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Yan Chai Hospital

AR 2 p A B &Y A
Application Form for Yan Chai Tetraplegic Fund
HhE - SEECEE 7-11 9RCIREEEE C 10 IR R EES
Address : 10/F., Block C, Yan Chai Hospital, 7-11 Yan Chai Street, Tsuen Wan

ZEEE Tel @ 8100 7711

2024 FEEBhHIEE

Grant for 2024
I Fax : 2412 0245

ZE73E R For Official Use Only

(=227 (4= Confidential

¥ 28 Section A

TEZE4R5E Case No. :

Lo¥ A A g (205 4)
Particulars of Applicant (Tetraplegic patient)

F137 444 Name in Chinese

944 Name in English

HAERE (H/AMF) PR Sex
Date of birth (dd/mm/yy) / / % Male % Female
B E6HA S0 {555 Identity document no. FEMAASE Marital Status
O Single O&45 Married OEjz Cohabited

4y Separated Os4s Divorced =8 Widowed

fr4& EEEh Telephone no.

FHEIHIE Email address

{F4l: Residential address

f#%2% Occupation

5 H TAEY A Monthly working income
$

ek %% Company name

MRS Company address

HAfthg A Other income :

ORfEH:4 Community care fund

O A ~ FREECHE A ZE L4288 Income from family members, relatives, friends, etc.

$ (B H 4% Monthly amount) $ (5 H 4% Monthly amount)
OEEH4E R SE R AEMEEERE Old age living allowance/Old age allowance/Disability allowance O4zatt e frEEE CSSA
$ (B H 4% Monthly amount)

$ (B H 4% Monthly amount)

O AU AR A+ R R A E Gt EREt# Pilot scheme on living allowance for low-income carers of persons with disabilities

Oz ER GRS A\ T45E RS Integrated support service for persons with severe physical disabilities
LI Pl B ey B (g 225 Hi 42 B Special subsidy for renting respiratory support medical equipment $

D e B R S IS B Special subsidy for purchasing medical consumables $

(/5 H4:%8 Monthly amount)

(/& H £:%8 Monthly amount)

OEMh2&==5L4 Other charitable fund(s) (G 12 {ffl H HI%EZ4CEE Record(s) in the past 12 months)

4% Name of charitable fund(s)

T 12 ([ B fy5EEk4E%E Received amount in the past 12 months $

55k Remarks

OFERZ EENEETE] Working Family Allowance Scheme

$ (5 H4%H Monthly amount)

OR k4 /% Retirement benefits/Pensions

$ (/5§ H %4 Monthly amount)

O A4 HUgzs Other monthly income

$ (3 Source




2. 3 BTH

Particulars of Household Members

5 Fiie P51 EREREE AR % e S FHUBA Mo ZBIA? B EREE A [E(E?
Name Age Sex Relationship with Occupation Monthly income CSSA recipient? Whether residing
the applicant with the applicant?
& Yes O£ Yes
0% No % No
& Yes O£ Yes
0% No % No
& Yes O£ Yes
0% No % No
& Yes O£ Yes
0% No % No
& Yes O£ Yes
0% No O% No
&4t Total | $

3wk
Accommodation Information

On&fi(x %R Public rental housing
Off:EE Private rental housing
45 HFH4 Monthly rent $

Og &= Self-owned property
1548 Mortgage (417 if applicable) :

— 4 H 43 Monthly mortgage payment $

OEpid R ARAE Provided by employer/relative and friend

Z£1% Details

O4%fa Rent free

=% Details

Ot Others

ZF1% Details

4. FTA (Y ar i)

Capital Assets (Applicant & household members living under the same roof)

E FAYARNE VR ML A B T & Ry - Please provide the information up to the date of submitting this application form.

¥H4: Cash in hand

44%E Total amount $

JEE{FPZ Non-owner occupied property

4E{5E{E Total estimated value $

R~ i BEEL B EREE R S N SRR SR EE Vehicle, land, investments in stocks, shares and readily liquidated assets

S R 4%E Details and amount $

(BB EE - FE4sT RN R AEE4%E Cash value of insurance policies, pre-surrender/surrender value of annuity schemes

260 K448 Details and amount $

HAh&E Other assets

2E(E K 4:%H Details and amount $




5. #EZ2 W H& (¢

e r as)

Savings & Fixed Deposits (Applicant & household members)

IREFFA AL

Name of account holder

HRITMH

Bank name

R

Account number

AT ER

Recent balance $

&R H

Date of the balance

D
=

\

t Total| $

6. YHAFIT AFHI AR DT L

Applicant’s Regular Monthly Expenditure in Medical and Rehabilitation Items

FEARNEFREERTHE URFONREMD - BRY - RAIREIER Y - et dd - FiliE s - SMNRES -)
Essential medical and rehabilitation items (e.g. purchase of medical consumables, medical charges, carer expenses,

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

FHFEZH

Average monthly expenditure

a)

b)

©)

d)

€)

&3t Total | $




7. BFY G ToARGERREAAE ) B8 (IrET)
Records of Recent Application for Yan Chai Tetraplegic Fund (if applicable)

45} Year #%ZE Description ZBh4%E Amount $
2022
2023
EREE Tk AKES | YAy First Year of Application for Yan Chai TetraplegicFund : _ (4 Year)
8. ¥ HIHEP

Types of Application
Application must be accompanied by a recommendation certifying the applicant s need issued by a medical officer, therapist or relevant professionals.

