liver or kidney diseases;
REALIME LR (SMMBETZ ARSI ) ~ Bt ~ FHREER |

[ ] Metabolic diseases including diabetes mellitus or obesity (Body Mass Index 30 or above);
HPRACHN G ISR PR EAERE (BEEEFEH 30 L E) S

[ ] Immunocompromised states related to weakened immune system due to conditions such as asplenia, Human
Immunodeficiency Virus/ Acquired Immune Deficiency Syndrome or cancer/ steroid treatment; and
R FIRIE AR - N = R R LB i, SRR AR5 (2 0 K

[] Chronic neurological conditions that can compromise respiratory functions or the handling of respiratory secretions or
increase the risk for aspiration, or those who lack the ability to take care of themselves.

R SRR EE KPR IHRE ~ B BRI 28 ) ~ S NS AR RS 3R bk E BARRRRE T -

Remarks:

it

Persons aged 50 years and above 50 L _E A+

[J Iam aged 50 and above A5 A8 By 50 pReb A B A+

Pneumococcal Vaccination i3 BREE &

[ 1 am at the age of 65 or above Zx A FF#5 B 65 pREiLL
] For Pneumococcal Vaccination, certified by the Private Doctor as an elderly person with any of the following high-risk

conditions#: £ fii & BREE e i P RRE T - AXBS 2RSS Ry DA M — i = B i A R

Confirmation of high-risk conditions by the Private Doctor #
BAERERA E R EH

(Private Doctor’s Signature S84 % ZHERY)
#For Pneumococcal Vaccination, high-risk conditions include:
T S8 BRI e v PR T > = P O LA
e History of invasive pneumococcal disease, cerebrospinal fluid leakage or use of cochlear implant;
¥ B AR SR BRER ~ IS RS REEEA AN TH |
®  Chronic cardiovascular (except hypertension without complication), lung, liver or kidney diseases;
REIOMERR (SIMEEMZA FFEHERRIN) ~ Bk - FHREE
®  Metabolic diseases including diabetes mellitus or obesity (Body Mass Index 30 or above);

HBR PR ELFERE PR A BHERE (RREETEE 30 BiBAE)

¢ [mmunocompromised states related to weakened immune system due to conditions such as asplenia, Human
Immunodeficiency Virus/ Acquired Immune Deficiency Syndrome or cancer/ steroid treatment; and
e IRIE S ANERR « AR D R R BN BRI, S AR AT (B 0 K

®  Chronic neurological conditions that can compromise respiratory functions or the handling of respiratory secretions or
increase the risk for aspiration, or those who lack the ability to take care of themselves.

RIPTHEE SRR BT R FIRINRE ~ B R BRI 8 73] ~ SN AR bR B 1 E P R RE

4. eHealth REGISTRATION & :C B i

( ) i ipi i MeHeal thOBH KRR E CFHRACEZE W
Vaccine recipient has already registered eHealth. BIrEHEATWE SR LOO0CFTv %, TEERIATONEVNSETROOICHE

e R G s i - o

@Vaccine recipient has not registered or is unsure of his or her eHealth registration status. (Please fill in Part IV)
B REE RSN R T AR ME - GeEaslus)




Part III [ Consent)
F=E5 [ BEE)]) xAsscsansecgidLan

[] ICONSENT EH&E

I have read / been informed and fully understood my obligation and liability under this consent form (including the Undertakings and
Declarations) and the Statement of Purpose of Collection of Personal Data, and] AGREE [for myself/ my child/ ward* to receive the

Seasonal Influenza Vaccine/ Pneumococcal Vaccine. sxm&EE & EABRINED BWICET 230 EEH. BREL. hES/ 0T/ HERA
NAVINTIUY D FU/MEKET IV FUEBITIFEICRABLET,

A NE BSR4 BRI E B S R I B R R E AR B - R[EE]| AN BT S i
TR W R

Signature of Vaccine Recipient/ P@s/ Guardian*: y = Relationship with Vaccine Recipient H2 & &5 % 18 & B (%
RS EEAEE (If applicable 4135 FH)
(or finger print if illiterate@): Masako Kato O Father & Mother O Guardian E53E A

(WA EHEE@ - HE] 151

Name of Vaccine Recipient/ Parents/ Guardian®: g4 2 50 x4 Contact Telephone No.: x@EigsicESZES
TEEEE U EEAES C Hanako Kato BREEEEEESRES © 1934 5678

Date of Signature: XAk

ft
HEHM - 26/09/2025

@Witness shall complete the following if the vaccine recipient has mental capacity but is illiterate:

@EEFEERH EATRENEFEHE - REBANFERUTEE

This document has been read and explained to the vaccine recipient in my presence.

AN RS [F) R T A b AR T 1 B B R -

Signature of Witness: Name of Witness:

REBAEE : EEIN ok

Hong Kong Identity Card No. T3 SB35 - ’ ‘ ‘ | ’ ‘
(only the alphabet and the first three digits are required)

(RERXFERE 3 FEREFE)

| x| x| x]eo

Contact Telephone No.: Date of Signature:
e EEEEIRES ¢ poaA=bi

Part IV [ Consent to Register eHealthY siccieaithiz 2 L covimins & E 280 R ATE A S LS 55 -H% LT <

FIOE s [BelBREEES] Exu (IBRREOFORELBL)

The following part is applicable to a person who has not registered with eHealth, or is unsure of his or her eHealth registration status

REGCREEAL > RAEERSCECREEAL - BER TIIES

eHealth registration is a prerequisite for all vaccine recipients aged 18 or above F775 18 BRECIA_ERYE B EE MV/E R LB fE
To be completed and signed by vaccine recipient aged 18 or above F 18 @uzuiﬁﬁﬁﬁﬁfﬁﬁﬁﬁ%
XFh(LeHeal thdd TSMEFRBAE] KT EARB DEH] ZaABEL. ARLE I, aAchEERREH#HEN
lfg%ie&r%a aaEPl tﬁlﬁlgr%st%&f tlﬁeﬁ‘?Plﬁt?cipant Information Notice” and “Personal Information Collection Statement” of eHealth
and I to register with eHealth, which enables authorised healthcare providers to obtain and share my eHealth records
for healthcare purposes.

