BEEH
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Haven of Hope Sister Annie Skau Holistic Care Centre
Sandwich Class Beds Programme

BEVREEEN RO EREERIRETE
EHEEF Application Form

FE—Ey - BEEARITEE AER Background of Applicant and Next of Kin

1.1 EHgE AMEAER} Applicant’s Personal Data

H A PP

Name in Chinese Name in English
BRGSO AR HBA(H/ A 4E)
H.K.1.D. Card no. Date of Birth(dd/mm/yy)
PR Ji4S ER T

Sex Contact Phone No.

WSTRAR N [] BE5 Single  [] 245 Married [ ] #% Widowed [ ] &S Divorced
Marital Status [] XA Others

{4l Address

1.2 3T8E A EF} Next of Kin’s Personal Data

H S Chte | NE | by | BESTHESL (Mr Miss [ Mrs)
Name in Chinese Name in English

EENE 2 dE i RSy

H.K.1.D. Card no. Year of Birth

ERHIEE N Z B (% GRS B En

Relationship with the applicant Contact Phone No.

{E4l Address

FETHAy - B U A Total Household Income of Applicant and Family Members
( i R 1t T/ APett THEES To be completed by Social Worker from referring unit or SASHCC)

21 B ARFEERERE B 6 HH ERERSHIEKA

Gross Income of Applicant and Family Members from Occupation of past 6 months

%4 Name e | EEFE ARG LS X 6 {EHEKA BEEH
Age Relationship with Occupation Gross income of Staff use only
applicant past 6 months (3$)
A Applicant

/Nt Sub-total (a):
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22 HEAKREFERERE BE6{HA HAB AL
Other Monthly Income of Applicant and Family Members of past 6 months
IHH Item w|E 6 EAGEBA BEEA
Gross Income of past 6 months ($) Staff use only

FEAEAE4T/E#EF S Subsidy/Bonus/Double pay, etc.
FH4Ug A Rental income
E (K% Retirement pension
FIEULA (Bl - BESE ~ B ~ B - ERIERR
SN (55 Interest income (e.g. equity, fund, bond,
fixed deposit, foreign currency, insurance, etc.)
AR EEZR AN BT AAYE &) Regular
support from Applicant’s other relatives
HAt Others

/Nt Sub-total (b):
2.3 /ENE B R EELEUL A Total Household Income of past 6 months

(@) + (b) = HK$ ()

=E0r : EBHE ABEEFFRER BRVEE Assets of the Applicant and Family Members

( EBEA RSB 5+ T/ AP+t THEES To be completed by Social Worker from referring unit or SASHCC)

3.1384> CashonHand:

HK$

(©)

3.2 $Rf7ROE¥} Bank Account Details (B2 5 O&EERME ORA ABEHE

Account balance to be divided by no. of account holders for joint account)

FORAE A4 SRITHME J=imis 20 47 Balance ($)
Name of account holder Name of Bank Account No.

BEHEA
Staff use only

/INgT Sub-total (d):
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3.3 JEEEFE Non-self-occupied Properties
W21 Property 1 Y% 2 Property 2 Stz?f%filv
YR HE Address
£ F 444 Owner
T {E Market Value
KMEBIIGE

$X Mortgage Balance

/INGT Sub-total (e): #IsETHIE - RIEBIEBEK

Market Value — Mortgage Balance

3.4 FEEEEELE(E Total Household Asset Value (c) + (d) + (e) = HK$ (m

FEUUEy - FEKBEEIERE ST Household Financial Affordability
( FHEE M BE s+t T/ APstt THEE To be completed by Social Worker from referring unit or SASHCC)

U)%E%%A@@H)+ (1) REEERE _ KESEEIERESD
Household income (6 months) Total Household Asset Value " Household Financial Affordability
HK$ HK$ HK$

FREG - FEAREARAFEREHKER GRIEMEE)

Socio-economic Background of the Immediate Family Members (Optional, on a voluntary basis)

(HHEFHAZHELRAFERE HERE > DtESES2EIETEEEEERE To be provided voluntarily by the applicant's

immediate family members for the foundation's reference to assist in determining the funding amount )
( s R 1t T/ APett TIEE To be completed by Social Worker from referring unit or SASHCC)

51 | HEAHERAKERRABKEG (EEEHFEAZKE - B -~ T2 ZHER)

[3gE AN | F5% BE (ammstamms)

FER A SR

FHER A\ B

FHER ABCHH

AT

FHER A5

R AL

R AL

5.2 | fEE
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%7\_\‘%]3{53\ : ?ilé‘.?'fé &?&% ( Eﬁﬁgj’l‘#ﬂﬁ%%ﬁﬂ:/ ZKK%?iIfE?% To be completed by Social Worker from referring unit or SASHCC)

6.1 | B/ R A Reasons for Referral

SRR BIEDRT - G AN ZEIEE TR H £ 5 Z B REMFFHIS T SR E R - Please
elaborate on Applicant’s medical diagnosis, health conditions like mobility and ADL ability, and any other
special justifications etc.