SRt B AL ~ B RRAMEAH B SE A B DATR HA 528 H HIHERS (S

8.1 B2 / 1EFFAHE Medical / Rehabilitation appliance (FEfRHLHR{EE K} Please provide quotation(s))

HETK Quotation requirement :

FH A IH H SR JHHREL N8 H AR (E
Amount of application item Number of quotation(s) required
< $8,000 1 {7#R{EE 1 quotation

> $8,000 - $35,000 2 (R IE/ALFERSHYERE 2 quotations from different suppliers
> $35,000 - $60,000 3 RIEEALERSHYER(E 3 quotations from different suppliers

> $60,000 4 5 RIEI L ERGHYER(E 4 quotations from different suppliers
HEEYEHE Application item(s) $%E Amount
a)
b)
c)
d)
€)
&3t Total | $




8.2 [EEHEERE Temporary allowance
EERF A T R ME T - RIREAR S S B -

Temporary allowance in coping with special needs, e.g. expense of domestic helper, occasional care, medical consumable items, etc.

HEEIEH Application item(s) S H<%8 Monthly amount

a)

b)

c)

d)

€)

f)

& H#Edt Monthly total | $

8.3 FEMEEEH Home modifications expenses
FHTEHE AR ATECH B B SE A DU RS TE H IS -

Application must be accompanied by a recommendation certifying the applicant s need issued by a therapist or relevant professionals.

EHEETEH Application item(s) £%E Amount
a)
b)

8.4 H{thEazE Others
SBIRHE AR A LB DU A E V(S

Application must be accompanied by a recommendation certifying the applicant s need issued by relevant professionals.

FEETEHE Application item(s) &%8 Amount

a)

b)

&3t Total | $

\




9. ¥ FR7
Reasons for Making Application

10. £F31 iF
Volunteer Service

TEFE KRR AN EE | e BEHEFEENMAK - MIKESEY  (REERF SRS E (ST ?
Every dollar of the Yan Chai Tetraplegic Fund comes from donations and successful applicants may be invited to attend the fund-raising events. Would you come and
join us as you were granted?

CIF%EEZ Yes, 1do. (O Fi#7 publication / [ Fi5E leaflet / [0 ZBWIETE TV programmes / [ ZE&EGH Radio programmes /
O #% Newspaper / O t3c#£8% Social media / O Hftfr Others )
O3 FBE% No, I dont.




11. e B2 (F i * ASAEB~TRp 2 pE)
Receiving Subsidy (Applicable to receiving temporary allowance)

FHPASCHU R RS SR TR S 9. (G TRBHEEURIR S RA ARSI IR PS50y H $E B BRI A) -
Bank account number for receiving subsidy (Please provide copy of the monthly bank statement/passbook which shows the holder s english name and the account
number).

i A M4 Name of Patient:

1B F A AR 44 English name of account holder $R7T744F% Bank Name B %5 Account number

BRI AVE R — SR SRS R EARTRO -

Grant for any medical/rehabilitation appliance will be in the form of cheque payable to the respective supplier.

12, B2EH

Declaration

RNGEEY]  Fr2#H S BIER R - WRER - AR TR (AN E R ZHLR -
I hereby declare that the information given herein is true, correct and complete. | accept the “terms and conditions ” of the Yan Chai Tetraplegic Fund and agree to

be bound by them.

IR PNE 4 PN S E =T e HEA
Signature/Thumbprint of applicant or guardian Name Date

WIHGE AFHAE 18 BRUL T » HsERAH B AVEE A NS -

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

13. # X
Checklist

FERXHFH 2] 0 mtea LU N EEIE Before submitting your application , please check if you have:

v EUEZATHEE R complete the application form
v B BB ES R A N T SRR RS HYSCAEEIAS supplies copies of documents stated in the terms and conditions

v E &2 hsER M - HI signed and dated the application form

SHIRHEZ Z T ARSI 2023 42 10 5 15 HEZATACE] TR KSRl A s | -

Please return the completed application form with all required documentation to “Yan Chai Tetraplegic Fund” on or before 15 October 2023.




z % Section B
(4 # 4 45 B to be completed by referring agency)
dod SIS o LM R EFALLFELELRED  WHEB ARG RE R AR AR mE

If there is no reason, this part should be completed by a medical social worker/medical profession only. If you have any enquiries about this part, please contact us.

