
傷殘人士泊車許可證 

許可證用途 

持有傷殘人士泊車許可證的人士： 

1. 可豁免收費使用設有收費錶的路旁泊車位；

2. 可使用傷殘人士專用泊車位；  及

3. 可以半價使用任何運輸署轄下政府多層停車場的特定停

車位。

申請資格 

申請人是持有准許他駕駛有關車輛的正式駕駛執照、學習駕駛執照或暫

准駕駛執照的傷殘人士， 而申請人或其配偶（如申請人的配偶亦為傷殘

人士）是有關車輛的登記車主。 

根據《道路交通條例》（ 第  374  章），  傷殘人士指持有由衞生署

署長或醫院管理局所簽署或經他人代其簽署的證明書，  說明該

人患有永久性疾病或身體傷殘，  以致步行有相當困難的人。在

要求確認是否符合《道路交通條例》（第374章）「傷殘人士」

定義時，申請人須向本署提供由醫生填寫的「傷殘優惠駕駛評估

補充健康資料表格」及「駕駛評估補充健康資料表格」（「駕駛

評估補充健康資料表格」不適用於已獲運輸署發出批准信的人

士），以便醫院管理局社區復康中心進行評估。  

申請及 

所需證明文件 

填妥傷殘人士泊車許可證申請書（TD464）， 並提供下列證明文

件的副本：  

(i) 申請人身份證明文件；

(ii) 車輛改裝檢驗證明書（如持有）； 及

(iii) 其他文件（ 如適用）。

許可證有效期 三年 

所需費用 免費 

簽發部門 運輸署 

查詢 電話： 2762 9830 

(Rev. 11/2021) 
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Supplementary Health Information Sheet for Medical Assessment for Concessions

「傷殘優惠駕駛評估」補充健康資料表格 
   





(Please send to doctor for completion請交由醫生填寫) 

(For clients referred to "Hospital Authority Community Rehabilitation Service Support Center")

(供轉介至「醫院管理局社區復康中心」人士使用)

Please complete the form by screening the medical history and the updated medical condition of the client for proceeding further assessment. 

Name of client: ___________________






HKID No. : ____________________

Diagnosis: ____________________________________________________________________________________


Medical History
: _______________________________________________________________________________





_______________________________________________________________________________________________

1. Whether the client is suffering from severe physical handicap such as a missing or dysfunctional lower limb(s)? 病人是否患有嚴重的身體殘疾，例如下肢缺失或失去下肢功能？





( No 否   

   ( Yes (please specify) 是（請說明）______________________________________

2. Whether the client has any permanent disease or medical condition that could be contradicted to walk in outdoor environment? 病人是否人患有永久性疾病或身體傷殘，以致不適宜於戶外環境步行？


( No 否   

   ( Yes (please specify) 是（請說明）______________________________________

3. Whether the client has any disability and mobility problem(s) that require using following assistive device permanently?  病人是否因患有任何殘疾或行動不便情況，而需要永久使用下列輔助設備？

Wheelchair 輪椅
     ( No 否   ( Yes 是

Lower limb prosthesis
     ( No 否   ( Yes (please specify) 是（請說明）___________________

or caliper下肢義肢或脚架

Walking aid 助行器  
     ( No 否   ( Yes (please specify) 是（請說明）___________________ 


Name of Doctor:
_______________________ 
Signature of Doctor: 
_______________________ 


Date of Examination: 
_______________________     Hospital/Clinic Stamp: 
_____________________



		* Please note that the final decision on the eligibility for Concessions will be subject to the result of Hospital Authority arranged “Medical Assessment for Concessions”, that should state whether the client is a disabled person according to the meaning of Road Traffic Ordinance (Chapter 374).


* 請注意，「傷殘優惠」申請資格的最終決定以醫院管理局安排之「傷殘優惠駕駛評估」結果為準，該評估應說明病人是否根據《道路交通條例》（第374章）所定義的「傷殘人士」。
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Supplementary Health Information Sheet for Driver Assessment (Please send to doctor for completion)


駕駛評估補充健康資料表格 (請交由醫生填寫) 

(For clients referred to "Hospital Authority Community Rehabilitation Service Support Center")

(供轉介至「醫院管理局社區復康中心」人士使用)

Please complete the form by screening the medical history and the updated medical condition of the client for proceeding further driver assessments. 

Name of client: ________________________ 

HKID No.: ___________________________

Diagnosis: ______________________________________________________________________________________


Medical History
: ________________________________________________________________________________





_______________________________________________________________________________________________

_______________________________________________________________________________________________ 

Please tick the box and provide details on whether the client is currently suffering from any of the following diseases or physical disabilities as specified in the First Schedule of Road Traffic (Driving Licences) Regulations (Chapter 374B)

		

		No

		Yes

		



		1.
Epilepsy.

		(

		(

		Details: _________________________________



		2.
Liability to sudden attacks of disabling giddiness or fainting due to hypertension or any other cause.

		(

		(

		Details: _________________________________



		3.
Mental disorder for which the applicant for the licence, or, as the case may be, the holder of the licence is liable to be detained under the Mental Health Ordinance (Cap. 136) or is receiving treatment as an in-patient in a mental hospital within the meaning of that Ordinance.

		(

		(

		Details: _________________________________



		4.
Any condition causing muscular incoordination.

		(

		(

		Details: _________________________________



		5.
Uncontrolled diabetes mellitus.

		(

		(

		Details: _________________________________



		6.
Inability to read at a distance of 23 metres in good daylight (with the aid of spectacles or other corrective lenses, if worn) a registration mark.

		(

		(

		Details: _________________________________



		7.
Any other disease or disability which is likely to render him/ her incapable of effectively driving and controlling a motor vehicle or suitably adapted motor vehicle to which such licence refers without endangering public safety, provided that deafness shall not of itself be deemed to be any such disability.

		(

		(

		Details: _________________________________





According to the Road Traffic (Driving Licences) Regulations (Chapter 374B), if a person is suffering from any of the diseases or physical disabilities as specified in the First Schedule, the Commissioner for Transport shall refuse his application for driving licence or cancel his driving licence.

Name of Doctor:
_______________________ 
Signature of Doctor: 
_______________________ 


Date of Examination: 
_______________________     Hospital/Clinic Stamp: 
_____________________
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