BEHR
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o D= SRR
EAHENEREASIMBE L RS RE
HKSKH Cyril And Amy Cheung Aged Care Complex
HIERMEB RERFSOATFHX
Mr. and Mrs. Lam Chik Ho Health Care Centre Application Form
— ~ {E_A&E¥] Personal Information
RPN %51 B/
Name of Applicant : (English) Sex: M/F *
i
(dhar) Age: amig_CEREHA
biithl IEE—R
Address :
e
Tel. No. :
JEERHhE
Correspondence Address if different :
G
Tel. No. :
HAEHHA IR
Date of Birth : Marital Status :
e Fr&hsE
Native Place : Dialect :
B EEHE
HKID No. : Year Arrived in HK. :
ik dy #Ha hoAZrE HHR*
Religion : Church : Date of Admission to Church* :
HiHg e
QOccupation, if still emploved : Salary :
HEREYE

Education Level :

’

{%Eﬁ )\iéﬂ Pt ?{%%@% Guarantor / Referee Information
BN FRENA

Name of Guarantor / Referee :

(Mr. / Mrs. / Miss)*

(Fetk KA/ /IME*

bk
Address :

Wik
Tel. No. :

(BFH)

{Office)

(F18)
(Mobile)

BB
HKID No. :

Bz

Occupation :

EESH PN RS

Relationship with Applicant :

[l

==F PN E]%% Applicant’s Consent

FNFIERFAER - EIEBRARRA R R AN AR - R T AMSE L ESAR A2 A -

1 agree to provide my personal information, including medical check up result, to the corresponding authority for consideration of my application for the

placement in the residential home for the elderly.

A
Name of Applicant :
HE
Signature :
H#A
Date :

*) 25 ASE R & REANEE

Delete where inappropriate Witness :
FARIEER © F/CAC/DC/001 B1E: k4m

TITAN P BELAGRESMEBLZEZRE S
{THHT : 01-07-2009
KRR |




PY ~ g2 A BT EHE R Particulars of Family Members or Close Relatives

L WEl | s e EZFIEE AR R AOZEELEREE ARME - FEFIRAELEEEE

Name Sex Age Occupation Relationship with | 1f not living with applicant, please state the address &
Applicant contact number

H o~ BREdE#Z A Name of Contact Person
1) H#pl  (Address) :

B#& EE 25 (Contact Tel. No.) : (H[E]/Day) (IEfE/Night)
2) HEhE  (Address)
& E G (Contact Tel. No.) (HfEl/Day) (MR fE/Night)

75 > REPEARYT Financial Status & Income
TR e,
On Disability Allowance
[ igeat
On Old Age Allowance
FA (FHMEST LX) HIaFIE
Contribution from family (spouse or children)
HREHETIE
Contribution from relative
On Pension
Hitl (FEE)
Others (please specify)

| 1 N el 7 R

+5 ~ JE{EEM Living Arrangement
wE

Living alone

SHE BRI

Residing with family

Ui AFE

Residing with Domestic Helper

SRR A

Residing with non-immediate relative or friend

0 S I S W e O

J\ ~ fEZ%! Type of Housing

R AFET
In Public Housing
=N

In Private Tenements
HAth (FFEERR)
Others (please specify)

L

FALIEE - F/CAC/DC/001 E2E . H4E
BTN BELAEEREEUBLERE R

ZATHHER ¢ 01-07-2009
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U~ {BEE RS #HIR T Physical and Mental Condition

PRk (UNEE: - EEEE) =] -
Disability and Disfigurement (e.g. amputation, spastic) Yes No
wE - FEREEA
If yes, please specify :
s AORUARE% 2= B
Vision Wearing glasses Yes No
/] RHFEIE D = O &=
Sight Adequate for self-care Yes No
EEAE PR Z o8
Certified blind Yes No
peR . EE RiE KA
Hearing Good Inadequate Deafness
Y NE 1EH T EES A HHH
Speech [J Good Cannot communicate with [] Speech with difficulties
speech
e 0 1EH REE FoR RS
Dental Condition Good Poor Wearing Denture
REE O & /IME RE
Incontinence No Urine Faeces
KR ] EFHIR BEREMAITS
Mental Status Normal Senile dementia With disturbing behaviour
E A IRRRTR E GHE)
Other Nursing Care (Please specify)
178 TEIEa0 THETTEN 0O
Mobility Walk independently Chairbound
E HsHBEsEETENE N BARR, S * O
Walk with aids independently Bedbound / Paralysed*
IR NEREF 1T TEFEEAE -
Walk with assistance Fall Frequently
Rl 28485
Type of aid
-+ - HEIESIAES Activities of Daily Living
B BMHRSERIA TRAFEIA
Fully Capable Partially Dependent on Others Total Dependent on Others
iz27]
Shopping 0 O g
Cooking L O O
House Cleaning
Hs5 BB
Tidying up the room [ O ]
b A
Simple laundry H U D
Bk
Bathing o O O
= 0 O O
Dressing
/41
Feeding O - .
vekgHF
Washing face / hands [ i O
|
Toileting [ = O
FeAE4RHE © F/CAC /DC/001 Eig . H£4H

BTN BAGRBESEELERE R
ZATHER : 01-07-2009

fifiZk 1



+—  HES#IEEER Day Care Service
(] 205RE Full Time

L] #E5E  Part Time
S2H x Days per week

* HEARTRAVERERA] o R T ML - R R I 0 AR A e TR B BRI i
HiEH  DUBERT FREE A R R
The application will be considered by health care professional staffs, including but not limited to, Social Workers, Registered
Nurses, Physiotherapist and Occupational Therapists based on the applicant’s health condition.

FOR OFFICE USE ONLY

Date received : Date of making home visit :

Date of submitting the case to Elderly Admission Board of discussion :

Result of application : Accepted O]
Rejected L]
Reasons :
Withdrawn L]
Reasons :
Recommended Care Level [ ] General Care Level

[] C€are and Attention Level
[ ] Enhance Care Level

Date of notifying result to the applicant / guarantor:

Signature of Superintendent :

FHEHRET : F/ICAC/DC/001 E4EH L4 E
FTA ¢ BAEIRBIEUELERE AR
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