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[Patient Label ] or    

Name: _______________________ 

Hospital No: __________________ 

Sex / Age: ____________________ 

[Patient Label ] or    

Name: _______________________ 

Hospital No: __________________ 

Sex / Age: ____________________ 

Consent of Smart TeleHealth & 
Virtual Care Service  

  

I (Name) , holder of Hong Kong Identity Card / Identification document No :  , 
(Hospital No   ) , hereby agree to accept that Evangel Hospital (“the Hospital”) will provide the 
Smart TeleHealth and Virtual Care Service (“the Service”). By signing this form, I understand and agree to the 
following terms and conditions 

 
 
 

 
1. I have been informed of the purpose and scope of the Service, and I understand its potential benefits and 

limitations.  

2. I have been provided with information about the monitoring device(s) that will be used for my care and 
understand their functions, benefits, potential risks, possible problems or complications, and alternative 
choices for my medical care through the virtual health care service. I hereby release and hold harmless the 
Hospital, and its employees, officers, officials, and agents from any and all claims, causes of action, or demands 
for personal injury or property damage arising out of the negligence of the employees, officers, officials, and 
agents of the Hospital for any liability arising out of the delivery and/or pickup or use of monitoring device(s).

 

3. I agree to regularly measure my vital signs (blood pressure, oxygen saturation, Heart Rate, Glucose Level* 
using the provided devices at the designated times as specified below from my home. 

4. I understand that Hospital staff will review my health data via the monitoring system during the designated 
time periods as we agreed. The system will generate cross-system alerts and notifications for the Hospital and 
my designated family member as specified below if vital sign values fall outside preset parameters. 

5. I understand that there are potential risks to telehealth/telemonitoring, including but not limited to : technical 
failures that could interrupt data transmissions, unauthorized access to my health data and information, and 
errors or inaccuracies in the data transmission. My healthcare providers will take reasonable security 
precautions to protect my health data and information. 

 

6. I agree to the collection and transmission of my personal health information and vital signs data from the 
monitoring device(s) to a secure data centre and the Hospital via internet connections, I understand that this 
data will be stored in my electronic health record and can be accessed by the Hospital, the health care 
providers and certain third parties as more fully described in the Hospital’s Privacy Policy for diagnosis, therapy, 
follow-up, education, billing and/or other healthcare operations. 
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[Patient Label ] or    

Name: _______________________ 

Hospital No: __________________ 

Sex / Age: ____________________ 
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7. As with any Internet-based communication, I understand that that there is a risk of security breach. The 
Hospital is committed to protecting my privacy and the security of my personal health information. All data 
transmitted through the Service is encrypted and stored securely in compliance with the requirements of the 
Personal Data (Privacy) Ordinance ("PDPO"). I hereby release and hold harmless the Hospital and all members 
of my care team from any loss of data or information due to technical failures associated with the Service. 

8. I agree to follow the instructions provided for using and maintaining the monitoring device(s) and understand 
that improper use or maintenance may affect the accuracy and reliability of the data collected. 

9. I acknowledge and accept responsibility for any loss or damage to the monitoring device(s) that may result 
from negligence or misuse. I understand that in such cases, I may be liable for the replacement cost of the 
device(s) and any related consequences, such as temporary service interruption or data loss. 

10. I acknowledge that the Service is not a substitute for emergency care and that in case of an emergency, I 
should call 999 or visit the nearest emergency room. 

11. All my questions have been answered to my satisfaction. I have read and understood all the 
above  necessary  information,  limitation  and  precautions  regarding  the  Service.  I  hereby 
consent to the use of the Service in the provision of care and the above terms and conditions. 
I understand that this consent will become a part of my medical record. 

Please delete if inappropriate  

 

Signature  
 

Date and Time  
 

Printed Name of Patient or Patient’s Guardian  

Designated Family Member (Name)  

Designated Family Member (Mobile)  

Designated Measurement Time (1st)  

Designated Measurement Time (2nd)  

Please consult with Evangel Hospital for the latest and most accurate information regarding the Smart TeleHealth 
and Virtual Care Service consent form. 
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