Human Papillomavirus (HPV) Vaccination Consent Form
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Points to Note S B BEIE

e Please complete in BLOCK LETTERS using black or blue ball pen and put “v"” into the appropriate box(es) and *
AR OREORTEDIEMES - WEHEERN O RNL " 5% & * MR 3 HEE -

e Part I and Part Il (CONSENT TO ADMINISTRATION OF HPV VACCINATION) should be completed and signed by parents / guardian
if vaccine recipient is aged below 18. Otherwise, it should be completed by the vaccine recipient. Please read the information on HPV
Vaccines and Collection of Personal Data - Statement of Purposes carefully.
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e Part III (CONSENT TO REGISTER eHealth) should be completed and signed by Substitute Decision Maker if the vaccine recipient is aged
below 16 or aged 16 or above but incapable of giving consent. Otherwise, it should be completed by the vaccine recipient. Please read the
information on eHealth including the Participant Information Notice and Personal Information Collection Statement carefully.
AEEIFEE AR 16 BREATm 16 BHEMEE TEITE TRENAL  B=80 (BRBREEEE) AR NEERE
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A consent form is required for each dose of vaccination. Completed form should be returned to school/ designated centre.
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Part I [ Vaccine Recipient Information)

B—E [EmEEEEe]

1. VACCINE RECIPIENT INFORMATION ¥ EEE SR
Vaccine Recipient’s Full Name (as indicated in identity document) ¥EEEEE L GBSO CHHER)
CHAM L L L LL L Ll e Py
FirseName (SAU /A LTI L1111 L] Arsd: O\ B
Date of Birth #44E HEH: 1A) DD/ o4 vy 12998 yyvy 3
2. IDENTITY DOCUMENT & {5383
Please fill in information based on (i) or (ii) below: FFEEDT (i) B (ii)

Surname |

(i) Hong Kong Identity Card No. 85 {058 5 : ii) Other Identity Document, please specify:
L1 2403 (13) Y s g
HKIC Symbol S4BT 3R '
@A OC OR OU [OOthers Document Type J731:
AND % Date of Issue 2558 2 DocumentW |01 I 111 111]
U13] DD/ 19 MM/ [213] YY MUST attach(a copy of the document to this consent form
(If applicable ﬁuﬁﬁg) jﬁﬁﬁﬁﬁﬁ%ﬁ?% %%K#WEE

School Name 224258 %‘ ; v 4 F‘;« \\%?ﬁ, :U\ \3\4& /%\ 47 ?5// Class FE31: 5‘E Class No. BE5E: 4‘

3. VACCINATION RECORD ¥ B BERERT 8%
Has the vaccine recipient received Human Papillomavirus vaccination in the past? JE i i#EE 2o Y& FEE A\ EAEERFEE
BE?
O No #&
Yes . Already had 233788 | dose (/doses) %

Last vaccination date f37—ZciErE HE: 1012 MM (H)/ |22 2 51 yyyy (&)

Can submit immunisation records of the vaccine recipient for checking (pertaining to HPV vaccination or not).

HIEE HEREHFRUSRCHOGRERR B AR (Rama S 8 & 8E NEALERBEES) -
[ Cannot submit any immunisation records of the vaccine recipient but still agree to receive the vaccine. (Please apply for reissue
of immunisation record if lost.) SREEFRELFTEICIR(EIF) - (EAIFEIRERARLES - (WEE - FHEPEHE)
4. IMMUNOCOMPROMISED PERSON #3& /755 A1

Is the vaccine recipient an immunocompromised person? iR E BB AT HHE AL ?
No &
O Yes /Z. I can submit written documentation. SEfREEAHRI EmZEHA -

5. eHealth REGISTRATION BB (EIR
JZ? Vaccine recipient has already registered eHealth. (please fill in Part II).
RSO SBRIETE - GBEEE M)
I Vaccine recipient hias not registered or is unsure of her eHealth registration status. (please fill in Part II and 11I)

E%?%?EWW?E%EE%@@ - GREREZRE=EM)




Part II [ Consent/ Refusal of Vaccination ]

BEHS [ BFEREREAEEE]

