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Part | Particulars of Applicant
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Name Sex Age
UENH (&35 LS
HKID No. Hospital/Clinic Ref. No.
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Part Il History of Major IlInesses

SRR

(1) Any history of major illnesses/operations? Yes [ No L]
ﬁf?lftlﬁﬁ‘%}%[& £[|7[§y,_ffﬂ,;§4\frrff#§? | J2F
f yes, please speC|fy the diagnosis
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(2a) Any evidence of infectious or contagious disease?  Yes [ No L]
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If yes, please specify
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(2b) Any fu|Jq gr mvestlgatlon or treatment required? Yes [ No [
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If yes, Jplease speC|fy and also state hospital/clinic attended and reference number:
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(3) Past psychiatric history, if any, including the diagnosis, period and whether regular
following treatment is required.
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(4) Detail of present medication if any
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Partlll ~ Physical Examination
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Blood pressure Pulse
RN B
General

Body Weight
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Cardiovascular System :
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Respiratory System :
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Central Nervous System
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Musculo-skeletal ;
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Abdomen/Urogenital:
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Skin
g

EPIease speC|fy name of dlsease if arly and |f there is condition I|ke bedsore etc.)
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Feet
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(Please specify name of disease if any. e.g. cataract)

(URAEDRINE TP ] <)

Ears
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Part IV Functional Assessment (Please tick where appropriate)
SPRT  VIGAIH L G A )
Vision with without corrective devices
frARE . 4% O T A
normal
el :
unable to read newspaper print
T B -
unable to watch TV
TH-BE H O
see lights only
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Hearing with without hearing aid
L i 0 e 0 hE
normal
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difficult to communicate with normal voice
it SR DR 0
difficult to communicate with loud voice
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cannot communicate with loud voice
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Mental State normal / alert
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mildly disturbed
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moderately disturbed
FI17E A0 AR []
seriously disturbed
BYE AR [

mildly dementia
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moderately dementia
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severe dementia
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Mobility
R

Continence

Al

independent
FEE ]

self-ambulatory with walking aid or wheelchair
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always need personal escort
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bedridden
R

normal
E
occasional urine or faecal soiling
T s
frequent urine or faecal soiling
RN IEES

I
uncontrolled incontinence
* 2 IR
able to express
(e
need time to express
PlUiAE
need clues to communicate
RIS

independent
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B upervision or assistance needed in all daily activities,
mcludmg bathing, dressing, transfer, continence and feedlng )
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occasmnal assistance
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SS|stance in bathing and supervision in other activities.)
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frequent aSS|stance
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ﬁétg guperwsmn or assistance in bathing and not more

than 4 in other activities)
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totally dependent
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PartV Laboratory Findings
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Chest X-ray Date taken
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If CXR abnormal) ([ X A Jfifidg dy adid 1 THE
(Sputum AFB Smeglr( : ﬁ ﬁl TL ﬁJ)
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Part VI Recommendgtion _
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1. Self-care Hostel # * ]

(In general, appllcant IS cgpable of high degree of self-care)
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2. Home for the Aged 4 #[% ]
(In general, applicant can observe personal hygiene but need help and guidance for
performing household duties)
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3. Care-And-Attention Home FEZFI4 #[5% ]

(In general, applicant is generally weak in health, or suffering from functional disability,
and requires constant help in meal, dressing-up and toilet, etc, but not requires constant
and intensive professional nursing care.)
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4. Nursing Home &[5 ]

(In general, applicant is an elderly person with a medical condition which is stabilized
but which still require regular basic medical and nursing care, or with chronic disability
who, in order to move around, requires, with or without a walking aid or wheelchair, one
person to assist him/her but who is in any event not totally chairbound.)
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5. Infirmary Y&k []
(In general, applicant requires professional medical supervision or high degree of
nursing care.)
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Signature Date
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Doctor’s Name Hospital / Clinic
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Doctor’s Chop
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