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¥ Section A

L Yt A (REAAF)

Particulars of Applicant (Severely Disabled Person)

th 7 #:44 Name in Chinese L7 4k 44 Name in English
thaE HE (H/A4F) TS 1IEES7ES HKID card no.
Date of birth (dd/mm/yy) / / ( )
P Sex IR Marital Status
05 Male O+ Female e85 Single O 4% Married OjEl/Z Cohabited
4y Separated O#ets Divorced Ce=E widowed
4% 88 =E Telephone no. L HE I HE Email address

{F3k Residential address

f#%2E Occupation B TAEU A Monthly working income

$

H At A Other income :

O A ~ BUEEA A ZEEUI 488 Income from family members, relatives, friends, etc. | CI3E{k4:/ 1% Retirement benefits/Pensions
(45 A 4%8 Monthly amount)

©

$ (45 H %8 Monthly amount)

O-E& L& GRS ENEMEEERE Old age living allowance/Old age allowance/Disability allowance O%z &t e ffiEiEE) CSSA
$ (& B %4 Monthly amount) $ (& B %8 Monthly amount)

Oz A HE D EREE+#] Special Care Subsidy Scheme for Persons with Severe Disabilities
$ (4 H 4:%4 Monthly amount)

O By Bl A FI5REE A - IR 2 H (i 2R & A5 2 +-80Scheme on living allowance for low-income carers of persons with disabilities
$ (45 H 4%8 Monthly amount)

O E R EE N 455 2R Integrated support service for persons with severe physical disabilities

) i Sy B e (35 24 33 i Special subsidly for renting respiratory support medical equipment $ (& H 4:%5 Monthly amount)
DO = BB M RE S A1 RE Special subsidy for purchasing medical consumables $ (& H %4 Monthly amount)

OE A ZZ3% 4 Other charitable fund(s) (3T 121 H AY4ER4C $% Record(s) in the past 12 months)
F4 4% Name of charitable fund(s)
T 12{f H 094582 48%8 Received amount in the past 12 months $ FxE Remarks

OfERkSE e 3523 Working Family Allowance Scheme
$ (£ A 4:%8 Monthly amount)

O A5 H Yz Other monthly income
$ (%K Source )




2. pAFHEFARTR
Brief Description of Disabilities

Particulars of Family Members

s il P EHIEE AR A T BHUWA ParbE ) ZEBHA? | BdEREE AEIE?
Name Age Sex Relationship Occupation Monthly income CSSA recipient? Whether residing
with applicant with applicant?

& Yes O& Yes

O7 No O7 No

& Yes O& Yes

O% No 0% No

2 Yes O£ Yes

0% No % No

2 Yes O£ Yes

0% No % No

2 Yes O£ Yes

0% No O% No

& Yes O Yes

0% No % No

&3t Total | $

4. HATFHR
Accommaodation Information

O & A ER Public rental housing

Of. & fH (/2 Private rental housing

O&8ZFr Self-owned property
}% 8 Mortgage (207 if applicable) :

& HfH4 Monthly rent $

H {3 Monthly mortgage payment $

CIfH (28351428 5 |2 Rental residence of charity organization

& HFH4: Monthly rent $

=7 (R X/ #24t Provided by employer/relative and friend

=£1% Details

O Rent free

1% Details

&4t Others
1% Details




5. ¥4 (Y H1akardh)
Capital Assets (Applicant & family members living under the same roof)

HH EAAEDIIER I H 35 R e ok B3 - Please provide the information up to the date of submitting this application form.

i 4> Cash in hand JEBE E#7Z Non-owner occupied property
44%8 Total amount $ 4af5{ Total estimated value $

R - BEEE - RS HIEE R B S HATE 4R Vehicle, land, investments in stocks, shares and readily liquidated assets

415 K 4 %A Details and amount $

(Rt B RESEE - F4ETEnL R (72448 Cash value of insurance policies, pre-surrender/surrender value of annuity schemes

