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Application Form for Yan Chai Caring Fund for Severely Disabled
bk - S2ECE Y 7-11 5RCORE R C R 10 YRR EES
Address : 10/F., Block C, Yan Chai Hospital, 7-11 Yan Chai Street, Tsuen Wan.
EEEh Tel : 8100 7711 fHE Fax : 2412 0245

ZE 71 E For Official Use Only

CEX TR

# % < 2 Confidential

WML IE R R ARV o Please complete the form clearly and put a “v™ in appropriate boxes.
¥ I8 Section A

Lo¥grr A T (REARF)
Particulars of Applicant (Severely Disabled Person)

13744 Name in Chinese T HE44 Name in English
HAHE (H/AE) TS {7385k HKID card no.
Date of birth (dd/mm/yy) / / ( )
PEH Sex SR Marital Status
O = male O ®.5 Single O E4& Married [0 [EJ= Cohabited
O # Female O 4= Separated O #4s Divorced O ##& Widowed
fEEEEEE Home telephone no. F-f2E5E Mobile no.

{E4: Residential address

FEE L Email address

& H U A Monthly income

O TfEfc A Working income ($) T4# 4% Name of present employer

Ik Occupation 5 Remarks
O E{k%: Pension O /<M Contribution from relatives/friends

®) ©)
O &&tlEriEEm CSSA O 550k Disability allowance

®) )
O HAr Az Other sources

%) (£BH Please specify : )
B SIERSTEZESRSE CSSA/DA reference no. FR% fE{EAE Currently living at :

O 5 Home [0 =[5 Hospital O gz Institution

[0 HAth Others (3%HE Please specify : )




FHH Please specify

2. FAGEGANR
Brief Description of Disabilities
3. R BTH
Particulars of Family Members
& RS | MER | RS AR e FHIA AL TaEtR ) ZBIA? | BAEREEAENE?
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 2 Yes O & Yes
O & No O & No
O 2 Yes O & Yes
O & No O & No
O 2 Yes O & Yes
O & No O & No
O 2 Yes O & Yes
O & No O & No
&4t Total | ($)
4. WEFFH
Accommodation
O /AZfH{EERE Public rental housing O EEEFT Self-owned property
A4 Monthly rent (%) 4% Mortgage (477 if applicable) :
O #FZFH{EERE Private rental housing — £ H 3 Monthly mortgage payment ($)
HH4: Monthly rent (%)
[0 HAth Others




5. FA& (Y#rakirdh)
Capital Assets (Applicant & family members living under the same roof)
(. FAIAN A DURS I 35 R0 B 20k Bt - Please provide the information up to the date of submitting this application form.)

¥4 Cashin hand

4&7%8 Total amount ($)

HEZE ~ B AN E B B S FR S IRAEE  Investments in stocks, shares and readily liquidated assets

NZ Detail

445 Total estimated value ($) ft{E HH Date

JEE ¥ Non-owner occupied property

1. #ihl: Address 4a(E{H Total estimated value ($)

2. Htdk Address 4a(E{H Total estimated value ($)

6. WEZ &MEK (Y HFLRR)
Savings & Fixed Deposits (Applicant & family members living under the same roof)

MRFRA A PRITME e = 5178 AT %S R
Name of account holder Bank name Account number Recent balance ($)

kit H 3

Date of the balance

&4t Total | ($)




T AR aFHEAB Y LA
Applicant’s Regular Monthly Expenditure in Medical and Rehabilitation Items

THHER] QSRR - B - B REENY - 308 Y - FhlER - SMRES) g H P
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

o

£ Total | ($)

8. EAEERE
Caring Allowance
RIE & H AR S N B $4,380 Y BNEE - The maximum amount of grant to each successful applicant is $4,380 per month.

354 H&EB%4E Application amount per month 1 $

S URESIERE AL - fRer 4R Please describe how to use the caring allowance as you were granted ?




