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Planning and workflow

1.
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School and doctor discuss the date and time of 1st dose and 2nd dose (aged
below 9 and first time vaccination) and mop-up vaccination

EREIkeE MR =S
School distribute and collect consent forms

EN R

School arrange vaccination venue

SmHE PR E HAYE

Prepare the workflow for vaccination day

e AL Y R H HHAT WY AR AR AR

Doctor inform Department of Health 2 weeks before the vaccination da;a
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Planning and workflow
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Dates for first and second dose of influenza vaccination

AR R s H IR A8 | SR AN AR e e B H
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The vaccination date is suggested to be at least one week after the vaccination day of
School Immunization Team of Department of Health

g S R S - RI DU ~ T IERERR R S AR B Z (MMR)E &Y%
[5] H SlerE b /L VU 2 T e

Nasal spray influenza vaccine and Measles, mumps and rubella (MMR) vaccine can
be given on same day or at an interval of at least 4 weeks

TR A MERPEE R B s » "B B PEERIA - M e/ DAH PR U7

Children aged below 9 who have never received influenza vaccine before, can receive
2 doses of subsidised vaccination separated by at least 4 weeks H
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Before Vaccination

SEHRR [ 2020/21 R EBERSMNE (RTEESMEE ) | BYEE
Read information about 2020/21 Vaccination Subsidy Scheme (VSS) School
Outreach (Extra Charge Allowed)

https://www.chp.gov.hk/tc/features/100634.html
https://www.chp.gov.hk/en/features/100634.html

ERERE g NRAER

Schools provide information to Parents/ Guardians
o Jin ~ Yo PAEZCHERY M B A Y E R

Information about the vaccine, vaccination arrangement and outreach doctor

o BE NEMIRSE A (FEsEmH#EEE ZA

Contact details of healthcare providers for enquiries concerning vaccination

o inerie N BIRLARIE E Y SRR '
Invite healthcare providers to provide information leaflets about vaccination H
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Before Vaccination
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Schools distribute and collect the forms, including:
» Consent to Use Vaccination Subsidy and
» Health Assessment Form and Vaccination Record

® pEEENHEAUMEE B NEY %5 RIEHEERE
A5 s A ER
Check whether these documents are duly signed and completed by parents
/ guardians, with correct information of student’s identity document included
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Consent Form (Chinese sample)
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Consent Form (English sample)

y - N
Q FOR SCHOOL CHILDREN PARTICIPATING IN )|
CHOOL OUTREACH (EXTRA CHARGE ALLOWED) PROGEAMAME
Conzent to Use Vaccination Subszidy SECE ) Trmsacton T, (For Doctor s Thal

Vaceination Subsidy Scheme ABSE TRANSACTION NUMEFR ORLY
Department of Health IG - -
Hom:  Fleas conples &5 form in BLOCE lears nding black or biue pen. Pura *™ i the most appropriat b and ®dales 2

ppropmate.  Twe comsent forme are for twe doses of mbridved vacozation.  Pleass read the itmmation sheet about Su
Vaccination Subsithy Schema and the concamiod waccing baftrs yom sign this form.

I consent o use the Government subsidy for my child / my ward * to receive Seasonal Influsnza Vaccimation
under the Vaccination Subsidy Scheme with details as follows:-

Wame of Doctor Date of Vaccimation
School Attending Clazs & Student Wa.
Type and Daose 5 e of 5 l Infl Vaccine (Puta “v™ in the most appropriace box)
AIT school children aged 9 ar above:
Inactivated Influenza Vaccine [] The only dosa for this season
(Tnjectable) Children aged below 9 but have recefved Seasomal Influenza
. Vaccination in previons seasoms:
drivalent
% QT:li;a].em [0 The enly dose for this seasen

Children aged below 9 but kave NEVER received Seasonal Influenza
Guardrivalent Live Anemuated Varcination in prm_smsnns (vaccime nalve children):

Inflenza Vaccing (asal Spray) [] The first dose far this season

[] The second dose for this seasen

The Personal Details of Vaccine Recipient (as indicated on identity document)

Name: N
Exgiich {semuenc) Ijgiven name) Chingso  (surmams) (Ehven mms)

Date of Birt (A mm YY) Sex: []Male [J Femals

=

Hoag Eong Birth Cartificass Rsgistration No.: LLTLLL L e

/m Dotument (Please put a “~" in the box and fill in the document oumber as appropriate]

o gy ol ERENENNETE
HEICSymbal: OA OC OER OU

Date of Iisme: (ddmmfirr)

