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RESTRICTED (限閱文件)
入住盲人護理安老院申請表
Application Form for Admission to

Care and Attention Home for the Aged Blind

	
第一部
	申請表格﹝由申請人簽署﹞

	
Part I :
	Application Form (to be signed by applicant)

	
(甲)
	獲編配盲人護理安老院名稱:

	
(A)
	Name of Care and Attention Home for the Aged Blind to be Allocated:
	

	
	

	
	
	
	

	
(乙）
	申請人資料:
	

	
(B)
	Particulars of Applicant:
	

	
	申請人姓名
	
	
	性別:男/女

	
	Name of Applicant:
	
	(              )
	Sex: M/F

	
	地址
	
	

	
	Address:
	
	

	
	
	
	電話
	
	

	
	
	
	Tel. No.:
	
	

	
	通訊地址（如與上址不同）
	
	

	
	Correspondence Address 
	
	

	
	(if different from above address)
	
	

	
	
	
	

	
	出生日期
	
	婚姻狀況
	
	

	
	Date of Birth:
	
	Marital Status:
	
	

	
	身份証號碼
	
	所操方言
	
	

	
	HKID No.:
	
	Dialect Used:
	
	

	
	
	
	

	
(丙)
	申請人同意書

	
(C)
	Applicant’s Written Consent

	
	

	
	
本人同意將所附資料，包括視力和體格檢驗結果及本人之社會背景紀錄，提供予有關機構，以便審核本人入住盲人護理安老院申請。

	
	

	
	
I consent to release the attached data, including visual, medical and social, to the appropriate authority for consideration of my application for admission to Care and Attention Home for the Aged Blind.


	
	
	
	
	
	
	

	
	申請人姓名 
	
	
	
	
	

	
	Name of Applicant 
	:
	
	
	
	

	
	簽署
	
	
	
	
	

	
	Signed
	:
	
	
	
	

	
	日期
	
	
	
	
	

	
	Date
	:
	
	
	
	

	
	
	
	
	
	
	


Part II: Case Summary (to be completed by referring social worker)

	(A) Particulars of Family Members of Close Relatives:



	Name
	Sex
	Relationship with applicant
	if not living with applicant, please provide Tel. No.

	
	
	
	


	
	
	
	

	
	
	
	

	
	
	
	


FOR EMERGENCY CONTACT
	1.
	Name:
	
	Relationship:
	
	Tel. No.:
	

	
	Address:
	

	2.
	Name:
	
	Relationship:
	
	Tel. No.:
	

	
	Address:
	


(B) Financial Status and Income: (please “(” appropriate items)
	 FORMCHECKBOX 
 On Comprehensive Social Security Assistance

	

	 FORMCHECKBOX 
 On Disability Allowance

	

	 FORMCHECKBOX 
 On Old Age Allowance

	

	 FORMCHECKBOX 
 Contribution from family members / relatives

	

	 FORMCHECKBOX 
 On Pension

	
	

	 FORMCHECKBOX 
 Others (please specify):
	


	If in receipt of CSSA/SSA
	

	
	

	Social Security Field Unit :
	

	Tel. No. :
	
	Case Ref. No. :
	


(C) Living Arrangement:
	 FORMCHECKBOX 
 Living alone

	 FORMCHECKBOX 
 Living with family / Others

	 FORMCHECKBOX 
 Living in Residential Care Home for the Elderly 

	(Name of RCHE):
	

	 FORMCHECKBOX 
 Others (please specify): 
	


	(D)
	Physical and Mental Condition:

	
	Obvious disability (such as amputation, spastic): 

	
	

	
	

	
	Hearing for Normal Communication:

	
	
	
	
	
	

	
	 FORMCHECKBOX 
 Adequate      FORMCHECKBOX 
 Inadequate       FORMCHECKBOX 
 Deaf

	

	
	Speech:

	
	
	
	
	
	

	
	 FORMCHECKBOX 
 Adequate
	 FORMCHECKBOX 
 Speech Defect (please elaborate) :
	

