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Section I: Particulars of Referral Organization #& /i ¥ £ #% (If applicable 4-ij * )

Name of Referral Organization Referral Organization Chop
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Name of Contact Person Title
B AL
Contact Number
® e

Email Address
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Section II: Particulars of Applicant ¥ 3% it

Name in Chinese # < 4 ¢ Surname in English # < 4 < ; First Name in English &~ % 5 :
Date of Birth 414 p #p: Age & #: Sex {2.%]: | Place of Birth 1 4 3= gk: | Nationality ® 4 : Marital Status & 4Fpk /%
/ /
DDH MMH YYYYHE
Birth Cert. No. / Hong Kong ID No. / Passport No: | Daytime Contact Phone No: Spoken Languages # 7 :
NAERE /B L RS / ERYLE: pRFERT [] Cantonese % i
[] Mandarin/ Putonghua &3 / ¥ #%
[] English #3:
[] Others # & :
Home Address iz ¥ 4t : Name of Hospital / Clinic recently visited Diagnosis % %75 % :
ﬁx T ‘j\p; Z %ﬁ Fm/'/‘ Hi ; ﬁ_ ( Please attach related medical record it *+ 1p b % Ry e )

Name of Attending Doctor:
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Section Ill: Particulars of Applicant's Financial Situation ¢ A 2 g kiR

1. Applicant's Monthly Income ¥ A A fEd » (Table1/ 4 1)

Occupation
ki

Current Monthly Income
FLpEE D T o~

1.1 Is the applicant a retiree? [] ®_Yes [] % No Retirement pension (If any): $
VA AFEERAL? WA LR (0F) 1§
1.2 Is the applicant a recipient of CSSA? [] #_Yes: Valid Date } »zp #: ] % No

AR R AL G RRED ()

1.3 Is the applicant a recipient of Old Age Living Allowance? [] ¥ Yes [J % No
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Please attach sheet(s) if more space is required -2 7 f* » F TV A B

2.1 Capital ltems F &

T

Age-related Macular Degeneration Charity Program

Properties and Assets owned by Family Members ¥ -4 inf» £ 2 T2 (Table 2/ 4 2)

Description it Owner Current Estimated | Annual Derived Income
#3 —?{ Value (if any)
REFRE FERD hjer (eig?)

House / Land / Location = %

Parking Purpose * i

FHR/IE/ B Purchase Date F-§ 7 #

Business wholly Co. Name = & ¢4

or partly-owned .

AN Addres§ i*:i:L

& 2% e Nature #7314 5

Total 43*: | HKD HKD

2.2 Insurance %

Policy No. Type of Policy 4 & #F Policy beneficiary Purchase Currency Current Value F.pF i (&
S (A FRE) EES 3 Date A

(Life / Medical) Y p i
Total 4,3+ : | HKD

2.3 Bank Deposit 4177 7%

Account Holder Bank Name Bank A/C No. Type of Account Currency § % Balance %4
Name LIRS S 572 T Sl AT N

SO IR Saving / Current)

(wE 2R
Total %3+ : | HKD
2.4 Stocks and Shares /Bond /Fund %.& / #% / 44
Stock No %%. | Name % #i Quantity # & Owner #3j & Current Value R.p* i &
Total &,3*: | HKD

Total Value of Properties and Assets 4~ ¥ 2 T 2 % &: HKD
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Section IV: Declaration %"

1, , declare that the above information is
true and am willing to be held responsible leqally for its inaccuracy.

a4 PP TR REER  YEAKBFIRFA 5K
i g i o

Applicant’s Signature Date
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Application Guidelines ¢ B IE K

Funding Principal F 24 & B

1.

Under normal circumstances, if the applicant passes the initial financial assessment, HKAHF will arrange the applicant to
conduct relevant medical assessment at Hong Kong Adventist Hospital or its designated medical institutions. The relevant
medical expenses incurred including Outpatient, surgery and clinical checking etc.

SARERRT Y A el R A E Y FANFBER Fleea ez %Jﬁ!%%ﬁ@ﬁ#ﬂﬁ?i%ﬁ&éi% » i
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HKAHEF will not support the applicant in cash form

AAET EUREYRFHETHLY A

HKAHEF shall not be responsible for any medical expenses incurred in connection with the medical procedures that are not
carried out at Hong Kong Adventist Hospital or its designated medical institutions

wf MFRAEA LA RET FRAFT AL FABRLE ML FRE Y - AR &I LT

Hong Kong Adventist Hospital Foundation reserves the right to refer the applicant to HA hospital when necessary

TREF RIFRESIALTRMBRRAIFE AT 2 Framdiog

Application Procedure ¢ A s

1.

Applicant has to submit the completed the application form together with the supporting documents by email to
foundation@hkah.org.hk or WhatsApp to 9765 2061.

¢ FARELE R ¢ FEERYE-ENT #8:£ % 3 foundation@hkah.org.hk # ¥ WhatsApp 9765 2061.

The applicant can only submit one application at a time and ensure the submitted information are accurate and completed.
Duplicate application or incomplete submission will not be processed

A E T Y hE o AR D o f R A TR B DY i AT

In case of any dispute, the decision of Hong Kong Adventist Hospital Foundation shall be final and conclusive
FERPLRBES %l‘i%% AEEHIETER LT

Documents required for application ¥ %1% < ¢

All applicants and their family members who live together must submit both completed HKAHF application form together with the
following supporting documents. “i3 ¢ 34 2 B L3l @ FHEL ALY F2 T @ P U T 2 22w L & RJL;

1.

Identification Documents ¥ (> ZE M < i

L HKID Card copy / Copy of Birth Certificate (for HK applicants) or
AL EANNEP R A (FELEGF) &

IL Copy of Identity Card and Registration of Citizenship (for mainland China applicants); or
A RBE PR F AT Fet Bk (AP EE ) #

III.  Valid immigration documents issued by Immigration Department
0O B EIRAGE 2L  r BER 2 2

Documents for Financial Assessment 5 73%% 4 #7F < i

(a) For those applicants and family members who are under CSSA, the applicant should submit the certificate of
Comprehensive Social Security Assistance
A2 AR L RSeS RArR AR 0 S BR R G RL RE
(b) For those applicants and family members who are not recipients of CSSA, they should submit the following documents for
financial assessment: ¥ 34 2 H | G RgeS f4oil § ARG O e iR T 2 i
L Copy of all bank account(s) record for the past 12 months; £.37 12 i ? #77 417 & v e 5 &
II.  Copy of Proof of all property and assets owned; 4 ¥ 2 ¥ & e B & 4~
III.  Salary statement of current employer / Copy of Employer's Return of Remuneration and Pensions I.R. 56B or Salaries Tax
Demand Note; %3 38 ch3f f % [ R. 56B & #F ik fiid v For 4
IV.  Any official documents issued by Social Welfare Department or other government departments that the applicant is
receiving subsidies other than CSSA; & AL § 4G {1 & 8 & Fefn 4 2 < i » F@ ¥ -4 P AFDH @0 2 b ot 4 2t
V.  Any official documents issued by registered organizations indicated that the applicant is receiving subsidies or other
financial support; d P 44 2 2 2 o FP Y A R AT @ ERE A A B

Others Documents H # < &

L Medical Record and/or documents issued by public hospitals or clinics;
d ooz %F%E“é@b’“r%}‘ ﬂ:;%@%dﬁ-?w‘—'

1L Referral Letter from public hospitals/doctors (applicable for specific program)
d o= %F%i“ L‘P?i%;* hz @A GE® T R