1. CONSENT TO ADMINISTRATION OF HPV VACCINATION {FEREE

A CONSENT &
I have read and understood this document and the attached information on HPV Vaccines and Collection of Personal Data - Statement

- of Purposes, including persons/ conditions not suitable for receiving HPV vaccine, and| AGREE |for myself/ my child/ ward* to receive

the HPV vaccine (Ist /2nd / 3rd dose N©)* as arranged by the Department of Health (DH) and for school to release the related
information to the vaccination team arranged by the DH for verification where applicable/ necessary.
I agree for myself/ my child/ ward* to register eHealth if the vaccine recipient has not yet registered. If verification shows that she has
not yet registered, the vaccine recipient/ parents/ guardian agrees to provide further information of the vaccine recipient to the
Department of Health/authorised healthcare providers and consent for eHealth registration of the vaccine recipient.
[Note: DH will arrange eligible females to receive two doses of HPV vaccine. The 2" dose of HPV vaccine will be provided within 5-
13 months after the I dose. For those who are immunocompromised / with valid referral letter, three doses of HPV vaccine will be
provided in the designated centre. The 2" dose and 3" dose will be arranged at | month and 6 months after the 1* dose.]

7 LB K B (1 AR B R B AR LI R 35 (HP V)RS S AR R U SR A R P R B /TR T8 A B ALUE R
FFHPV)EEAI AL L AN N R PR By NE AR RS (B SR B2
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(B KB T BAEEHPV LA BB RIEET » ITE e/ — PGl 5-13 (/7Y » ZHE 5 AR Es
B o BIELI T FEERIINEHTLLE » A B IS AS E T FEELE = RIS » 55 PRSP e B B s e 5 — A
FEETTE | T 6 (/150 - ]

O REFUSE REE

I have read and understood this document and the information on HPV Vaccines and Collection of Personal Data - Statement of Purposes,

and [DISAGREE]| for myself/ my child/ ward* (filled information in part I) to receive the HPV vaccine as arranged by the Department of
Health (DH) due to:

7 N\ B R B A B B 9 A AL SRR 3 (HPV ) BERE ORI A R MR (B AR R AN /N
L/ (BN THEBER) BE B NEATREREHPVEY » FFER

O Fully vaccinated with HPV vaccines E.52 3¢ A\ JE A VAR fis 557 1 TR
O With a history of serious allergic reaction to any of the vaccine components, or following a previous dose of HPV vaccine
WA SRA TR B G B R A B E A A RS T

O With a history of severe allergic reaction to yeast (used in baking bread) ¥l &} (B BHYE - —FEMR) 5 RSB E

O Currently pregnant I F§E%2

O Worried about adverse effects &/, B X JE

O Others EAf (please specify 35 EERH: )
Signature of Vaccine Recipi arents/ Guardian*: Relationship with Student BE2824= §l{4: (If applicable 2 )
WY FE/ BB AIEE. O Father &2 O Mother Guardian B538 A
Name of Vaccine Recipient/Parents/ Guardian*: Contact Number BrEZEBEE
BERE SRR 5 b34¢ &ty
Date of Signature 32 HEH: _/__

1%/1) /2025

Part IIT [Registration of eHealth)
B=Ea [ERieE]

The following part is ONLY applicable to those who have not registered eHealth T %I 4)- ST Bl s

I have read and understood the “Participant Information Notice” and “Perséndl Information Collection Statement” of eHealth

and I/ on behalf of the healthcare recipient (HCR) AGREE |to register with eHealth, which enables authorised healthcare
providers to access and share the HCR’s eHealth records for healthcare purposes.

