Application Form for Yan Chai Tetraplegic Fund

7-11 C

Address : G/F., Block C, Yan Chai Hospital, 7-1hYahai Street, Tsuen Wan. 2008

Application Period
1/9/2007 — 6/10/2007

Section A

Tel 2402 8276 Fax 2412 0245 Grant for 2008

For Official Use Only

1. ( )

Particulars of Applicant (Tetraplegic patient)

Name in Chinese

Name in English

Cri1)

Date of birth (dd/mm/yy)

HKID card no.

Marital Status

Home telephone no.

Sex
Male Single Married Cohabited
Female Separated Divorced Widowed
Mobile no.

Residential address

Occupation

Monthly working income

Name of present employer

Address of present employer

Other monthly income

Disability allowance

®)

CSSA

(%)

Pension Contribution from relatives/friends

®) (%)

Other sources

(%) ( Please specify

Social Welfare case no.

Currently living at

Home Hospital Institution Others( Please specify )

Brief description of disabilities




Particulars of Family Members

? 2
Name Age | Sex Relationship Occupation Monthly income | Name of employerq CSSA recipient? Whether residing
with the applicant?
Yes Yes
No No
Yes Yes
No No
Yes Yes
No No
Yes Yes
No No
Yes Yes
No No
Yes Yes
No No
Total | ($)
Accommodation Information
Public rental housing Self-owned property
Monthly rent  ($) Mortgage ( if applicable)
Private housing - Monthly mortgage paymeft)
Monthly rent  ($)
Others
Please specify
( )
Capital Assets (Applicant & family members)
( Please provide the information up to the date dhsitting this application form.)
Cash in hand
Total amoun($)
Investments in stocks, shares and readily liquidlatesets
Detail
Total estimated valug$)
Non-owner occupied property
Address Total estimated valu¢$)




5. (

)

Savings & Fixed Deposits (Applicant & family membes living under the same roof)

Name of account holder Bank name

Account number

Recent balancé$) Date of the balance

D

Total

®)

Applicant’s Regular Monthly Expenditure in Medical and Rehabilitation Iltems

(

)

Nature of essential medical and rehabilitation ige(@.g. purchase of medical consumables, medieabel, carer expense

maintenance of equipments, special diet and tramsp@nd from clinic/hospital, etc.)

By

Average monthly expenditir

1

Total

®)




7. ( )
Records of Previous Application for Yan Chai Tetrapegic Fund (if applicable)
Year Description Amount
2005
2006
2007
8.
Details of Application
Please provide supplementary document(s) from rakdificer or therapist to support the followingg@jzation(s).
8.1 Medical/rehabilitation appliance ( Please provide quotation(})
Quotation requirement
Application item Number of quotation(s)
$5,000 1 quotation
> $5,000 - $30,000 2 guotations
> $30,000 - $60,000 3 quotations
> $60,000 4 quotations
Application item(s) Amount
1
2
3
4
5
6

Total

®)




8.2 Temporary allowance
Temporary allowance in coping with special needs, personal helper, occasional care and medicalsconable items, etc.
Application item(s) Monthly Amount
1
2
3
Monthly total (%)
Yearly total ( 12 Please multiply "monthly total” by 12) | ($)
8.3 Home modifications expenses
Application item(s) Amount
1
2
3
Total $)
8.4 Others
Application item(s) Amount
1
2
3

Total | ($)




Reasons for Making Application




10.
Volunteer Service

Every dollar of the Yan Chai Tetraplegic Fund corftesn donations and successful applicants may ‘ieeith to attend the fund-raising events. Would gome
and join us as you were granted?
Yes, | do.

No, | dont.

11.
Declaration

| hereby declare that the information given heisitrue, correct and complete. | accept the teamd conditions of the Yan Chai Tetraplegic Fund agtke to be

bound by them.

Signature of applicant Name Date

i/[lH'ﬁ% Mg 18R o H'ﬁ%?& EFJEIH'F% MR R SRR A
If an applicant is aged below 18, parent or legahglian should act on his behalf to sign the agglan form.

12.
Checklist

Before submitting your application , please chédglou have:

complete the application form
supplies copies of documents stated in the termicanditions

signed and dated the application form

2007 10 6

Please return the completed application form withreguired documentation to” Yan Chai Tetraplediand” on or before 6 October 2007.




Section B

If there is no reason, this part should be compldtg medical social worker only. If you have angéries about this part, please contact us.

13. ( )
Assessment & Recommendations by Referring Agencyo(be completed by referring agency)

Applicant’s case background

Applicant's mobility and activities of daily livigDL)

Reason for making referral

Remarks
14.
Referring Agency
Name of agency and office
Name of recommending officer Position
Telephone no. Fax no.

Correspondence address

Signature of recommending officer Date




Section C
( to be completed by Medical Officer of the applicat)

Medical Assessment Form
Application for Yan Chai Tetraplegic Fund

Name of Patient: HKID No.: )

Yan Chai Tetraplegic Fund provides assistancedwaplegic patients with spinal injury at or abdeeel 5 of
cervical spine or equivalent disability. This @ refer the above-named to you for your recommeowalaif
application for Yan Chai Tetraplegic Fund. Plelaselly give your assessment.

1. Nature of patient’s present illness:

Description of disabilities:

Is patient having the following functional disabyjf?

No Yes
a. Bed mobility assisted by others and by equipment O O
b. Bowel and bladder routine are totally dependent O O
c. Bathing is totally dependent O O
d. Wheelchair transfers require assistance of ensop O O
with or without transfer board
e. Wheelchair mobility requires powered wheelchair O O

2. The patient requires constant care from others?
0O No 0O Yes - Duration of requiring constant care: [ | Permanent
[ ] Temporary — No. of months

3. Is this patient with spinal injury at or above IEBeof cervical spine or equivalent disability?
O No O Yes

4. Other comments/recommendations (if any)

Name of Medical Officer:
Date:

(Authorized signature with chop)

O Puta*® ”in appropriate boxes



