M-ARcHiEze, FHEL
Application Form for Yan Chai Caring Fund for Severely Disabled
Mok © 2R 7-11 SRR T A B S BRI E R
Address : 5/F., Block A, Yan Chai Hospital, 7-11 Yan Chai Street, Tsuen Wan.

g Tel : 2402 8276

{EE Fax : 2412 0245

#H/7)HE 5T, For Official Use Only

GES TR

# % x4 Confidential

FUEAEE RSB AY o Please complete the form clearly and put a “v™ in appropriate boxes.

¥ 2R Section A

1. PHRABATH (RERKE)

Particulars of Applicant (Severely Disabled Person)

a7k 44 Name in Chinese

HLALWESL Name in English

HiA B (B/ A4

T B8 5ERE HKID card no.

Date of birth (dd/mm/yy) / / ( )
MR Sex WEHAARIT Marital Status
O 5 Male O H.5 Single O E#8 Married O [FJE Cohabited
O # Female O 43JE Separated [0 ®S Divorced O #RE Widowed
(X5 FEEE Home telephone no. SFIREEE Mobile no.

{4l Residential address

FEEN kL Email address

H WA Monthly income

O IR Working income ($)

HEAE 28 Name of present employer

H#2& Occupation

{fi=F Remarks

3E1RE Pension

®

O #HKIBHE Contribution from relatives/friends

®

frETt R CSSA
®

O &F&ERk Disability allowance

®

HAthlt AZKIE Other sources

®) (GFBH Please specify:

SEIR SNBSS TR CSSA/DA reference no.

PAIEEEAE Currently living at

O % Home O B2k= Hospital O s mstitution

O #Hfth Others (£BH Please specify : )




2. BRMAESEBER

Brief Description of Disabilities

3. FREH

Particulars of Family Members

e Flp | MR | ARG ARIR EHES BHIA NSIEL G Thris ) ZBINY | HEEREHAEME?
Name Age Sex Relationship Occupation Monthly income Name of employer CSSA recipient? Whether residing
with the applicant?
O £ Yes O £ Yes
O & No O = No
O £ Yes O £ Yes
O & No O = No
O £ Yes O £ Yes
O & No O = No
O £ Yes O & Yes
O = No O & No
O 2 Yes O & Yes
O = No O & No
O £ Yes O & Yes
O & No O = No
&t Total | ($)
4. fEPFRH
Accommodation
O ZASFH{:FEE Public rental housing O BEEAT Self-owned property
& HFH4: Monthly rent $) 1448 Mortgage (415 if applicable) :
O FEFH:ERE Private rental housing — FHHEER Monthly mortgage payment ($)
& HFH4: Monthly rent $)

O  HAth Others

ZEHH Please specify




5. RAE (PHARREZER)
Capital Assets (Applicant & family members living under the same roof)

(3B FIA LIRS MR R T EFHSYE o Please provide the information up to the date of submitting this application form.)

¥4 Cash in hand

HE%EE Total amount ($)

IREE ~ B AR E R BN IR IR EE Investments in stocks, shares and readily liquidated assets

N Detail

FafE{E Total estimated value ($) {&{E H#H Date

FEBEWIZE Non-owner occupied property

1. il Address HEE(E Total estimated value ($)
2. it Address HEE(E Total estimated value ($)

6. BERRMAR (FHRARFERE)

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

IR A BT MR SRS BO AR ik H H
Name of account holder Bank name Account number Recent balance ($) Date of the balance
ﬁ/\ Total ($)




7. PHARARAERRAMEHEY L H
Applicant’s Regular Monthly Expenditure in Medical and Rehabilitation Items

HEMR QUEFRRFAET - BRE - (RARBERS - EHAEE - fllER - JMR2S) FRTHETH

Nature of essential medical and rehabilitation items (e.g. purchase of medical consumables, medical charges, carer expenses, Average monthly expenditure

maintenance of equipments, special diet and transport to and from clinic/hospital, etc.)

1

£ Total (€))

Y

8. BREER
Caring Allowance

RIS & H R SRR RE$4,000 FIEBNEE - The maximum amount of grant to each successful applicant is $4,000 per month.

HEES HEBEE Application amount per month :  $

TRITIESIRRERAE » (R UF{E FH Please describe how to use the caring allowance as you were granted ?




