wWEE

KEE R RS
* A HF) » BB - () /A B 1R
HICHEE | BN | ZEN HE) - BB - ()
(R PERE I P BB - () (BEfEEE))

REMLEEH - ¥ AN/ AN AR HZEE N A B s BT E MR R 5
BEEH AN/ R TR 1S RS0 T AL RAGH E I ER S &R
LR BV T B ) 7 IR e S 2 1 00% 27 o e e FEHI 2 ) N

i EILRIE - 2 AN /AN AR EZES TNRERER R LG EAE AR /BRI
AR AN /R m S W ENE R R GECsk o RS /st e @A 2 M A
A N &R S ek T AR E A TR E R EAE R (R RBIhATEERT T 8Er ) -
LUZE* AN / BHZEE Tt a B RSB a &ETE -

ANHBNANE EEF DR PR AR ER > DB 2R B m & Bat sl
FYRERE - BT Ry JYIBTHISESRIT R rTRE b -

* M ZE A 2

NS S AT - B e -
SEA TS
FI3 -
A R L RAT R A T SO A T 1 B - A LA AR
DUT 20
AWML X5 BN SR FE -
AMALE: B B A | BT A
ssEEEENMG . O /8 O BEA O Z2A
IpA A
FI3 -
* MR HREER T T RAE T R - AR TR -
AR N L U S L 9 1 R R

BAEE
RGN e

FHRERB(EBIENE (s 3 Egs) - X | X | X|X)
Tra& B EhoRns -

H




Department of Health
Vaccination Subsidy Scheme Declaration

*], (name), Hong Kong Identity Card number: (. )/

I (name), Hong Kong ldentity Card number: () am

the parent / guardian / appointee of the person receiving vaccination (name of person receiving

vaccination , Hong Kong Identity Card number: () (“recipient”)),

hereby *declare / on behalf of the recipient declare that as at the date of the seasonal influenza vaccination
to be taken by *me / the recipient under the Vaccination Subsidy Scheme, *I am / the recipient is aged
between 18 to under 50 and is in receipt of the standard rate of payment applicable to a person as being
certified 100% disabled or requiring constant attendance under the Comprehensive Social Security
Assistance Scheme as administered by Social Welfare Department.

By signing this form, *I also consent / | also consent on behalf of the recipient that the
Department of Health may disclose and/or obtain *my / the recipient’s personal data and records to or from
the Social Welfare Department. The Department of Health and/or the Social Welfare Department may
conduct including but not limited to a “matching procedure” as defined under the Personnel Data (Privacy)
Ordinance between the data as kept by the Department of Health and the data as kept by the Social Welfare
Department, for the purpose of verifying *my / the recipient’s eligibility for the Vaccination Subsidy
Scheme.

I understand that it is a criminal offence if | knowingly or wilfully give incorrect information in this
form for the purpose of obtaining vaccination under the Vaccination Subsidy Scheme and | may be

prosecuted.
*Delete as appropriate.

Signature of recipient (or finger print if illiterate#):
Contact Telephone No.:

Date:

Complete the following by the parent or guardian or appointee only if the recipient is

mentally incapacitated or medically unfit to make a statement
Signature of Parent/Guardian/Appointee:

Name of Parent/Guardian/Appointee (in English):

Relationship with the recipient: [ ] Father/Mother [ ] Guardian [ ] Appointee

Contact Telephone No.:

Date:

# Complete the following if the recipient has mental capacity but is illiterate
This document has been read and explained to the recipient in my presence.

Signature of Witness:

Name of Witness (in English):

Hong Kong_ldentlty_Card N_o.: X | x| x|
(only the alphabet and the first three digits are required)

Contact Telephone No.:
Date:




