S ST FYE TR WL B
Application Form for Yan Chai Tetraplegic Fund
bk - S2ECE T 7-11 5RCORE R C I 10 R RITEES
Address : 10/F., Block C, Yan Chai Hospital, 7-11 Yan Chai Street, Tsuen Wan
EEEh Tel : 8100 7711 fHE Fax : 2412 0245

2020 FE & B HER
Grant for 2020

=EJ7HE 5 For Official Use Only

{22537 {4 Confidential

TEZE4RTE Case No. :

¥ 28 Section A

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

37 #E:44 Name in Chinese T4 Name in English
LA HI (HIAMAE) EBH (7585505 HKID card no.
Date of birth (dd/mm/yy) / / ( )
P50 Sex SR Marital Status
05 Mmale 5 Single O Married OJ=]= Cohabited
O#% Female 0% = Separated O4s Divorced Clepzr Widowed
fE=E®EsE Home telephone no. FHZEEE Mobile no.

{F4l: Residential address

FEH L Email address

%2 Occupation & H TA/EB A Monthly working income
$
#4458 Company name TR Company address

HAfthifg A Other income :

OiB{Kk&:/E% Retirement benefits/Pensions O A ~ FRRECHE A S ELAY 4288 Income from family members, relatives, friends, etc.
$ (5 H4%5 Amount per month) $ (/5 H4:%8 Amount per month)

O A e A (3 A

Old age living allowance/Old age allowance/Disability allowance $ (B H4%E Amount per month)

Oz&=E4 Charitable fund G 6 & H AIUE&C$% Record(s) in the past 6 months)

F:444f% Name of charitable fund(s)

73T 6 i F U EUAEZE Received amount in the past 6 months $

st Remarks

O%r&t g (rEEE) CSSA DX At Huzzs Other monthly income
T 224555 Case no. $ (B Source )
FHHEFE(EAE Currently living at O3 Home CJzp Hospital Ofz2: Institution

OHft Others (318 Please specify : )




2. FBTH

Particulars of Family Members

s FH gl BLER 5 A B % i FHUBA s -3 IING B ER A A [EI(E?
Name Age Sex Relationship with Occupation Monthly income CSSA recipient? Whether residing
the applicant with the applicant?
2 Yes O& Yes
O% No O= No
2 Yes O& Yes
O% No O= No
& Yes O£ Yes
0% No 0% No
& Yes O£ Yes
0% No 0% No
O Yes O£ Yes
0% No O% No
&4t Total | $
3. wHFH
Accommodation Information
O/\v&fEfE =R Public rental housing OE®=FT Self-owned property
& H7FH4: Monthly rent $ 1718 Mortgage (417 if applicable) :
OffEE Private rental housing — AL Monthly mortgage payment $
& HfH4 Monthly rent $
O=pid XM Provided by employer O%f0 Rent free
26 Details £ Details

Ot Others

ZF1% Details

4 FA (VL ek ard)
Capital Assets (Applicant & family members living under the same roof)
(E ENELUEA A RIS B By 2#E - Please provide the information up to the date of submitting this application form.)

¥14: Cash in hand

48%8 Total amount $

WL~ B AIREE K S IR AU Investments in stocks, shares and readily liquidated assets

2£1% Details

4AfE(H Total estimated value $

JEE (=2 Non-owner occupied property

iyl Address 4EE{H Total estimated value $




5 wEz UK (Y Hrarardh)

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

oS PN = RITHME MR SRS
Name of account holder Bank name Account number

TSR

Recent balance $

R H

Date of the balance

&3t Total

6. ¢ gﬁ-&i LI ﬁ_%:&;ﬁ&ﬁﬁi’#‘i <4

Applicant’s Regular Monthly Expenditure in Medical and Rehabilitation Items

AR B RN - BREY - JR A IRBEERE S - faiREtt - FihlkER - SNIKES)

Nature of 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.)

HAT

Average monthly expenditure

a)

b)

©)

d)

€)

\

£ Total $




7. BT M=k i 3:&),?’1 ARE | B (doig?)
Records of Recent Application for Yan Chai Tetraplegic Fund (if applicable)

245y Year HE Description ZBh<&#E Amount $

2016

2017

2018

2019

HREEE Tk RSB A B4 | HY4E{ First Year of Application for Yan Chai Tetraplegic Fund : _ (4F Year)

8. ¢ AP
Types of Application
AR A BB A > DASERELL TR B

Please provide supplementary document(s) from medical officer or therapist to support the following application(s).