Hozg Eong Fe-satry Permit No. (Begineing with "EM" /BE7)
Drarte: of Tnsae: (ddimeyyyy)

BRI ]

HE 3 AR Docurmant of Idsntiny Mo, (Begiming with T :
Drarte: of Insne: (dedime Aryyy)

o [ [ [ []]]

Pormit to Ramain in HEKSAR {ID 1338} - Birth Entry No.:
Parmitted to rem=in untl: (dd'mmyyyy)

Mez-Hong Keoag Travel Deocumsents No. (o Forsign passports):
HESAR Visa / Refecance No.:

HENEEN LLI-LLo

[ Certificate issnsd by the Births Registry for adopted children - | | | | | | | || | | | | |

Mo of Entry
If the recipient iz not the holder of the above documents,
Diocument number:

N FPlease encloss a copy of other identity document

piy) FULCSE CoviFaIE 22 CNC PALKT PR 4

I have read / been informed and folly understosd my oblization and Eabibty under this consent form and
the Statement of Purpose of Collection of Personal Data. I also confirm that the aforementioned vaccine
recipient is currently attending primary school or ldndergarten’ kindergarten-cum-~child care centre’ child
care centre in Hong EKong.

Signature of Parent / Guardian-
Name of Parent / Guardian {in English)-
Belationship: [ | Fager [ | Mother | | Guardian
Contact Telephone Mo
Dtz
L T T T oo
Undertaking and Declaration
I declare the inforeaticn provided i this form & comect.
I agres to provide my child’ward”s persomal data in tids form 2nd any inforeation mlated to this commbation
for the me by the Govemmsat for the purposes as set out in the “Statemsext of Purpess of Cellection of Parsozal
Dara™. I horeby give comsant o the doctor to tramefor and mloass my child ward's personal data and any
inforeation related fo ths conseliation te the Govermment, i ageats, or ot persons authorived by the Government.

I noto that the Department of Health may contact me o vertfy whether myzolf has recsived vaccination by using the
Govermment sebsdy.

3. This comsat form skall be goversed by and comstued in accordance with the laws of Homp Koap Special
Admizistrative Region and [ and the Grovernmant shall muvocably sohesit to the axchusive jurisdiction of the Courts
of Hong Keomg Special Admisistrarive Rogion.

4. Thawo mad this consont form carofnlly and fally sndarstood ey obliprtions and Babdlity under this comemt form
Statement of Purpose

[

Purpose of Collection

L. The parsonal data provided will be med by the Governmsat for one or more of the following parposes:

{2} for creatiom, processing and mainienance of an eHealth (Subsidies) account, payment of subsidy, and the
adpdinistation 2nd monitoring of te Vaccioation Sabsidy Schemses, mcluding but oot loited to 2
varificatica procedurs by electrozic meens with the data kept by the Imevigration Department;

{¥) for statistical and ressarch perposss; azd

(€} 2y other legitimate purpotos as ey be required, awtherised or pormitted by Law.

The vaccmation record mads for the parpose of this conszltation will ke accessible by health cam parsozmel in the

pubbic and private secton for the purpese of deterexining and providing necessary bealth care service to the recipient.

3.  The provisics of personal data is vobestary.  If you do zot provide: sufficient information, yon mey not be able to

mse the subsidy.

Classes of Tramsferees

4. The penonal data you provided are mxadnly for use within the Governeseat but the informatica may alie be divclosed

by the Covernmeat to othor erganizations, and third partios for the perposes stated in paragmaphs 1 and 2 abov, if
Tequired.
Access to Personal Data

3. Youhave the right to mequest access to and correction of your personal data =oder sections 18 and X2 znd principles
&, schedule 1 of the Parsenal Data (Privacy) Ordinance (Cap. 4B6).  The Dopartment of Health may imposo a foo
for complying with a data access request.