14. 4 4 =R 2 K
Assessment & Recommendations by Referring Agency

3 A\ HI(EZ7F & Applicants case background

HiEE AHIZESE Needs of applicant

5 R Reason for making referral




16. ¢ R inpdit 4 2 p ¥ 2 ERH

Applicant’s mobility and Activities of Daily Living

HH S8 E
Activities Scores Descriptions
fiiyey 10 | [ | BECHESHEERINGY 10 #higEnz—C87)#E& Independent in eating within reasonable time
Eating 5| O | SAlAECERiEES &SRS Needs help in cutting, wearing tools or requires modified diet
0| [ | EETHIESFEEREE Unable to eat without feeding or taking too much time
D 5 | [0 | "IWIL5ERL » NERIALES (N2 A0 as0Ma) Independent in shower or bath
Bathing 0 | [ | EFEARIARIEL Needs help
EPN 5| [ | "BILsEEERs ~ T - RIS KA%BESZ Independent in cleaning face/hands/teeth/hair
Personal Hygiene 0 | [ | EARIARIEL Needs help
ZERA R 10 | O | ATB{TERNE -~ i1 - $£7 - KEEZ Independent in dressing(including buttons, zips, laces, etc.)
Dressing 51 O | ERIARBIT » vBIT5ER—FAYENE Needs help but can do about half unaided
0| [J | #AIAMWBE) Needs help
) 10 | [ | =TEfT#EEHEFT - ZERNIR AT BT/ {# 7 Independent on and off toilet, wiping or dressing
Toileting 5 [ | T|BHIAGBIRAR RS ~ BB OEEE Needs some help in balancing or cleaning
0| [] | 58&f#d Dependent
PEEEHRR 2R 10 | [0 | HEREREREL Continent
Bowel/ Bladder Control 5| O | #Eim&dk(FEA#E—K) Occasional accident (not more than once a week)
0| [ | AeEE FHHFENR - B EHFRENERT Unable to manage alone or catheterized or given enemas
AL 15 | [J | ®/f&3758RK¢ Independent
(e BELR AT IRV RS Bh) 10 | [0 | TR B (7R L B i 5k LL R R {87) Minor help in transferring (verbal or physical)
Transferring 5 [ | aE{THRIR FASEESR » (HEAIE{YEEZE A E T Major help in transferring, can sit with balance
(Bed/wheelchair mobility) 0 | O | FBAIAGBI TSR BTG WG A BT J5 e[ B4l Unable to sit or need two people to transfer
& 15 | [ | fEFECA(E A B a1 {77 45 >k2L_E Independent but may use tools for over 45 metres
Ambulating 10 | O | SRR e OuETs &7 u] 175 45 KDL Walk with help (verbal or physical) over 45 metres
5| [ | & E R (R4S EE - P97 45 2K LLE Wheelchair independent, including corners over 45 metres
0 | [ | FERIABIHEERTS Immobile or need help with wheelchair
RS 10 | [ | 9TETTE TFER(CEIERT ~ Fi#SAL) Independent (with handrails or aids)
Using stairs 5| [ | FHBHMI7BIEI8EHS2E Needs help (verbal, physical, carrying aids)
0 | [0 | 0k 65 Unable

4843 Total scores :

LA EE RS Ehnv Puta “v™

in appropriate boxes

16. 4 4 #84

Referring Agency

HERE A4 Name of recommending officer

k47 Position

% Telephone no. fE Faxno.
Mttt ) Wi e 4 FE  Name of agency and office

Mk Correspondence address

Z 5 MAREENER Signature with chop HHHA Date




7 8 Section C
(4 & i P His YAehid g 4 3 8 to be completed by Medical Officer of the applicant)

Medical Assessment Form
Application for Yan Chai Tetraplegic Fund

Name of Patient: HKID No.: )

Yan Chai Tetraplegic Fund provides financial assistance for tetraplegic patients with spinal injury at or above
level 5 of cervical spine or equivalent disability. This is to refer the above-named to you for your
recommendation of application for Yan Chai Tetraplegic Fund. Grateful if you would give your assessment.
1. Nature of illness

2. Is this patient with spinal injury at or above level 5 of cervical spine or equivalent disability?
[ ] Yes (If yes, it represents the applicant is eligible to apply for financial assistance. Please go to Q3.)
[ 1 No (If no, it represents the applicant is not eligible to apply for financial assistance. Please go to Q6.)

3. Description of disabilities

4. s patient having the following functional disability?

Remarks (if applicable)

a. Bed mobility assisted by others and by equipment
b. Bowel and bladder routine are totally dependent

c. Bathing is totally dependent

d. Wheelchair transfer requires assistance from others
e. Wheelchair mobility requires powered wheelchair

OooooE
o ] 4

5. The patient requires constant care from others?
[ INo [ ] Yes (Duration of requiring constant care: [ | Permanent
[ ] Temporary (No. of months)

6. Any comments/recommendations

Name of Medical Officer:

Date:

(Authorized signature with chop)
[ ] Put a “v”™ in appropriate boxes
10