FEy o AR Referring Organization

(EHEBA RSB B+ T/ At THEES To be completed by Social Worker from referring unit or SASHCC)

TR Ky B A7 44 %% Name of Organization and Unit :

B 5% Phone no. : fHE Faxno.:

Hi 3k Address :

sttt LHE st T HEA
Signature of Assessing Social Worker Name of Assessing Social Worker Date
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&y - EHi5 AEEHH Declaration by Applicant

ARN(FHEEANATR)E L > Fr 282 S8 B M E R - A ABH EI Yle—‘%%ﬁﬁ Feftny

EAER > #iEEEYE SN ERA S - NEIGENR - BRI RN SR - 01F

TR S PR AT LR & ﬂK B AME > KA BT EERERA T HL BB RIEGEE]
CEBIZF0E -

I (the Applicant/ Next of Kin ) hereby declare that the information given herein are true, correct and complete. | understand that
provision of information in this Form is voluntary. Incomplete, inaccurate or outdated information may result in rejection of application.
I understand that SASHCC has the authority to cease and/or claim back the subsidy, if information provided was found inaccurate or
problematic after approval.

ANHE "B ERERIRETE ) (AEtE) S RIS (e e B =08) 2474
S RRER E/ﬁamu%z SEfE P EGEEIRS > FTREAANB T LR T2 EA -

I understand the Sandwich Class Bed Programme (SCB) aims to provide holistic palliative care for patients with late stage cancer or
organ failure. Any other medical or nursing care services beyond this scope shall be arranged and paid by me.

ANFNE S R EA G BRI A i W B 2k © i@ KR - AN KGE BT S HRBIE -

I understand and agree with the service and payment arrangement of the SCB Programme. Upon approval of this application, | promise
to be responsible for the co-payment.

A NHIZE S E v & A AT E] 6 (8 H - HHE A S E e 2ints - ERiEsmize
APt & B AT SR FI RS R IR T - A AAGER R e B E e E =R 22k -

I understand and agree that the service duration of the SCB Programme is 6 months. Patient will be assessed by doctor on regular basis.
SASHCC will discuss the future care planning with patient/ next of kin if patient’s health condition become stable. | promise to comply
with SASHCC’s arrangement.

ARNERE =B E SRR S (i RASNHIE N E R R A &R - DUEE ~ BERgGET oy
e

I authorize SASHCC to use the information provided in this Form for assessment, statistics and analysis purpose.

RAHHEE =SB EEEGIUE X a2 A RS e -

I understand that SASHCC will have the final and conclusive decision on this application.

HEE N %5 GE NG e H
Signature of Applicant/Next of Kin Name of Applicant/Next of Kin Date
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FTAE - PP eERESE Initial Recommendation (R EtBE SR ASFESE For internal use only)
9.1 0O KYHERE  ERFGHE > HEAZEBAFHT ZEAR TS LR

Initial data verification done. Acceptance of application is suggested and co-payment recommended at

14~ About 70% (55 5 Z: AN & R Basic monthly payment capped at $70,000)

14~ About 40% (5 B ZE A& R Basic monthly payment capped at $39,000)
LI E A others - %

& A Reason :

O ARG

Acceptance of application not recommended

&R Reason:
OB I ERITEFEEL TEHE HEH

Signature of PSSD i/c, deputy i/c or Responsible SW Date

BEy - SEEBEGER Assessment Result  ({EEBE S ESERIEAZREE For internal use only)
10.1 O HEERFEESIERL - BHEE AT FEE: FH Application approved and patient co-payment at

14y 70% 0147 40%  DIHE:A others : %

& B4 H A Effective date :

O HSHEAFEERREEIEI
Application failed

e TR B, B HEA -

Signature of Senior Executive Manager or above

Date:

SRRHE A [ B A AR (CMO2a) Jr T B8 {dE | (BB TR T M A4 ) 5705 -
— AL BT E ) 5 E ST o Please send the completed form together with doctor’s referral form
(CM02a) and eHR No. of HA to Sister Annie Skau Holistic Care Centre (SASHCC).

EEzh Telephone: 2703-3000 (77ELES Administrative Department — —f§ B 55 A {375 28] General Enquiry)

2706-8515 (/v E2 (1t [E8E0 1 T PSSD SW — ZFEJFERA UKL ZE AT Finacial Assessment)
HE Fax: 2785-0721

Hrhl- Address: HrAUBEEEEEREL 19-21 5% 19-21, Haven of Hope Road, Tseung Kwan O, N.T.
* R T EAAI RS A E B A S e -

Social Worker of the Centre will notify applicant or next of kin if application is approved or not.

* RGeS A e YL EFE © The Centre’s decision is final and conclusive.