#4175 K 4 %A Details and amount $

Hith &z Other assets

2415 K 4 %A Details and amount $

6. BEZ ZHHA (Y FH A2k LRE)
Savings & Fixed Deposits (Applicant & family members living under the same roof)

IRFRA A4 PRATIE MR = 5R6S TSR
Name of account holder Bank name Account number Recent balance ($)

iR

Date of the balance

&4t Total | ($)




7. Y FAF I A FRAGRAEF LD
Monthly Expenses in Medical and Rehabilitation Items of Applicant

EANEROUERIAE (OBRFRONED - BRE - EHREERY - #80REs - FllER - IMcke%E <) BHN
Essential medical and rehabilitation items (e.g. purchase of medical consumables, medical charges, carer expenses, Average monthly expenditure

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

1

&t Total | ($)

8. BARALRL
Caring Allowance
RINEE S - 50 n R = R R $4,380 (U E BhEE - The maximum amount of grant to each successful applicant is $4,380 per month.

3549 A &% Grant amount requested per month: $

R EEIRRERAS - /R&4n{al{si il Please describe how to use the caring allowance as you were granted ?

9. ¥ FRT
Reasons for Making Application




10. &7+ iF
Volunteer Service

MORELEERAES ) NEYEEHRFESIR > MIERE - (SSRGS Tike | (EEREEFTIE ?
Every dollar of the Yan Chai Caring Fund for Severely Disabled 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?

LI5FE® Yes, Ido. ( O T#) publication / O BE3E leaflet / O #WRATH TV programmes / O FE&ETH Radio programmes /
O #% Newspaper / O #E3C#EHG Social media )
O R FEE No, | don't.

11. e B~ Bk (R i * 34 BTppi 2 pL)
Receiving subsidy (Applicable to receiving temporary allowance)

PSR R IEH ISR TIR P 5705 GEEERBTRIR P A ARSI SR = s ey H SE B RERIE) -
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).

5 A% Name of Patient:

B EEA AR 44 Name of account holder $R4T44F8 Name of bank & E=5ERE Account number

12. BBEH

Declaration

ANGEWEY > 2 ERHIE L - WER - AT TR ) (AN ERZHEATR -

I hereby declare that the information given herein is true, correct and complete. | accept the terms and conditions of the Yan Chai Caring Fund for Severely Disabled

and agree to be bound by them.

EE PN G YNNG = ket 4 HE
Signature/Thumbprint of applicant or guardian Name Date

WIEGENLEHRTE 18 BRLAT - HESRZA S AIVERE RS -

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

13. & =
Checklist

EIESCHIEE > Jil » 556 LA T 2538 Before submitting your application , please check if you have:
v EIEZIEHEER complete the application form
Vi SR A P S SR R Y S R A supplies copies of documents stated in the terms and conditions

v EEZ s R F H 3 signed and dated the application form

SHIRHER  FA% SRR E] TR O AR E -

Please return the completed application form with all required documentation 7o ” Yan Chai Caring Fund for Severely Disabled”.




& 8 SectionB p* 80> K AL HLH o WHE B LIV AR 0 8 Ak £ B B % - This part should be

completed by social worker only.

If you have any enquiries about this part, please contact us.

14. BRAR & 3b

Care System

F RO B TR SR R s SR IR B - BRESCRE - FEEGEA o “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.

NSRS ABUE R Z BT R RE R o a T - BILARR S AR PRy s Pl e 1% - SR AR AR T R0 ) F T R | oIf 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.

MRS A8 TSR EEIBREEE - SR T4 —IEEL T4, o Ifthe applicant has no primary or secondary carer, please enter “No” in the

corresponding “Name” field.

AR | EE SR BE « A SRR R T (B EERE R AR i S - 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.