9. ¥ HFREF
Reasons for Making Application

10. & #>1 1%
Volunteer Service

MOBEOEFES ) WESEZEERFEENNR - MIREEED  MEERFE20 T Es ) EANEFRESTENS ?
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 #kEEz= Yes, Ido. (f: Remarks

O #FEE# No, Idont.

11. &m
Declaration

RNGEEY » i 28 SR B E SO - W2 ST A N A RS2 AR -
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.

( )

i35 A\ x5 Signature of applicant #:44 Name HH#H Date

WIEHFE A FEHTE 18 BRI T » FHEERAH R AR B A% -
If an applicant is aged below 18, parent or legal guardian should act on his behalf to sign the application form.

12. &% =
Checklist

IR HFH A iatad LU N EEIE Before submitting your application , please check if you have:
v EIESZ SRR complete the application form
V'l SR N SRR AT S B A supplies copies of documents stated in the terms and conditions

v EEZdsEd e F AR signed and dated the application form

SHRHEZ 2 FAE AR SE] T O R |

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




& 8 Section B p* ¥R F BRI HL B o WHE B INEEG AR 8 A 2L £ B | B % - This part should be

7

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

13.

PR RE % St
Care System

RS ) BT R | RS EOR e R R AR B IR BI RA  WIESCR ~ RGN 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.
UNSRFAEE AR IEREZ B P SR R B - i AR s » R DAFR G A RIS RIS B B2 - S IR AR AR AR " TR | R T IR - 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.
(HEHEE N GHA F R EIEREE - HNERIAY "% |, —ME T4 | o Ifthe applicant has no primary or secondary carer, please enter “No” in the
corresponding “Name” field.

P H A SRR 2 e SR AL B AVARIE - A B2 HE SRR R 55 AR E R L (B A B S B B el PR ERMCZF 75 18 B - 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.

s , BLEEE A {3 T R T RS ] N
HARE A #4, i Bt AR - *;‘ (ETRE 8
idi t
Types of Carer Name Age Relationship Whether reSfdlng CCUp? fonan Care hours per week
with the applicant? Working hour
T EERAE O & Yes
Primary Carer O 4 No
REHRHE O & Yes
Secondary Carer O 4 No
HA SRR (FIZ 7 —Mr) O & Yes
Other carer(s) O 4 No
(may indicate more than one)
S3EREUEITEIRS o4
Total care hours per week

B AL FTEEER/E#% Risks Encountered by the Care System

a) T HIGRAE T 60 Bl O ZvYes O %No
The primary carer is 60 years old or above

b) TR R EE RS DB AR S A O & Yes O 7 No
The primary carer’s health condition deteriorates and cannot look after the applicant

0 FEREEHAAEEEAL  BEALRBEREREE O &Yes O % No
The primary carer is a physically/intellectually handicapped person or has severe mental illness

o) EEMEEEHBRMSERE (P ROTHESUIE) - DB AR O fZYes O % No
The primary carer is emotionally disturbed (e.g. prolonged depression) and cannot look after the applicant

©  EEMEEEREN R A R R RIORER A - DS O fYes O % No
The primary carer has to take care of other disabled or chronically illed persons and cannot look after the applicant

) EEEEEREE T FRA e i R R O & Yes O % No
The primary carer has long hour work and cannot make other care arrangement for the applicant

Q) I ASEAIR ARSI - TR A T AR O fZYes O % No
The applicant loses contact with family or relatives and no one can provide care for the applicant

h) HEE A Bt G iaf BB RS - MR A\ SO AT HEAE AT 35 I O ZvYes O &No
The applicant is a Ward of Director of Social Welfare and no family or relatives would provide care




ABERH{% Interpersonal Relationship

) HESEAEBESEAN 8RR AR A e & Yes O % No
The applicant had at least two occasions of serous conflict with family member or inmate in the past three months

)] S AEBE=EAN - 8 2/ DRI A E T 5 | 2R e e £Yes O 7 No
The applicant had at least two occasions of serious conflict arising from disturbing the neighbours in the past three months

