Appendix *#éx 6

Submission of the Original or Certified True Copy of the Certificate Accompanying Imported Organs after
the Transplant of Imported Organs

FMEE S ERRRZE S ENAEHEN EARSGEEHRA

(to be completed by the registered medical practitioner who transplanted the imported organ(s) into a recipient in Hong Kong)

(AT ASTEOREREN 2R ARSI M4 IHE)
Note for completion FEETJEH 4

(1) The duly completed form, together with the original or certified true copy of the Certificate accompanying the imported
organ(s) (the Certificate), should be submitted to the Human Organ Transplant Board (the Board) within 7 working
days after the transplant. A certified true copy must be certified by the registered medical practitioner who imported the
otrgan to be a true copy of the Certificate.
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(2) Fax copy or photocopy of the Certificate is not acceptable.
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(3) Submission of this form and the certified true copy of the Certificate is not required if the original of the Certificate has
been supplied to the Board.
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Part I E—E

(Please complete this part if the transplanting registered medical practitioner also imported the organ(s))

TR R FEMTBE AL 5] Ry A% 25 BRI REAE - SR ILED)

I'am the importing practitioner and I transplanted the imported organ(s) as referred to in the Certificate, namely,

[description of organ(s)] into a recipient in Hong Kong on

[date]. I confirm that a copy of the Certificate has first been supplied to the Board on

[date] before the transplant. In accordance with section 7(6) of the Human Organ

Transplant Ordinance (Cap. 465), *the original/ a certified true copy of the Certificate is now supplied to the Boatd.
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Name of Registered Medical Practitioner FEFEE4E#E 4 *HK Identity Card No. & HE 5 5755 5975 /Passport No. (please specify
the place of issue) & HESTHE (FEIEOHZE LM BE ) /Other identity
document No. (please specify the type of document and place of issue)

it 5 3SR 9RES (ERHE ISR R Sk i aS )

Telephone number EEEH5FAE Fax number {HEJEHE

Hospital name/Name and address of Clinic or Institution — B&[E447HE 52 Fr oty 2 fE B bk

Date HHf Signature of Registered Medical Practitioner &1t %%
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Part IT

(Please complete this part if the transplanting registered medical practitioner did not import the organ(s))

A TRAERIFEMT RS A IR Pl A s B RVEE 4 » SIS IEHED)

T am the registered medical practitioner who transplanted the imported organ(s) as referred to in the Certificate,

namely [description of organ(s)] into a recipient in Hong Kong on

[date], but I am not the registered medical practitioner who imported the organ (importing

practitioner). I confirm that a copy of the Certificate has first been supplied to the Board on

[date] before the transplant. In accordance with section 7(6) of the Human Organ Transplant Ordinance (Cap. 465)
(the Ordinance), *the original/ a certified true copy of the Certificate is now supplied together with this declaration
to the Board.
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[If a certified true copy of the Certificate is supplied, please also complete the following part] —

CERTREREHENEERERA - FRRHER T —

I:\ I hereby declare, in accordance with section 7(8) of the Ordinance, that to the best of my knowledge and
belief, the certified true copy of the Certificate was certified by the importing practitioner namely

[name of importing practitioner] of that/those organ(s).
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Name of Registered Medical Practitioner  3F{FE& 4444 *HK Identity Card No. & ¥ 5 4358 9715 /Passport No. (please

specify the place of issue) #E HEHEAE (55 5 BH & 4 #h 26 )
/Other identity document No. (please specify the type of document
and place of issue) HeAtlL 5 3 5GHISC A5 (FAEFEIASCIRER K3
LE ARG )

Telephone number  EEEEHEHE Fax number {HE5EHE

Hospital name/Name and address of Clinic or Institution BEle 2T /52 Frak i iy 24 8 R bk

Date

H HA Signature of Registered Medical Practitioner FF{ftE54E %%

*

O

Delete whichever is inapplicable  fifl 54 2 F %
Please tick the box which is applicable and fill in the information as required — FEEBAHNEIENIE L V" S EBERFENER
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