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¥ 28 Section A

TEZE4R5E Case No. :

Lo¥ A A g (2R 4)
Particulars of Applicant (Tetraplegic patient)

137444 Name in Chinese

T HE44 Name in English

HAERE (F/34)

Date of birth (dd/mm/yy) / /

51 Sex

O% Male O+ Female

B ns8BHZ (45565 Identity document no.

WEAAARSE Marital Status

5 Single Oc4s Married OEjz Cohabited

4y Separated Os4s Divorced =8 Widowed

4% 8@ash Telephone no.

FEfHHE Email address

{F4E Residential address

=¥ Occupation

& H TAEU A Monthly working income
$

H AU A Other income :

$ (BH4:%8 Monthly amount)

OEFE A~ BREHE & FUELAT4:8E Income from family members, relatives, friends, etc.

OiR{Ak&:/H=% Retirement benefits/Pensions

$ (BH $:%8 Monthly amount)

$ (B H4:%8 Monthly amount)

OEEAH AL El R AEME5EERE Old age living allowance/Old age allowance/Disability allowance

O&ratt G iRl CSSA

$_ (FH%% Monthly amount)

$ (B H4:%8 Monthly amount)

Oz ey A4 REE D EREET#] Special Care Subsidy Scheme for Persons with Severe Disabilities

$ (B H4:%8 Monthly amount)

O AU ARVEE A IEREE e A & UEE T3] Scheme on living allowance for low-income carers of persons with disabilities

CIFH P Bk S s aadr mIERE  Special subsidy for renting respiratory support medical equipment $
O B R S ARG Special subsidy for purchasing medical consumables $

OFFER RS A T4FE B AR Integrated support service for persons with severe physical disabilities

(55 B 4:%8 Monthly amount)

(55 B 4%8 Monthly amount)

OHArz&== 54 Other charitable fund(s) (T 12 {iE H AY5EEk4C$% Record(s) in the past 12 months)

4% Name of charitable fund(s)

Bl 12 [ B 482k 44%E Received amount in the past 12 months $

f#55F Remarks

OfERk 5z 3 AL =3 Working Family Allowance Scheme

$ (5 H4%E Monthly amount)

OE A4 Hugzs Other monthly income

$ (35 Source




2. RBTH

Particulars of Household Members

s FH gl BLER 5 A B 5 g FHBA Térig, ZBIN? B R A A [EI(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 | $

3. e
Accommodation Information

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

Og &= Self-owned property
48 Mortgage (4175 if applicable) :

— FH 40 Monthly mortgage payment $

Of 2z i% 2@ EE Rental residence of charity organization

& H7fH4 Monthly rent $

25 Details

O=prefe XA R At Provided by employer/relative and friend

O fd Rent free

#FEfE Details

Ot Others

£ Details

4. FTA (YFrar i)

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

HE FINEDUERS M A R A &k s - Please provide the information up to the date of submitting this application form.

¥4 Cashin hand

487%E Total amount $

JEEE473% Non-owner occupied property

4EfE{H Total estimated value $

R~ i BREE  BorVIEE K S N SR IR AU Vehicle, land, investments in stocks, shares and readily liquidated assets

ZF1% 4:%8 Details and amount $

(bt S S(EE - FEsEnR(RfrE4%H Cash value of insurance policies, pre-surrender/surrender value of annuity schemes

ZF1E B 4%8 Details and amount $

Hfth &7 Other assets

ZF1% 4:%8 Details and amount $




5.

wEZ2 ek (¢

EXF Ty )

Savings & Fixed Deposits (Applicant & household members)

Name of account holder

S SESPN i

AT

Bank name

=525

Account number

RATAEER

Recent balance $

ek H

Date of the balance

il
H

Total

6. ¢rE BFRERBOEF L
Applicant’s Regular Monthly Expenditure in Medical and Rehabilitation Items

FARVERREERIHE (WBEFOMME - BRE - RAIREER Y - REREE - Bl SNk E )

Essential medical and rehabilitation items (e.g. purchase of medical consumables, medical charges, carer expenses,

maintenance of equipment, nutritional milk expenses, transport to and from clinic/hospital, etc.)

BRI

Average monthly expenditure

a)

b)

©)

d)

e)

s
=

\

£ Total | $




7. BagY TRk 2BFARE ) B8 (rig?)
Records of Recent Application for Yan Chai Tetraplegic Fund (if applicable)

445 Year 3 Description ZBi&%E Amount $
2025
2024
HREBE Tk R EER A4S | 1Ay First Year of Application for Yan Chai Tetraplegic Fund : (4 Year)
8. ¢ #E P

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

sATER RS A  EARATEAE R S N B DU B RTH H HIERE (S -

8.1 B2 /| 7EFFEAHE Medical / Rehabilitation appliance GE#ZtER{E &R} 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 (3¥RfH5 1 quotation

> $8,000 - $35,000 2 ( RIE/ELFERSHYER(E 2 quotations from different suppliers
> $35,000 - $60,000 3 RIEEALERSHYER(E 3 quotations from different suppliers

