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H 247 9% Application No. CSSS-2024-

B 3% H #1 Date of application

Cataract Surgery Subsidy Scheme — Application Form

Part 1a

Fla#is WAEH

"EHAEF . BEBNETE —BER

Particulars of Patient

(To be completed by Patient 47 #5 A £ &)

Note: Please read carefully the “Personal information Collection Statement and Privacy Statement "and “Guidance Notes and Terms and Conditions "and
complete all items in this form with a blue or black pen. Please cross out any incorrect entries and sign against the amendment. Do not use correction fluid.
BE HFH - AAHE THEEATH BRI REIEHFEY ) R T #7 AR RIEH A0

HWEEHE

CHMECHEERFE -

HHERRMS L EFEEFE  WHEAEHR -

English Name #£{# 4

Chinese Name w (# 4 :

Date of Birth 1 4 F #: Age £
N I\ 2 B
Sex & 7l ';%l_(lD No. & i & 7% 5%

Tel No. &3 % %:

Email Z#H 4k afany 4%)

Address Hyht:

District E{EH# [&:

oCentral & Western # 7 [ oEastern ¥ [& oSouthern 7 [E oWan Chai E{f &
oKowloon City #L#E 3 & oKwun Tong #3# & oSham Shui Po F/k# &
oWong Tai Sin # Afll[E oYau Tsim Mong 4 iL[E oClslands B & &

oKwai Tsing & F [E oNorth 3t [E o0SaiKung P& [E oSha Tin 7 H[E

oTai Po A#[E oOTusen Wan X% [E oTuen Mun #,f§[E oYuen Long JT 8 &

Name of Contact Person
Wi Ak %

Contact Person’s Tel No.

ke N E SE A

Relationship between Contact Person and Patient

Tt A N\ S g N\ B R

Number of family members

(including applicant)(&,#& & # A) Number of working family | (including applicant)

living together 5] (£ % £ A% members 7Bk A A | (BEHEHA)
Average monthly household Applicant’s average

income in the recent one monthly personal income in

year $ the recent one year $
RAE—FFHREEA B AR —F

A FEEAR A YO

Applicant’s working
situation B 55 A T {E &L

oEmployed 78 Bk (k% ) oUnemployed ##% oRetired iR 1{f

Applicant’s source of

income B 3 AR IE:

oSalary # 4 oSupported by Family Members/ Children # &/F 4%
olnvestment # 4 oRetirement Pension i#{k4 oSaving % oOther H T :

Special Financial Conditions

PR A R I

oCSSA Recipient ## A+ oNormal/Higher Disability Allowance % 38/ 48 15 7% i b
oOld Age Allowance Z#biZEE (B4 E4)

oNormal/Higher Old Age Living Allowance ¥ 3/ %8 & # 4 /& 2 ik

oOther H ¥:

Hospital for follow-up & 1% 5 it B

# Please tick as appropriate % 7£ ## & 5 #% L3 E 5] 5%

1

"RRE W ——a W T

H HrEt #

REF Confidential 185 HE8:26/09/2024
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1. Is the patient on waiting list of “cataract surgery” of Hospital Authority?
EEEHBEBRALER "B WEFM, RA?

oYes & As at the date of this application, duration of waiting period:

HEABFRNEFDH  CEBREOFH:

year month f

oNo &

2. Isthere any note issued by Hospital Authority for follow-up treatment?
EEREREHEREHNEDR?

oYes & oNo %

3. Isthere any referral letter issued by Hospital Authority?
EEREREHEREENENE?

oYes & oNo &

4, Referrer #A- A

o Ophthalmologist AR £} 5 4 o Social Welfare Organizationtt 15 #& 1

o Self-application B 4T # 3%

# Please tick as appropriate 3% 7238 & 7 4% L3 - 5l 9%

TSR — AT, Bt
2

REF Confidential 185 HE8:26/09/2024
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Part 1b Patient/Guardian Declaration and Undertaking

Flo#Ma  RA/EEANRHRAH

(To be completed by Patient/Guardian 78 &755 A/ £ # A £ &)

Patient/Guardian declares that:-

RAIERAE RN

1.

10.

11.

12.

13.

Except for the declaration made by me regarding the status of sponsorship under Cataract Surgery Subsidy Scheme (“Scheme”), | have never received
any financial assistance from governmental or non-governmental organlzatlon(s) sponsoring for the cataract surgery before.

BAAE LR KT H® " O NEFM F ot EI( T AR E L ) WE BRI - RAKRY TR BUR Sk BUR AR B i 8 Y I F
i o

| declare my average household income in the recent one year is less than HK$80,000 per month.

