
 

CERVICAL SCREENING PROGRAMME  

 
(Please fill in this form in BLOCK letters)

for Women, Service Providers  
& Lab Professionals 

Withdrawal Form 

 

 

 

Personal Particulars 
   

 Name*:  

(As on HKID/passport) 

#HKID / 
Passport no.*:

 User type*: 

 

 

Declaration  

1. I confirm t

2. I understa
Programm

   
 
 Signature:

S

# Delete as appro
* indicates a man

Please send this co
 Cervic
 Depar

  18/F, W
 
 
 

 

 

 urname   Given names
  
 

Chinese name*:
 (If any, as on HKID/passport)

 

 
 Date of 

birth: _ _

□ Woman  □ Service provider  □ Labora

hat I want to withdraw from the Cervical Screening Prog

nd that I will no longer enjoy the privileges offered by th
e.  

 ___________________________  Date: _________

 

 

D r

Thank you for your support in the past  
 
 
 
 
 priate 

datory field and must be provided  
 

mpleted form to Cervical Screening Programme by fax (2833 5445)
al Screening Programme 
tment of Health,  

u Chung House, 213 Queen’s Road East, Wanchai, Hong Kong

Photocopy of the blank form is allowed. 
____ / _____ / ____
ay      Month        Yea
tory professional 

ramme.  

e Cervical Screening 

_________ 

 or by mail to: 

 

CSP-WDAB-0409 


	Personal Particulars