	
	 FORMCHECKBOX 
 No speech  

	
	

	
	Incontinence:
	Yes
	No
	

	
	Urine
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	
	Faeces
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	

	
	
	
	
	

	
	Mental State:
	
	

	
	
	

	
	

	
	 FORMCHECKBOX 
 Normal/alert
	 FORMCHECKBOX 
 Senile dementia
	 FORMCHECKBOX 
 Others (please specify):
	

	
	 FORMCHECKBOX 
 With disturbing behaviour (please elaborate):
	

	   
	
	
	
	

	
	Mobility:

	
	
	
	
	

	
	 FORMCHECKBOX 
 Walk independently

	
	 FORMCHECKBOX 
 Walk satisfactorily with aids

	
	 FORMCHECKBOX 
 Walk poorly even with aids

	
	 FORMCHECKBOX 
 Chairbound / wheelchair bound

	
	 FORMCHECKBOX 
 Bed-bound / paralysed  

	
	 FORMCHECKBOX 
 Frequently falls


	(E)
	Daily Living Activities:
	Fully

Capable
	Partially

Dependent

on Others
	Totally

Dependent

on Others

	
	
	
	
	

	
	Bathing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Dressing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Feeding
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Washing face / hands
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	Toileting
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



(F)
Brief Social History / Additional Remarks
	 (G)
	Source of Referral

	
	

	
	Referring agency :
	

	
	
	

	
	Referring office :
	

	
	

	
	Address :
	

	
	

	
	

	
	File Ref. No. :
	
	Fax No. :
	

	
	
	
	
	

	
	

	
	Referring Social Worker
	Countersigning Officer

	
	
	

	
	Signature
	:
	
	
	Signature
	:
	

	
	
	
	
	
	
	
	

	
	Name
	:
	
	
	Name
	:
	

	
	
	
	
	
	
	
	

	
	Post 
	:
	
	
	Post 
	:
	

	
	
	
	
	
	
	
	

	
	Tel. No.
	:
	
	
	Tel. No. 
	:
	

	
	
	
	
	
	
	
	

	
	Date
	:
	
	
	Date 
	:
	

	
	
	
	
	
	
	
	

	
	Email address 
	:
	
	
	
	
	


Part III: Medical Examination Form (to be completed by registered medical practitioner)
	Name of applicant:
	
	Sex :
	
	Age :
	

	HKID No.:
	

	Hospital / Clinic :
	

	Ref. No. (if any) :
	


History of major disease and operation:

	

	

	


Health Problem(s):

	
	Yes
	No
	Unknown
	
	
	Yes
	No
	Unknown

	Head & Neck
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	Abdomen
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	
	
	
	
	

	Spine
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	Limbs 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	
	
	
	
	

	Chest
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	Lymphatic System
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	
	
	
	
	

	Heart
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	Skin
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	
	
	
	
	

	Blood Pressure
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	Mental Status
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	
	
	
	
	

	Pulse
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	Thyroid 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	
	
	
	
	

	Hearing
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	Throat
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	
	
	

	Others
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	(Please specify) :
	


Health problems that need special attention, if any:

	

	


Laboratory findings

	Blood
	:
	Blood Sugar :
	
	
	VDRL :
	

	
	:
	HBSAG :
	
	
	
	

	Chest film :
	
	
	Date :
	


Any evidence of infectious or contagious disease?

	Yes
	
	
	(Please specify)
	

	
	
	
	
	

	No
	
	
	
	


Elaborate on positive findings:

	

	


Any further investigation or treatment required?

	 FORMCHECKBOX 
 Yes 
	(Please specify, e.g. whether it is in need of special appliances)

	
	

	

	 FORMCHECKBOX 
 No


Does the applicant’s present condition require inpatient-care in:

	
	Yes
	No

	Hospital
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	

	Infirmary Care Unit
	 FORMCHECKBOX 

	 FORMCHECKBOX 



	Date examined:
	
	
	
	

	Name of Medical Practitioner:
	
	
	Signed :
	

	Name of Hospital / Clinic :
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