ANEREKAOREEN " 2HEERA, K TWEEASHER > K FNBELSIER RS - AR
WK AR E R EN R R EACR PR g AR -

Signature of Vaccine Recipient: Mobile Number for receiving system notifications Date of Signature:
BHEEERE © x4 (with prefix 4/5/6/7/8/9): o EEHE: xay
FIREFEIR A RSB

(SREELL4.75,76,77,/ 8, 9FEER)

To be completed and signed by vaccine recipient between the age of 16 and less than 18 years . ;e g5 +2pppzomEs =4
H 2 16 R 18 GRIEHHEEIHRN &S
@ XFhiFeHealthdd TSME~DEN] LEANERNECEATIFEHEZGA. BRLELE, BRERODSG. £BFTEEH LSS

I agree [H& cHealth~D&EHIAZLET.

I have read and understood the “Participant Information Notice” and “Personal Information Collection Statement” of eHealth
and I to register with eHealth, which enables authorised healthcare providers to obtain and share my eHealth records
for healthcare purposes.




ANEREKAOREEN "2EERA, K TWEEATRENR - K FNBELSINEREE - R AR
WK DERERIENRREVCHRKFEERR © smasnsupicsscasunccran,

@I disagree R[EE
I have read and understood the “Participant Information Notice” and “Personal Information Collection Statement” of

eHealth and I to register with eHealth.
A ANERHEFAORREN " 2HEHN, k TWREANDERH > K BNEECS IR -

Signature of Vaccine Recipient: Mobile Number for receiving system notifications Date of Signature:
R RS (with prefix 4/ 5/ 6/ 7/ 8/ 9): o EEAY wqpy
SR FIRESFEUKNAGEG S PTES

(SRESLL4. 756,77,/ 8/ 9BHEE) *

To be completed and signed by the Substitute Decision Maker (e.g. parent or guardian)
(Only applicable to vaccine recipient aged under 16, or aged 16 or above but incapable of giving consent. eHealth registration is a
prerequisite for all recipients aged 18 or above, or else they are not eligible for the vaccine.)
HRARA (PIIRREEEAN) HREHEE (RERART A RUTRE » R+ B LEEENBTETERNAL - Fre
18 BRERA LH e R MR B OB R - SRR SRS - )
XKEEE RERRREENEBELT DL (VI FUEBENMORLU L. RKETHo THLRABENL A VGEE XY, 18R LIE
@lagree EE  ERLGVECEENEALAYET)
I have read and understood the “Participant Information Notice” and “Personal Information Collection Statement” of eHealth
and on behalf of the healthcare recipient (HCR) to register with eHealth, which enables authorised healthcare
providers to obtain and share the HCR’s eHealth records for healthcare purposes.
XeHealthzHAEMLE L, ABEL CRA SN EERRUENERBNICERELXAFCEEILICRBLET,
BACREMAOREEN T S2HEEBAA K TWEEASHERN > RAREEEZE BELS RS - R
MR FE I T & C B R R R N R R o FRE AR -
@1 disagree K[ X OBMERS. BRLE UL ERZRE () (<o TeHoal h O BRIAB L ¢4
I have read and understood the “Participant Information Notice” and “Personal Information Collection Statement” of eHealth
and on behalf of the healthcare recipient (HCR) DISAGREE to register with eHealth.

AANEREKACRREN " 2HEEREA, & "RWEEASNEH > RAREEEZE BRSNS -

Substitute Decision Maker's Substitute Decision Maker's Substitute Decision Maker’s Mobile Number (with prefix 4/ 5/ 6/
Surname in English: First Name in English: 7/ 8/ 9):
RANFDCEK, AR RAANFIREESES (FBLL4576,77,7 8/ 9BHHH) *
XKREEORBCOR XREEDHETOE XREEOHBES
Substitute Decision Maker's HK | For non HK Identity Card holder, please fill in information of other identity document
Identity Card No.: BB BTN - SRS DRI ARL X0 A LLSa0moRsE
S o, .
RRAEHBE LB - Document Type: Document No.:
) g i : XEROESR BETE XNRRAMR—FECHADBEE
WO YRR 0 EsomE BEHE: ok e

Relationship with Vaccine Recipient: ./, 5 w@m= s oz

B R (4 -
XKEBENORERBDIEE
@accine recipient aged under 16 EiEHEE BT RE T8/ T/ EEE/RRFREA

arents/ Family Member/ Residing Person/ Guardian appointed under Guardianship of Minors Ordinance/ Person appointed
by court * &R RAEEAL MRE CREGEAEERS]) ZENEEBA ERZEIA*
@accine recipient aged 16 or above but incapable of giving consent & EiFfEE BEM T/ SR EME T BTE TFTRBNAL
amily Member/ Residing Person/ Guardian appointed under Mental Health Ordinance/ Director of Social Welfare appointed
under Mental Health Ordinance/ Person appointed by court * F A Ei{FE A+ 188 (FBHERERE) ZENEGEAN e
EFIEEREIRE (R ERERE]) ZENEEN TEERBERIAY cE@ma 16U L CREENNEVEE

Signature of Substitute Decision Maker: Date of Signature:
RAANZEE MOREE DB HEHH: MEH