ANERERAOREIEN T 20EEN , Kk TIREEASHENE > MEE] AN ARSEHIET NS NREE o B
RIENEERENE kD EREEZENBEENCHRFEENE -




FH16pRERDL SR EIE R ) %8 Completed and signed by vaccine recipient aged 16 or above
Signature pfVaccine Recipient: ile N
S

BURA IR RREE )RR EFE (REARNSERMUT RE/ EH+ RERE T 8178 TR AZ) Completed and

Date of Signaturesr= HHH;

signed by Substitute Decision Maker (SDM) (.e. parent or guardian)

(Only applicable to vaccine recipient aged under 16/ aged 16 or above but incapable of giving consent)

SDM's Surname in English: SDM's Given Name in SDM’s Contact Telephone obile Number for receiving

RBAFES R : English: Number.: system notifications:
RARANIS A RN TBRas B DR FIREFERISIBEN RGBS

SDM's HK Identity Card No.: For non HK Identity Card holder, please fillin information of other identity document.

RARNF RS HRHS: WFEBEANBIFAN » HH SISOk
Document Type Document No.
RS R

Relationship with Vaccine Recipient

SRR B E R R

O Vaccine recipient aged under 16 35
Parents/ Family Member/ Residin
court *

K& RN EHEALS

[0 Vaccine recipient aged

EHR TR T HE

erson/ Guardian appointed under Guardianship of Minors Ordinance/ Person appointed by

RECEABSGRE]) ZENEEN/ BRI
or above but incapable of giving consent B EE RER T A BRERE T BTETEENAL

Family Member/ ReSiding Person/ Guardian appointed under Mental Health Ordinance / Director of Social Welfare appointed
under Mental Hé€alth Ordinance / Person appointed by court *

RN BEXLARE (BRG] ZENES A SENEERRNE (BHEREE) BENEE A RSB ER A
Signature/of SDM: Date of Signature:
RABKEE - #ZHH:

Part IV To Be Filled In By The Healthcare Worker Providing The Vaccination
EEVUERSY DU TR R e R A SR

O First Dose S5—H]
O Second Dose 53]

O Third Dose S£=5
(only for individuals who are immunocompromised / with valid referral letter RIEFHN R / BERENMESHAL)

00 HPV vaccination was provided to the vaccine recipient B, A3 fE Z 58 \ JH AL TR R HHPV)IEE

[0 HPV vaccination was NOT provided to the vaccine recipient due to: 3745 R ifEEHHE N EAEEFESEYE  BERE
O absent from school fREH

[ vaccination refused fE4E 3 f#H
O discomfort B &R &
O others HAtf (please specify 555+HA: )

Signature of Vaccination Staff {EfER B &S :

Name of Enrolled Doctor EFCEf 8 2= 44 :

Date of Vaccination 3578 HEH :

HPVP_A_2
Last updated: October 2024



Collection of Personal Data - Statement of Purposes

SR A EORHY P R

Statement of Purpose of Collection of Personal Data

1.The personal data provided will be used by the Government for one or more of the following purposes:
(1) confirm vaccine recipients’ identity. For creation, processing and maintenance of an eHealth (Subsidies)
' account, payment of subsidy, and the administration and monitoring of the Human Papillomavirus (HPV)
Vaccination activities, including but not limited to a verification procedure by electronic means with the
data kept by the Immigration Department;
(i) for medical examinations, diagnosis, preparing test results, provision of treatment for continuation of care,
and for reference by medical professionals;
(ii1) for statistical and research purposes; and any other legitimate purposes as may be required, authorised or
permitted by law.
2.The vaccination record made for the purpose of this consultation will be accessible by health care personnel in
the public and private sectors for the purpose of determining and providing necessary health care service to the
reciplent.
3. The provision of personal data is voluntary. If you do not provide sufficient information, you/ your child/ ward
may not be able to receive vaccination.

Classes of Transferees

4. The personal data you provided are mainly for use within the Government but the information may also be
disclosed by the Government to other organisations and third parties for the purposes stated in paragraphs 1 and
2 above, if required.

Access to Personal Data

5.You have the right to request access to and correction of your personal data under sections 18 and 22 and principle
6, schedule 1 of the Personal Data (Privacy) Ordinance (Cap. 486). The Department of Health may impose a fee
for complying with a data access request.

Enquiries

6.Enquiries concerning the personal data provided, including the request for access and correction, should be
addressed to: Executive Officer, Programme Management and Vaccination Division, Centre for Health Protection,
Room 429, 4/F, 147C Argyle Street, Kowloon (Telephone No.: 2125 2125)
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