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Personal Data Protection Act

Consent Form (Donation)

Dear Donors,
In compliance with the Personal Data Protection Act (“PDPA”), Singapore Chung Hwa
Medical Institution (SCHMI) seeks your consent to collect and use your personal data in
order to maintain our registry. SCHMI respects your privacy and assures that your
personal data will be kept securely according to PDPA.
1. Donations Purposes
SCHMI may collect, handle and use your personal data for the purposes of issuing
donation receipts/ forms, mailing of letters and sending other related information on
donation activities to your (a) Phone; (b) Fax etc.
2. Enquiry
If you have any enquiries about how SCHMI collect, disclose and use your personal

data or the PDPA consent form, please email to chunghwa@singaporetcm.com to

clarify with our Data Protection Officer.
3. Declaration
| hereby give my acknowledgement and consent to SCHMI (directly or via a third
party) to disseminate information mentioned in the first clause (“1. Donation
Purposes”) to me, via
[ ] Phone, SMS (Tick vif you do not agree)
[ ] Fax (Tick vif you do not agree)

| have read, understood and agreed with the above-mentioned clauses.
Name :

NRIC/Work Permit No./Passport No. :

Signature :
Date :

To be completed by Singapore Chung Hwa Medical Institution staff:
Staff Name :

Branch :

Date :
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