Enquiries
€. Engquines concaming the parsonal data provided, inchading the request for access and coerection, showld be addresied to:
Exncutive Ofcar (Vaccnation Subidy

Schama)
Addrass: Camze for Health Protection, Block -La'f 47C Azgyie Stmet, Eowloon
Talophoms Mo - X125 2125

=
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Health Assessment Form and Vaccination Record

(Hpszmane

. S— Vacinstion / P 1

L Information to be

Name of Doctor-in-charge (5 W8 & £) -
Co-hosting Orzanisation ({5 & £18)
Place of Vaccination (HETRIf &5 5 B5)

Date of Vaccination ($#7 5 #7)
Eaquiry Telephone Number (& 3W3%)

service provider  tf

Health Assessment and Vaccination Record

FEERUERRESS / B IRE A (RIS R R A T iR

B. Pneumococcal Vaccination 31 3% 5 i iV &S iR

Yes &

No H#%H

1 Have you ever recerved 23vPPV pneumococcal vaccme?
FARAZATER MM EENSEOS?

(5

Have you ever recerved PCV13 poeumococcal vaccime?
FREIATER - MREINEE A0S

3 Have you ever allergic reacnon ang a pror dose of | il vaccme or to the vaccme
C or amy toxoid-c vaccine?

SGRETHER ISR USRI RS HSRESENNS IR AREN

4 mmmymmammumnmgmmmmm

receiving the 1* dose.
R 9 MUTRFERANESSY /K - B 4 BRSNS NES

o Information 1o be the vaccime R R TR weeks' nme’
b3 4 G TSIV ']
Plasse put s  in the box WERESRANL v W RS EF‘R?G?O" ENE IR RS TR T
5 | Are you sufferng from any bleeding disorders or on anticoagulants?
A, Seasonal Influenza Vaccination VMRS R £ T B 8 R P AR B Y
Applicable to Inacuvated Seasonal Influenza Vacane SFH B EFEH MBS Y& | NoH Note
1 Have you ever received any seasonal mfluenza vaccinanon? Those aged 65 or sbove who have already received PCV13/23vPPV are not required to receive the same vaccine again If you are not sure of
FRTEI AT SRR your vaccination record. please check your vaccination card or request health care provider o check the vaccination record at the eHealth System
2 | Do you have a history of allergic reaction to egz? (Subsidies).
3 gtzi::flmﬂ:-&]ﬁ! ey s SSRWLLEALFAZRBEAT M/ —+ MR ENE0E - MEANEHIEFN EFREGS C OTASAT AT IHNAREG
GRT R RS R SRR & ATREHEEREREN )\ QA ANER SO MRS RREE -
(ﬂml&mﬁ?ﬁa 3 )| 1 declare that the information prov correct and consent to receive the vaccmation.
T [Ereym e o = e T ey EARFELL AR if—l#.Ii! s &t e
PRI T 6 HERRUR B S5 o - HHOR T B AR 117
5 | Do you have a history of severe allergic reaction to any vaccine COMPONENt Of a previous dose of any influenza Name of parncipant (Enghidh): SIERECED:
vaccina?
(R T (T S A S R (T S W T A Daytime Contact Number 5 B4 T2 -
[] Anywm; any bleeding disorders or on anticoagulanss? Sens _ "
R T L i O 8 5 I i PR LA Date of Burth % 587 : ODMMYYYE/H/F) Ageifg®:
Gender 43 : M/F (/%)
Ammumam—us«-mmmu‘am-(M)“p Yau & NoEE of HE JTAR ’
(LAIV can oaly be used among. 4 people 249 years of age. = LIS Type Identity document /&7 2L WL
FRAR S SRR TR TR 1F$l§ DA AEER -) Document mumber SF3 7 805:
1 Have you ever received any seasonal mfluenza vaccination? -
FRTERR RS R gnanre FW. Date 5
2 |Doyouhmeah iC reaction 1o egg’
FETHEER HRARER? * If the vaccine recipient is under the age of 18 or mentally incapacitated, the form should be signed by parent / guardian
3 Do you have a lustory of allergic reaction to any antibiotic? = 2 2T AR - e
G‘E‘ﬁﬂﬁﬁ%fﬂ:ﬂﬁﬂ&#‘!‘ EERER BRUTRETRE) - E¥ANENA®Y
(Please provide the name of antibiotic. )
CRIBUUAS LM ) m Information to be ¢ the bealthcare worker 1accination
4 Doywh!lhsmdmmmzpcmcnmlumwtumcmorﬂu’mmbuofm
vaccine? Yes H Noi2H
R ERER S SRS RRRER] ﬂllﬁs’!ﬂ_ﬁ.ﬂlﬂhﬁl‘
5 | Are you cumeady ‘concomitant aspirin or salicyl 2py (for children and adolescents) 7 1| Does the vaccine recipient have fever or flu symploms oa the vaccination day?
R T ER R LR A K R (SRTE ) 7 REERS - BRERTHSRBER R ?
T | Do vou have astims or Bave you suffersd Gom wheezing sprode dumz e preceding 12 months (for chldren 2. | Does the recipient have high-risk conditions? (For PCV13 vaccination oaly)
szt 2 tongh  yery? : preceding Hmentie RRERTHRNBER | (RAER =W BERRESER
ERETHERTFAT12ES @R R (EREURNEE) 7
7 | Are you imrmmocomprorused? Vaccine given ESRMNG &
R R REER SRR 7
8§ | Are you having close contact with Tequire 3 emvIronmens? ®  Name of Vaccinefl & £ (1)-
trn*w@mm&nwmwmwwamm*nqﬂm AT H R RN
9 | Are you cumrently
e Lot No. - T@a1: Expiry Date /2 536: (SR
10 | Have you recerved influenza sntiviral medication withun previous 48 hours? a s -
IRHEERZS) 0 M B ARG B ? ®  Name of Vaccinef§ & £WQ):
11 | Have you received any live anenuated vaccines within the last 4 weeks or plan to receive live aneauated vaccine
within the next 4 weeks? Lot No. fli iR Expiry Date % 558 (BIAME)
SR EE A 270 B AP R o S0 & s I R S R R RS Y
Note: Chuildren under the age of 9 who have never recerved any seasonal influenzs vaccmanion before need to recerve a 2™ dose 4 weeks after Name of healthcare worker B4 A B # % . e
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Before Vaccination
S HE