RARB—FFHF G A RN D 7 #80,0007T -

I am NOT currently working in Precious Blood Hospital (Caritas) (‘“Hospital”).

AATREBA TSR (AE) (" RERK, ) -

| do have any immediate family member working in the Hospital.

RANBH BB AE I o

All information and documents provided relating to the Scheme is true, accurate and complete.

Bt Rt R G A X A ET R B -

| have read and agreed to “Guidance Notes and Terms and Conditions” of the Scheme including the disclaimer therein together all other terms and
conditions relating to the Scheme and agree to be bound by them.

RAACHERBEEHEZ AR " WFAm RGN AT RHRA A RRF B ZERR T LA E -

I have read and agreed to the Personal Information Collection Statement and Privacy Policy Statement.

RAC##H KB EA B8 AE R o 3B R AL IR BUR B -

I understand and agree that the Hospital / Li Ka Shing Foundation Limited (“ LKSF”) has the right to amend, suspend, retrieve or terminate the
Scheme and/or any individual application.

AANAORAE RERIZHRESEFRAFN("ZHbE e  )VAHERTRMRE - B 812 HE S0P L7 0 E Bt #R/%
FE(T4E 3 B 55

I consent to the making of any enquiries necessary for the processing of this application.

RAAREAREATEMETEFMFFNES -

I consent to releasing my information any organizations and authorities for the processing of this application.

RN T2 B R SR T ) (TR R AR AR R -

| authorize all organizations to release any record or information which the Hospital and LKSF may require for the processing of this application.
AARBITAREANAERAEZ R R L CRBEAREATFFFNEMTHREH -

I consent to the use/disclosure of any information provided for this application by/to any organizations for verifications purposes.

RN BT HAA AT IR G0 R R G T E AT AR DL 3k -

| agree that in case of discrepancy between the English version and the Chinese version of this application form, the English version shall prevail.

AAFER S R L P EXNA DA - — RS 8 -

The undersigned has read the above statement and well understood and agreed to it.
AAEEZANEHERF LT 2N A REAE LR -

Signature of Patient / Guardian* Name of Patient / Guardian* Date (DD/MM/YYYY)
WAIEEA*KE TAAIE A 2 BH# (B/A/%E)
(HKID No: )

*Please delete as appropriate 3% | 2= 1~ 18 | &

THREEH— A NEFN, EEE A {227 ¢ Confidential &3] H#8:26/09/2024
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Cataract Surgery Subsidy Scheme Importance Notice

"B W EEFH KBt E - F R EE

Important Notice and checklist for submitting application form

BRXXBRAEIEHNEFREER

1.

Please ensure that all required parts of the application form have been completed and signed and all information and
documents provided is true, accurate and complete.

FHERHTRRNL2ANMFLENCHEZLEE - ERRBEUEEAGHEY  FHRRAEFTL  BEMEREHNL -

Please provide the following documents for verification (copy only):
AREUTHEAXH (RFEREIAR) !
[ ] HKSAR identity card of Patient and Guardian (if applicable)
MAKEEA (WwE ) hEFEShHE
[ ] Doctor’s referral letter (if applicable)
BLEBNE (WER)
[ ] Wiaiting list proof for cataract surgery / appointment slip under Hospital Authority
BlREEREEEGU A WEFMERE LR
[ ] Government CSSA proof (if applicable)
FWMB T E e eER (WEA)
[ ] Employment proof (if applicable)
ERER (wE )

Please ensure that all relevant information is clear and complete. If not, the applicant will be requested for resubmission.
FHRREG TR R ORI R e R L AT R REE SR ERENARLET X
1 o

The Hospital will only process an application when all supporting documents provided are in order.
HH AR X EL%E  ABRTREXFM] -

The Hospital and LKSF may request further information and supporting documents from the applicant, interview applicant
or contact the subject officer / delegated attending doctor of the applicant for more information.

WERE ABREEFARECCAMERAFARGEE T TR MER L4 AR 05 AN FFANEE
THERERDSELE  FIE—FEH -

The Hospital and LKSF has the right to amend, suspend, retrieve or terminate the Scheme and/or any individual application.

ABRAEFRE S G HEREET R RE - B3 BiF - e S kAR 8Kk S FIE A B e

# Please tick as appropriate % 7£ ## & 5 #% L3 E 5] 5%

Part 2 Hospital Recommendation
THREEH— A NEFN, EEE A {227 ¢ Confidential &3] H#8:26/09/2024 P.
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