9. ¥HRE
Reasons for Making Application

10. £ 7% T4k

Volunteer Service

Mo O ERES ) RS EEMERESRM  MEEEY  MEERG2WE T | (FMH e SRR ?
Every dollar of the “Yan Chai Caring Fund for Severely Disabled” comes from donations and successful applicants may be invited to attend the promotion and
fund-raising events. Would you come and join us as you were granted?

O REETE Yes, Ido. (f&EE Remarks

O #1REgE= No, Idon.

11. 94

Declaration

ANGELE - fr 28 SR B ERE RO IGER » T2 R A AT E N R ZHATH -
1 hereby declare that the information given herein is true, correct and complete. I accept the terms and conditions of the” Yan Chai Caring Fund for Severely

Disabled” and agree to be bound by them.

( )

HzF N3 Signature of applicant 44 Name HHH Date

ANFAEE AGEAE 18 BRELT » FFH AR Ham AR SO R A 2858 -

If an applicant is aged below 18, parent or legal guardian should act on his behalf to sign the application form.

12. 8%
Checklist

IEEAL HREE 2 B 0 aiie LA N E8IE Before submitting your application , please check if you have:
v EIRRAHEFEFRRS complete the application form
VB BTSSR ERAT SRR supplies copies of documents stated in the terms and conditions

v E%BEsER RN FHEA signed and dated the application form

FRHE R RIS AR 2011 4 10 B 31 HEGZATRE T EL L ERES -

Please return the completed application form with all required documentation to” Yan Chai Caring Fund for Severely Disabled” on or before 31 October 2011.




T3 Section B th3ffy RAEAE THLE o (4 T IR B5 A 52 1> 35 9L R A 23K B Bt & o This part should be

completed by social worker only. If you have any enquiries about this part, please contact us.

13. BREA &%

Care System

FrEREEE TR RO SR R EEE A RIS REIIR N - BIEEE - RIBSFHA » "Primary carer” and “secondary carer” refer
to family members that offer or would offer care or assistance to the applicant, including parents, relatives and kins.
ANEE HR R ABRIERE L B SR AR S B IS - HICARER A BRI BBt &t SRBERFANRAS " FEREE | & " REWEE - If the
applicant is receiving hospital treatment or boarding school service in special school, “primary carer” or "secondary carer” should be the family members who
look after the applicant during his/her home leaves or after he/she is discharged from institution or hospital.
A A J8E TN E RS » SHMERN T4 —NEiE THE | o Ifthe applicant has no primary or secondary carer, please enter “No” in the
corresponding “Name” field.

M HAOIAREE (2R mEnTIAEE - Bl S HEIRRE A 35 AR IR T (E NGB b s R PR AR B T8 % & - Other carer(s) refers to the neighbours,

friends, or employed domestic helpers who provide care to the applicant, but not staff of hospitals or boarding school service in special schools.

: - HEEEARE? | BEER TR .
S #e2, i TR SRR U
idii 1
Types of Carer Name Age Relationship Whether residing ccupc'z ror ar Care hours per week
with the applicant? Working hour
TS O 2 Yes
Primary Carer O %5 No
RGNS O 2 Yes
Secondary Carer O & No
MRS (TR A O & Yes
Other carer(s) O & No
(may indicate more than one)
15 BRI B
Total care hours per week

IR R EGHIEE,  Risks Encountered by the Care System

a) FEIREEEFER T 60 Bl O & Yes O % No
The primary carer is 60 years old or above

b) FEREE RS A RIVEE - DIBURE RS O&Yes OENo
The primary carer’s health condition deteriorates and cannot look after the applicant

<) FEEFEBRBEEATL - FEALBRERERE O&Yes O No
The primary carer is a physically/intellectually handicapped person or has severe mental illness

d) TS IR (FUa0 - RENHFESEE) - DIBURRRE R O ZYes O 4 No
The primary carer is emotionally disturbed (e.g. prolonged depression) and cannot look after the applicant

o  FEREEFAMEELE AR R NRER - LSRR A D f¥s O No
The primary carer has to take care of other disabled or chronically illed persons and cannot look after the applicant

D EEREEERILA LD R R R O ¥ O%No
The primary carer has long hour work and cannot make other care arrangement for the applicant

g) FIEE AR S N RO » 7N A T B AT 7R R O &2 Yes O No
The applicant loses contact with family or relatives and no one can provide care for the applicant

h) FEE AR G EF B R - IR N\ B AT R AL AT R O &Yes O No
The applicant is a Ward of Director of Social Welfare and no family or relatives would provide care




