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Assisted Reproductive Services
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Relevant receipts should be submitted
together with this application form.
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HKID No. / Passport No.
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£ T et 4 7 JRIFEER Part 3: Details of the Qualifying Assisted Reproductive Services
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Date of Payment
(DD/MM/YYY)
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Medical Institution Charging the Expenses
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Amount of Expenses (HKS)
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Department when required.
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{ % £ # Further Information:
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+% o Taxpayers should retain the Proof of Qualifying Expenses Paid for Assisted Reproductive Service issued by our Centre
and relevant receipts for 6 years after the expiration of the relevant year of assessment for verification by the Inland Revenue

FoMA L T IRGERE L 4o ",ﬁ% 4 0 3 JL https:/www.ird.gov.hk/chi/tax/ars.htm - For more information on the deduction
for assisted reproductive service expenses, please visit https://www.ird.gov.hk/eng/tax/ars.htm.
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Application Form for Proof of Qualifying Expenses Paid for Assisted Reproductive Services

(Continued)
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