B . BEES A [E? TR B T ERERA N
TR 4 el | Eﬁhﬁm_jf oo |
ccupation an
Types of Carer Name Age Relationship . ether res.l "9 p_ Care hours per week
with the applicant? Working hour

TR E O & Yes

Primary Carer O 7 No

REH O & Yes

Secondary Carer O & No

HA R (TR —(r) O & Yes

Other carer(s) O & No

(may indicate more than one)
S U

Total care hours per week

HEE LA HEER &% Risks Encountered by the Care System

a) TR T 60 FREA b O ZVYes O %&No
The primary carer is 60 years old or above

b) T SR R A RIS DIERA I 5 O&Yes OFNo
The primary carer’s health condition deteriorates and cannot look after the applicant

c) TR AR AL - R A LR R O /&Yes O & No
The primary carer is a physically/intellectually handicapped person or has severe mental illness

d) T EREE IR B (f10 : RIDHEEEE) -~ DBUREIE R O 2 VYes O % No
The primary carer is emotionally disturbed (e.g. prolonged depression) and cannot look after the applicant

€) - AR AR EI R A B A TR e R IR BV R R B - DIBURA I35 O ZVYes O % No
The primary carer has to take care of other disabled or chronically illed persons and cannot look after the applicant

f) T SR TR E - Has 2 A B IR e O ZVYes O % No
The primary carer has long hour work and cannot make other care arrangement for the applicant

9 EAEEINIFEYNIEE T oa o Rl N TINGIE s O J/gYes O & No
The applicant loses contact with family or relatives and no one can provide care for the applicant

h) HEE AR EEr BB REE R - R NS iR (LA AR IR O ZYes O #&No

The applicant is a Ward of Director of Social Welfare and no family or relatives would provide care




ABERBH{% Interpersonal Relationship

) AERESEAN MR A KI5 S £ Yes O % No
The applicant had at least two occasions of serious conflict with family member or inmate in the past three months

) EEE AT A=A > 8 2/ D MICEEA =TS | 2R e & Yes [ & No
The applicant had at least two occasions of serious conflict arising from disturbing the neighbours in the past three months

k) A MBS RS AR RN RS - B SR AUEEELIHEH ABIR The applicant was hospitalized | B J2Yes O & No
for psychiatric treatment due to serious conflict with family member. The latter still refuses to accept him/her returning home

H &% ZE Other Risk Factors

) AR NERSURID (EIESHER - LHEER - MRIEE) 7=Yes O 7 No
The applicant is/was being physically/psychologically/sexually abused by family member

m) R AMEHAM A EF I (BRESHESR - LEER - REE) 7=Yes O # No
The applicant is/was being physically/psychologically/sexually abused by other person

n) EfEE A\ b 2 e ZYes O & No
The applicant is/was being neglected from care

15. it & X (fRAR

Service that currently received

iz spall ARtk P 2 IR

Type of Service Name of service provider Average service hour received weekly

SRS

School service

Tl SRS

Community support

H EIa AR

Day training

(EREHR

Residential service

{ERER

In-patient treatment

(ST ST

Total hours per week




16. 3% 2 4 &
Assessment & Recommendations

g5 A\ AY(E ZEE5 5 Applicant’s case background

{84 5 [N Reason for making referral

17. 6 4 @ HFEin
Confirmation from Referral Agency

HiEE A\ B EATRE AL T B8 A 1754 | Isthe applicant on the waiting list of “Hostel for Severely Physically Handicapped Persons” ?
O FE&No - 3 : AEEEANER " BRERBEIEALES ) 1UHREE -

Attention : The eligible applicant must be the patient on the waiting list of “Hostel for Severely Physically Handicapped Persons ”.
O & Yes > TEESCHEERNG - H—0HRCH T EEFIBHEIR S I 24T SR S RERR S B E 1A -

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

18. & /i i
Referral Agency

HipE A 244 Name of recommending officer li#k 87 Position
T K sz <4 % Name of agency and office &6 Telephone no.
ZE# Email address {#E Fax no.

Hi 4 Correspondence address

% T MEREEES Signature with chop HHA Date

20254 F 10