Venue arrangement

ZHEER ~ RO e SR 2 R S
Provide a clean, well lit and ventilated place

i
Areas in the venue
> BWlEACSED 4G
Waiting and registration: tables, chairs
> EE P | RAG >
Vaccination: long tables, chairs

> FEREREES (T e Rt s ey A LK) © 1

Observation after vaccination (a designated place for recipients to rest): chairs

> ETESOBE (WARE) © H#E

Emergency treatment (if indicated): mattress
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Vaccination day
L e

Schools assist to

o EAIEREANSE HHER - SN ERVEERE

Inform health care providers the list of students who are absent from school or
have fever or illness

o R4 TR

Arrange students to come to the venue for vaccination

o PHETHR > LTHREMFEIRGEE 2/ V150

Keep students for observations for at least 15 minutes after vaccination

. ﬁ[lﬁ'éf—ié'a?%ﬁf TR IR RE - T2 BEAE 0 B2
HEL TR R B

Immedlately iInform healthcare providers to assess and provide treatment if
students have adverse reactions after vaccination H

MEE
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Vaccination day
SR Bh 25k

Schools assist to

o GHNIFESE FINZHE Uuskbl T U/ > ARE)

Inform parents for the arrangement of the second dose (for those aged below 9 with
their first time vaccination, if appropriate)

> AFSHERETEINALFE A2 e
Receive vaccination at enrolled doctor’s clinic

> FEERRS AR SE R R E Y H

The date to receive the 2nd dose at school

o WIEEFE REENNE HRFEE R (HIAIERER - NEGRE) » B EFHRNZLE
If students do not receive vaccination on the vaccination day (for example, absent or
unfit for vaccination), inform parents about necessary arrangement

MEE

Department of Health
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Vaccination day
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Cenire for Healih ProlecHim

Pane A\ B R BRI LR ST 1R

Schools assist to return the Vaccination Record Cards to parents / guardians after healthcare
workers have recorded the details on the Cards

ER S RRER K /

= 3

L ASZ

N

REMARKS HiZ
(including advera: effects
TR )

f CLINIC

H

Date

i

Type of Vaccine

DEPARTMENT OF HEALTH
THE GOVERNMENT OF THE HONG KONG
SPECTAL ADMINISTRATION REGION
FREWITHREARGLEE
VACCINATION RECORD
e R

Name [

Date of Birth i B & Sex 1R

Parent 5/Guardian s Name

N EEE AR

This mecord shou/d be presented on recetving subsequent vaccinamon. Please keep all the
vaccination records properly because they may be reguired larer as documeniation of the
vaccines received.