8.1 E&§E / 1HFFEAHE Medical / Rehabilitation appliance (G5H2fitER{EE&E Please provide quotation(s))

R{EEK Quotation requirement :
FHE5IEE Application item HR{EEE% H Number of quotation(s)
= $5,000 1 quotation
> $5,000 - $30,000 2 quotations
> $30,000 - $60,000 3 quotations
> $60,000 4 quotations
ESEIEE Application item(s) $#8 Amount

a)

b)

c)

d)

€)

&3t Total $




8.2 [EHFERE Temporary allowance
WHE SRR ~ RIS - BEROMFERSE -

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

EEETEH Application item(s)

& H£%E5 Monthly amount

2)

b)

c)

d)

€)

g 44t Monthly total | $

8.3 FFUEEEHH Home modifications expenses

HEEYEHE Application item(s) &%E Amount
a)

b)

&4t Total | $

8.4 HftrEazE Others

FEETEHE Application item(s) &4%8 Amount
a)

b)

&3t Total $




9. ¥ FR7
Reasons for Making Application

10. & 7% i
Volunteer Service

OB KR I A LS ) WEEZEEEEINA - MIESEN - MBEERGSH T RE ) WEE KBS ?
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%EEE Yes, 1do. (O T publication / [ B3 leaflet / [ T|HETH TV programmes /| O HwSETE Radio programmes /
O #z= Newspaper / O 2% Social media )
O REERE No, Idont.




11, fxB~A Bk (Fif * 4R ~TRpd 2 )
Receiving subsidy (Applicable to receiving temporary allowance)

FHLAMCEES R AL EY R TR P 5RES (R MURIR S HA AT IR P RIS Y H 45 BB 7 FEEIA)
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.)

EEA ARFESCE4 Name of account holder $R1T41% Name of bank 1R = 57EE Account number

BRSNS SRS R EEARTRO -

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

12. B2EH

Declaration

ANGEILEW > B2 BRSE A RO ERTR - W02 T BssEA ) TR NE B2 HATE -
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.

( )

HzE A% Signature of applicant 44 Name HEH Date

IHEE AFEAE 18 B LAY » HIRE R B A O R A 25 -

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

13. & &
Checklist

1EIRAT HEE 2 i > S5 L2515 Before submitting your application , please check if you have:

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

v B E AT IE FEHER signed and dated the application form

SHRHE 2 2 Fr8 SR RASC{RRS 2019 48 10 H 15 HElZ piselel T{f ks e im AR ) -

Please return the completed application form with all required documentation to “Yan Chai Tetraplegic Fund” on or before 15 October 2019.




z 8 Section B
bt LA o PG R EFIE IR o RE RSP AR e AR A

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

U A BHEER 2 RE (2 A BHEER)

Assessment & Recommendations by Referring Agency (to be completed by referring agency)

5 AM(EZERT 5 Applicant s case background

a5 AASEEIRE T B H i 4205 &SN Applicant s mobility and activities of daily living(ADL)

81 E A Reason for making referral

15. & /i 84
Referring Agency

Tt K s e 2 F% Name of agency and office

e A 4% Name of recommending officer IEkgr Position

Ezh Telephone no. {#EH Faxno.

ik Correspondence address

HeEE A %& Signature of recommending officer HH{ Date




7 8 Section C
(d EABHES ¥ i P 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 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. Please kindly give your assessment.

1. Nature of patient’s present illness:

Description of disabilities:

Is patient having the following functional disability?

Yes No

a. Bed mobility assisted by others and by equipment L] L]

b. Bowel and bladder routine are totally dependent [] []

c. Bathing is totally dependent [] []

d. Wheelchair transfers require assistance of one person [] []
with or without transfer board

e. Wheelchair mobility requires powered wheelchair [] []

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

3. Is this patient with spinal injury at or above level 5 of cervical spine or equivalent disability?

[ INo [ ]Yes

4. Comments/recommendations

Name of Medical Officer:

Date:

(Authorized signature with chop)

[ ] Put a “v"” in appropriate boxes