> $60,000 4 5 RIE L ERGHYER(E 4 quotations from different suppliers
HEETEHE Application item(s) £%8 Amount
a)
b)
<)
d)

€)

&3t Total | $




8.2 [EEHEERE Temporary allowance
BRRREAS T ME TS - WIS - BROMRES R E B -

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

EEETEH Application item(s) & H&£E5 Monthly amount

a)

b)

c)

d)

€)

f)

AL Monthly total | $

8.3 FEXEEEA Home modifications expenses
AR AR AT B R S 2 A B DU ER S TE H AT (S -

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

HEEIEHE Application item(s) 4£%8 Amount
a)
b)

&4t Total | $

8.4 H{thEazE Others
SHTRAE AR S A B DL N ETH H A HERS (5 -

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

BHEEIEE Application item(s) $£%E Amount

a)

b)

&3t Total | $




9. ¥ HFREF
Reasons for Making Application

10. & 7% i%
Volunteer Service

TPk EE IR A AES | WESEEMEFEENNK - MIRESEY  (MEEEE AR R ESEEE ?
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 #FZ== Newspaper / O tH3f#EE& Social media / [ At Others

Ok FEERE No, I dont.




11, 4o B2 gk
Receiving Subsidy

FHLAUCEES S A HY SR TR P okes (SR TR P HPA NI 2 KR S SR iS5 H 45 BB RERIA) -
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).

955 A% Name of Patient:

TR E A ARISEST4k 44 English name of account holder $R174%% Bank Name R S 5ERE Account number

BRIV ER— R SRE - FEEARTRL -

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

12. E#HH

Declaration

FOGEIEY - FTEHRERHT B IERR, - TR - AARZ THEAM ) NATANE R HATHR -

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.
EEEPNE G YN S kT = H
Signature/Thumbprint of applicant or guardian Name Date

WG ALEHTE 18 BT - HESRAHPFH AEEAEE -

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

13. % 2
Checklist

TEIEAZHEE 2 il sSieE LU T EETE Before submitting your application , please check if you have:

v EIE IR E5FAE complete the application form
v B b EH S5 7B A N B B SRR A WSO {4EBIAS supplies copies of documents stated in the terms and conditions

v B EHEFR IE FEHER signed and dated the application form

SHRFH 2 2 A B ARSI 2025 42 10 F 15 HERZ ATsclE] TR iR e e A | -

Please return the completed application form with all required documentation to “Yan Chai Tetraplegic Fund” on or before 15 October 2025.




o ¥ Section B
(4 #& 4 45 B to be completed by referring agency)
WG AT 0 LG R EF AR FELEARED  BE AL AN R A AERAME

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.

149 4 R 2 R E

Assessment & Recommendations by Referring Agency

5 AM(EZERT 5 Applicant s case background

FRE5 AfEE3E Needs of applicant

8 JER Reason for making referral




15. ¢ g egdeai 4 2 p ¥ 2 REH

2

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
FEHRAAR 10 | O | ATB{TERANE -~ 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
L] | @AIAB) Needs help
) 10 | [ | =TEfTH#ELHEFT - ZEHRI ] BT 58 {# % Independent on and off toilet, wiping or dressing
Toileting 5 [ | T|BHIAGBIRAR RS ~ BB ROEEE Needs some help in balancing or cleaning
0| [] | 58&f#d Dependent
PEEHER 2] 10 | [0 | HREAELEE Continent
Bowel/ Bladder Control 5| O | #Eim&dk(FEA#E—K) Occasional accident (not more than once a week)
0| [ | AeEE FHHFENR - siEEHFRENERT Unable to manage alone or catheterized or given enemas
AL 15 | [J | ®/f&3758RK¢ Independent
(e PR AL RIS Eh) 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 | [ | BRI a2 BE TR A BT J5 e[ B2l 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 6 Unable
447 Total scores :

[ EEAE& )74 FAnv Puta “v™ in appropriate boxes

16. & /i 8 4%
Referring Agency

HERE A\ 24 Name of recommending officer

Ek{Er Position

Ezh Telephone no. {HE Fax no.
Tt K s ie 2 f%  Name of agency and office

ik Correspondence address

%2 R REEEE Signature with chop HHA Date




 #% Section C
(d EABHEI ? A eha ? 4 38 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 and description of disabilities

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

[ 1Yes, the tetraplegia is permanent
[ 1 Yes, the tetraplegia is temporary, reassessment is required in months

3. Is this patient currently receiving enteral feeding with nutritional milk via gastrostomy tube or
nasogastric tube?
[ ]No
[_1Yes, the usage is permanent
[]Yes, the usage is temporary, with an estimated duration of months

4. s this 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
] ]

5. The patient requires constant care from others?
[ INo
[ ]Yes, the need is permanent
[ ]Yes, the need is temporary, with an estimated duration of months

Name of Medical Officer:

Date:

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

10



