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Application for H.K.S.K.H. Tseung Kwan O Aged Care Complex ~

Loving Joy Court

HO 710(S)

Hong Kong Sheng Kung Hui Welfare Council Limited

AHEPHIEBREBBEMR -

For Self-financing Home application only.

’

~ {[il N\ &} Personal Information

PN 151 B/m*
Name of Applicant : ( English ) Sex : M/F *
Fiin ) )
(h52) Age: ar i AR
ikt i —aR
Address :
THah
Tel. No. :
AR
Correspondence Address if different :
[
Tel. No. :
HiAE H AR
Date of Birth : Marital Status :
Fied AT s
Native Place : Dialect Used :
By e HEHEH
HKID No. : Year Arrived in HK. :
T IAZEr H i
Religion / Church : Date of Admission to Church :
B #r
Oceupational, if still employed : Salary :

AT

Educational Standard :

KF S fﬂ;ﬁ)\iﬁﬁ* Guarantor / Reference’s Information

A RN

Name of Guarantor / Reference :

ikt
Address :

(Mr. f Mrs. / Miss)*

Gl RKR//NE)*

Ak
Tel. No. :

(E1fED [CEYED]

Ly asfns
HKID No. :

il

Occupation :

B FRGH 1%

Relationship with Applicant :

|Tf Eﬁ )\ |x_1| 11'_7 “,_'F Applicant’s Written Consent

AN AR AR aBaks R RANZ AFACE - et TH RS ER AN AEbeE G -

I consent to release the attached data, medical and social, to the appropriate authority for consideration of my application for admission into a residential home for

the elderly.

S

Delete where inappropriate

LN =

Name of Applicant :

ey

Signature :

H

Date :

RENEE

Witness :




VY ~ 22 A\l BIE ) Particulars of Family Members or Close Relatives

e MR | LS S G R ANFESE ARG AR - G5 IR AL REES
Name Sex Age Occupation Relationship with If not living with applicant, give address & contact
Applicant number

1~ FEEIR Financial Status & Income

1R,

On Disability Allowance

[ i

On Old Age Allowance

FN (HRESF) fERaiiE
Contribution from family (spouse or children)
BBt 0E

Contribution from relative

On Pension

HAth (GHEERH)

Others (Please specify)

O O 00 o d

75~ JE{ETEM Living Arrangement

Tl

Living alone
SRR F T
Residing with family
SR

Residing with non-immediate relative or friend

=~ {FEHEN Type of Housing

In public housing ]
VN 2

In private tenements O
S gl VAR ok

Whole flat / mazzanine / bed space / cubicle* O
HAt (GaatHH)

Others (please specify)




J\ ~ REE RS A Physical and Mental Condition

T (AN - IR ) =i 0 i
Disability and Disfigurement (e.g. amputation, spastic) Yes No
WA - At
If yes, please specify :
T BeEAR S EE] 0 s
Vision Wearing glasses Yes No
i1 EHEEEC = 0 &
Sight Adequate for self-care Yes No
o E R = 0 5
Certified blind Yes No
pos o ik o S
Hearing Adequate Inadequate Deaf
PN 0 IER N A=t HIANEE
Speech Adequate No Speech Speech Defect
PR O 5 Rk 0O [
Dental Condition Adequate Poor Wearing Denture
FAE O Il N 0 AfE
Incontinence No Urine Faeces
FtuiR O I EACSHIES O HEEEMATTE
Mental State Normal Senile dementia With disturbing behaviour
TTH] fraEfEan ARETTHY 0
Mobility Walk independently Chairbound
PR A5 (HRE =T T8 AR, it -
Walk satisfactorily with aids Bedbound / paralysed*
FHE B a5 TR ANREA ] 0
Walk poorly even with aids Frequently falls
R EEh AR
Type of aid
i TS EEE /] Activities of Daily Living
EESAE( B AREERIA RSN
Fully Capable Partially Dependent on Others Total Dependent on Others
i%% : L] L] L]
opping
HE
Cooking L = L
EEM
‘H B . O O O
ouse Cleaning
Yk A1t
Tidying up the room L L L
PETR
Simple laundry L L L
P
Bathing L = L
D?K O O O
ressing
B
Feeding = - =
vElm,YEF
Washing face / hands = - =
Al 0 0 0

Toileting




—l— K AH:E% Choice of Accommodation

& V| jﬁﬂﬁﬁ
Type of Accommodation Long Term Accommodation

RS

Short Term Accommodation

AER - / / x / /

H H % H A £

bl YN jﬁA%
Type of Room Single Room Double Room

# ETEEREREIEER o T R R B AL M R ?

If the chose room type has been full, are you willing to take other choice?

O 2 Ga#Es: Dﬂk% DﬁA%)
Yes (Please tick : Single Room Double Room)
O %
No

* HIEE AR o R S T RGENRE L IR A2 S~ R R SRR R T - DURRT A
AP -
At NPT B
Our professional social workers and nurses will base on applicant’s physical, mental and medical condition to recommend the suitable care level to the
applicant.

+— N TAEE HOEEN F AT ATHEREE (W& R ) Workers / Vicar’s Recommendation (if applicable)

o peRs AR A

Name of Agency / Parish :

Hirfk

Address :

B fH 2

Telephone : Reference No. :

B TR/ e AT FEEMT
Referring Worker / Vicar Countersigning Officer
i i d
Name : Name :
BE B
Signature : Signature :
H H
Date : Date :

sk ok ok sk %k ok sk ok ok ok sk ok sk 3k ok ok 3k ok ok ok ok ok sk ok ok sk ok ok sk ok ok sk sk ok ok 3k 3k ok sk ok ok sk ok ok ok X
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 L] Reasons :
Rejected ] Reasons :
Withdrawn  [_] Reasons :
Recommended Care Level ] Care Level 1 ] Care Level 4
[l  careLevel2 [] CareLevel 5

[[]  CareLevel 3

Date of notifying result to the applicant / guarantor:

Signature of Superintendent :