K) A B A S LS  WAEBEZ R ERD G B SR (RS AER The applicant was hospitalized | T j2 Yes O 75 No
for psychiatric treatment due to serious conflict with family member.  The latter still refuses to accept him/her returning home

HAte#KHZ Other Risk Factors

) AR AESREE (RESEER - LEER - HRIES) f2Yes O 5 No
The applicant is/was being physically/psychologically/sexually abused by family member

m) ERH AEE A A LREAFERIE (BIESRSER - LBIERT  MERIEE) 52 Yes O 5 No
The applicant is/was being physically/psychologically/sexually abused by other person

N A2 ZYes O % No

The applicant is/was being neglected from care

14. Rt & X FPRF3

Receiving Service

S B AR A HYEEBE Service receiving hour(s) per week on average (R]3#E32238 may choose more than one item)

1R School service OO E55kEF: Special school_ (/]\E% hr)
O EikEfrs2E iR Boarding section of special school (/[N hr)
1 7 FE AR 7 Community support | [ 5 A HbIE 72 .0, District support centre for persons with disabilities_ (/[\6 hr)
O grEres A+ HRSHEER 7% Day care service for persons with severe disabilities_ (/]\E hr)
O (=% R Residential respite service_ (/)N hr)
O 4% =8IRS Integrated home care services_ (/N hr) [ ggEdes A L5 & BRER LT3
Pilot scheme on home care service for persons with severe disabilities_ (/[\B hr)
H 13/l 4 Ak %5 Day training JERET (s Day activity centre_ (/\NB hr)
S E TR E SRS J0, Integrated vocational rehabilitation services centre_ (/NE% hr)
TaeE N AE N EE151#] On the job training programme for people with disabilities __ (/[\B hr)
flEh k% Supported employment_ (/Mg hr) [0 JpEs& T35 Sheltered workshop__ (/]\i% hr)
Uy | 52203+#0 Sunnyway on the job training programme for young people with disabilities __ (/[\i hr)
4T % 0, Integrated vocational training centre_ (/]N\E hr)

{E1i5HR T Residential service B & Rk A T-bidr Self-financed rehabilitation hostel____ (/]Ni hr)

B EE 5975 A\ 1755 Hostel for severely mentally handicapped persons___ (/]\B% hr)
1§57 A\ 1154 Hostel for moderately mentally handicapped persons____ (7[NE% hr)
FLE4 Private hostel (/i hr) [ ##8575-% Supported hostel (/N8 hr)
5% BB Y B (578 A 1-7i5<2 Hostel for severely physically handicapped persons__ (/)\#% hr)
fE% B e N\ 1-2E i Care and attention home for severely disabled persons__ (/]\i hr)

HAth Others (/INB% hr) » Z5EERH please specify :

Bz Medical treatment FEHRMYFE AR Psychiatric in-patient (/N hr)

OO0Oo0o0o0ooOoo0oOooaof0noOoaaan

JERE HFRHIFERR TS Non-psychiatric in-patient by O HR98EF%ART Day hospital (/INEE hr)




15. 2% 2 o i
Assessment & Recommendations

FAE5 A fEZE 25 Applicant s case background

#8415 [A Reason for making referral

16. 4 4 #HFER

Confirmation from Referring Agency

H3E A\ B IEAE R AL T B 58 A 1754 | Is the applicant on the waiting list of “Hostel for Severely Physically Handicapped Persons” ?
O FENo > & AERHFHANER "BERBEBALES ) NWRiEE -

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

O = Yes > HEMNESHFEGH  Si%EATEY Case registration of hostel service made by your agency?

O K& No

O ZYes - EREHFRE  FOHERH 1TETENSRERE T AEN RS RENFFRERESCE 1A -

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

17. & /i 8 4%
Referring Agency

Tt s ie 2 F% Name of agency and office

HERE A 4% Name of recommending officer

(F30)

(English)

M2 25 Ky S A %722 Agency Chop & Signature of recommending officer

Hhik Correspondence address

ZE#, Email address

&£k Telephone no.

%187 Position

{#H Fax no.

HHH Date

01542 11168

8