NEERI{R Interpersonal Relationship

i) HEENEERE =AM > §8DRIXELS SR EE %R e O & Yes O 7 No
The applicant had at least two occasions of serous conflict with family member or inmate in the past three months
i) HEEAEBRE =AW - G R RI S EAE 5 [ SUR EEZE O & Yes O 75 No

The applicant had at least two occasions of serious conflict arising from disturbing the neighbours in the past three months

K EE AR AR REAE R R RS - BRI EETE AL The applicant was hospitalized | O 2 Yes O 75 No

for psychiatric treatment due to serious conflict with family member. The latter still refuses to accept him/her returning home

HAfsHKE Other Risk Factors

D AR NEGIRID (BESRER - LHEER - HEE5E) O&Yes O No
The applicant is/was being physically/psychologically/sexually abused by family member

m) FHEE A A L E R (ERESEERE - LEER - EERIEE) O 2 Yes O % No
The applicant is/was being physically/psychologically/sexually abused by other person

n) B A\ 5T 2 B O ZYes O & No
The applicant is/was being neglected from care

14. BLEE X 8RB

Receiving Service

niGi B SZ IR FERYIRFE Service receiving hour(s) per week on average (AJ3E#E257H may choose more than one item)

EALARFS School service

O

BFREASE Special school (/NI hr)

HA Others (/INEF hr) > FE3EEA please specify :

BEREHR S Medical treatment FERHFEARFS Psychiatric in-patient

FEREHIRHTREIRIE Non-psychiatric in-patient

(N hr)

O g2 E IR Boarding section of special school_____ (/N hr)
it B SRR Community support | [ 5% A HHUTE T80, District support centre for persons with disabilities (7N hr)
O mEssE A+ BRREEIRTS Day care service for persons with severe disabilities (/INEF hr)
O =158 REIRTS Residential respite service____ (/1N hr)
O (&% EIBEEIRTE Integrated home care services N R O BEiE A3 R s seEs 3
Pilot scheme on home care service for persons with severe disabilities (7NEF hr)
H 2 #RAAS Day training O ggeduls Day activity centre__ (/1NR hr)
O (o8 E IR Integrated vocational rehabilitation services centre_____ (/]NK§ hr)
O 585 \FAEBEZ)Z18] On the job training programme for people with disabilities ____ (/]NFf hr)
O #fEhskEE Supported employment N Ry O FEZE T8 Sheltered workshop__ (/N hr)
O T E | 523518 Sunnyway on the job training programme for young people with disabilities __ (/[NE§ hr)
O sx&ERslsidr, Integrated vocational training centre_____ (/INW hr)
F1EHRTS Residential service O gazmeEss Akt Self-financed rehabilitation hostel_____ (/[Ni hr)
O gE73% A 1154 Hostel for severely mentally handicapped persons (/NEF hr)
O ohpsgss A+154 Hostel for moderately mentally handicapped persons (VN hr)
O #L&%eas Private hostel_____ (/N hr) [ #Bh1ES Supported hostel (/NI hr)
O mEReEs A 152 Hostel for severely physically handicapped persons (/N hr)
O mEsE A\ F#IE52 Care and attention home for severely disabled persons (7N hr)
O
O
O

CNRg Ry O HESEBERES Day hospital (/R hr)




15. M5 B He

Assessment & Recommendations

HEE AWI(EZEE & Applicant’s case background

81\ JE K] Reason for making referral

16. # AR £ R

Confirmation from Referring Agency

HEE A B R AL | BrEE i iaiais A 154 | Is the applicant on the waiting list of “Hostel for Severely Physically Handicapped Persons” ?
O TENe - ¥HE:AREEHALER "BREFMGAALES  NiREE -

Attention : The eligible applicant must be the patient on the waiting list of “Hostel for Severely Physically Handicapped Persons”.

O & Yes - FBRNESHFESED ST Case registration of hostel service made by your agency?

O & No

O Zres > ZERRHERE  #HERH it EFIERERE P RN R BRI RECE 1A -

Copy of Form 1A (CRSRehab confirmation form) should be submitted together with the application form.

17. 9 #Hk
Referring Agency

TS K IR B <4 F8 Name of agency and office

HERE A4 Name of recommending officer

(H130)

(English)

MRS T HERE N 2558 Agency Chop & Signature of recommending officer

Hbtik Correspondence address

FEES Email address

=5 Telephone no.

kg7 Position

{EH Fax no.

HEA Date