HEY§E - BAAART

DH2684 (Revisad 082010) Please retam this imrunization record indefinitely

DEPARTMENT OF HEALTH
THE GOVERNMENT OF THE HONG KONG
SPECIAL ADMINISTRATIVE REGION
BHBNTRE R AL R
IMMUNISATION RECORD
w®OEEE A&

Name 4

Date of Birth {14 A Sex 451
Place of Birth [ Hong Kong [ Maintand Ci
A o i
[ others (Prease specify
H AR (I

Parent’s/Guardian's Nam-

S RS D\,\6 ’ ﬂ
a7

Name #£47 ©

e Date of Birth (55 HIA
Place of Bih 412095 : [ tongKong B (] Muintand China [/ HIPYi
Others (Plews: sexify) 3CERAERE amizm

TYPE OF VACCINE S5t

=T ]

r&:@ai/
o‘U

B.C.G, VACCINE 77 &
TIEPATITES B -
IMMUNOGLOBULIN NoT Y
HE
L il IIICATED.
TIRST DUSE

HEPATITISB.

wé%%gj

uOSE M-k
TR
BODSTER ]

M NACCINE
[stsle, Mstps & Rubele]
o RIHRERA
AR R T

PRSTOOSE B2

VARICELLA VACCINE
prs

WRSTOOSE Tk |

This record should be presented when the child is to receive immunisation.
Please properly keap all the immunisation records because these may be required later as
documentation of the vaccines received when your child envols at schools or emigraies abroad.
LA PR R AL LR -

DA PR SR TR ARSI - AT DR TR AT « IR
1R R T B AR ety e

TR ik AREE

Please retain this Immunisation record indefinitely

DHE (Rev Jun 2015)

MRV VACEINE [Moaskes,
Mamps, Kabels & Viricells]

KR T RIS

RRaRang

OTHERS At

DTAPAPY Vi oselar Perusis & tmctvsed Polovinus Voseine

TP Vi e Pt (el e & ectvated Pl s Ve
e el

Bt e

*TEI Ei‘
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After Vaccination

PELLY

o EEANEBTNE HLRHFRUCERMUTER R
Healthcare providers will arrange licensed collectors to collect clinical waste on the
same day

o B2 \ BN LIE H DA EE B 1T HE 1 B R M AL A 7 AR I LR B
Pl B L
Healthcare providers could also self-deliver clinical waste to the Chemical Waste
Treatment Centre at Tsing Yi by private car on the same day

o FEIEAIIATINER RS A B

Please discuss the details with healthcare providers of school outreach vaccination

L
il )

Department of Health
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After Vaccination

o FIRREME HUEEERESY) » SR FEEE A vl L3H RIS T AHE » R ORI Zs U
£

If clinical waste could not be collected on the same day, school needs to provide
lockable and independent cabinet(s) for temporary storage of sharps boxes

> BRIEEFA MR (BHE LY 26 x 25 x17 [H2K) #YREYEH

> Need to know the estimated number of sharp boxes (about 26 x 25 x 17 cm each)
to be stored

o ERIEEIFESVIER SIS ERBREIYINT - PN B/ ERGEC R B&
DiE{eRINESRERI - St = YN U - Pt

When the licensed collector comes to collect clinical waste, school staff

needs to sign the trip ticket and forward the pink copy of the trip ticket to
healthcare providers for record

MEE

Department of Health
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After Vaccination

Example of a Label on Sharps boxes

| U EEAE _E AR ERE ]
| TR A B

Name of healthcare worker

1111

Dr TM Chan/ ABC Clinic

EX -‘:‘4/\
/ medical organisation PRASC R4/ ABC 2P0
LalisE B
To be arranged by the | Emergency contact number AR
healthcare worker 7 A B BRI -

BN BSZHRLEHE | Address of clinical waste | ~< School, Zix street, Ké’wk)on
generation FUREXX HEIXXGRXXELF

£1¥5 H HA date of sealing XX /11 /2020

Example of Warning Sign and Label
on a Temporary Storage Cabinet

SR BRI A E SR BT

A | BEEE =
&’fﬁ%ﬁéﬁ;ﬁﬁiﬁ&r Dr TM Chan/ ABC Clinic
Ex ;/é\
To be arranged by the / medical organisation PRASC R4/ ABC 2P0
healthcare worker XL [ S T
HIET BN RLHF IR Emergency contact number IXXX XXXX
LR

Department of Health
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More Information

RN =

The Centre for Health Protection website

43 Contact Us

T R R e IR

Programme Management & Vaccination Division (PMVD)
#E=E Phone: 2125 2125

{HH Fax: 2713 9576
&% Email: vacs@dh.gov.hk
bl JUFE DD B 147 CHR i A [ T Rk

Address : 2/F, Centre for Health Protection, 147C Argyle Street, Kowloon.

LES
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Thank You
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