Long Term Care Benefit Claim Form & HEAZEH (R G E

Patient Name 5§ A #:44 Date of birth 4 HEj HKID No. &S {IEE550E

Medical DetailsBEJE 15 :

Age & Sex S K HH

How long have you been the attending doctor of the patient? P& Nk il ARV F 28 EH A ?

When were the earliest medical records of the patient? % N5 % F MR ENREHIHE ?

When was the last visit of the patient? & _F—Z2 Al & Hm A?

Was the patient referred to you from another physician (s) or other professional?

Please provide the referrals details.

P NE A ) HA B AR s SRR A B 2 AR - SEIEE I AEEAEDR

Name of referral &/ A #:4 :

Address il -

Referral date HHH :

Referral reason #H /) F A :

1. Please provide the following information to let us understand more of the patient’s illness. (You can list out more than one diagnosis as

different diagnosis are usually derived from the symptoms of the patient)

SHZ DU R - R ARPIRE R R A BRI RIE o CF3 AR BOIRAE B 1A R AR E AT S 12 FRIERE T AT AN RASRES 25 1A —TE i )

c ¢ nature of the ill d di . |First and last visit date
urrent nature of the illness and diagnosis ey -
BHIRERE K

SRS E T AT \ B | RUIER

Treatment / Drugs treatment

Test / Exam types and results
(Please provide report)

Kz Hi telg [ AR R EER (GEI B )

2. Please describe the symptoms of the patient &ty A AYEUIR

3. Isillness considered end stage illness? If yes, what is the life expectancy? Pease tick the appropriate box ().

PR A H R A ? W02 > THEIS A 2 ? SBEEE s LS (O)

0-6month(s) O 6-12months [ 12-18 months [ More than 18 months OJ
0-6{15 H 6-12{ H 12-181E H 18418 H PALE

Others HAtf : O
months/ H

4. Would the injury/illness of the patient have a great chance to improve? Please provide details.

P NIRRT SHRTIE R G A EAME NN SR -

5. Has the patient been referred to other professionals / specialist due to this illness? If yes, please provide name, address, along with a copy

of related documents.

P NE S R B AE I o/ 2R B A / BRI 2 AF - SR EVA RIS - ik o 0T B AERE AR ST EATRIA -

6.  Has the pateint been referred to and receveid any rehabiliation treatment? If yes, please provide details.

TN G S 2 AR ZAEERDAR ? (1A - SHPeftaEs -

Treatment nature or type First treatment date Last treatment date
TR M ST HAEZ AR H BRI ERH I

Treatment response

BB IE

7. Has the patient undergone any psychological symptoms such as anxiety or depression? If yes, please provide the details of both symptoms

and treatments. If patient has been referred to psychiatrist, please provide the contact details (name, address, phone and fax no).

ARG S B GEREOIR - GIATEEEHIE 2 A - SFIRALS SRR HUaRATEES -

WHENEOHEER - INERAZERIBEER (8~ ik - SRR EER) -
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Long Term Care Benefit Claim Form & HEAZEH (R G E

8. Do the psychological symptoms influence the management ability regarding daily activities or motivation of the patient? Please provide

details. HRIAYOEEOIRA R IR BN AN E B O S ERIAE ST ek@hi 2 SR ILaEhs -

9. Apart from the above current illness, please list out any past severe illness/accident.

B DAL SERCHVER R RES D - SE51 P A A8 TERY(E o] B A BB AT -

Test / Exam types and results
Treatment / Drug

Illness nature and diagnosis | Onset / Incident date treatment (Please provide report, if any) Last visit date
N reatmen % W [N
RIERIMEE K2 /A H Tl [ AR R AR F 1% K2 HHA

N BEL G
SR | YR (s - )

Daily Regular Activities H % EBITEN
10. Daily Regular Activities since last discharge date or last visit date. Below is the daily activity table. Please score to indicate the ability of
the patient when he/she carries out the daily activities. Please try your best to answer as we understand that some answers are subjective,
Should you provide further information, please fill out the last question of this claim from
B B e HEE0OK2 HERR A HEJSEER - DU R HE/EEERE - 35 REEE E 1 78N SR DLBROR AT o2 B E Y
REST - MPIA B R R A EE - EFREREE - BH TR IUE D - FERM SRR HA TR M -

Scoring Guidance FF4RIES]

| No Assistance Is Required for daily activities 5 50% to 70 % of time needs assistance for daily activities
] LR TR A Bh i TS - B AT I A B BB R TR o B150-75 %A 5 75 i Bl

) Required Assistance/ Aid Assistance for daily activities 6 75% to 90% of time needs assistance for daily activities
"] LAERR B, S B T TS S Ry B [ AR =277 B > BV75-90 %8 B il 75 22 177 B

N Need Nursing Case for daily activities 7 Always cannot carry out daily activities
A LUETTIES) » HFEEEE KHEANREETEE

4 Less than 50 % of time needs assistance for daily activities
fEfaR i AR 2 B > B/ RS0 88 % 177 B

Since when .
- Expected date not Need assistance /
. requiring .. . . . Types of
Activities S5 Scoring assistance requiring assistance Aid Assistance care needed
/| ~ N
Py it = TRt R R -3 OL 17 R I
PG = e B P R A A
fin BhEy H 8

In/Out of shower, or in other ways to
complete the grooming.

BB ELEORR = - SH AT
SR -

Put on ~ take off - fasten, or loosen clothes
and other frame, or prosthetics or other
appliances.

FECRT - BRNEHSERRRE
A E ISR - FREE MM A -

Feed his/herself
EEYESTRE > BCER -

Use the lavatory or self-control bowel to
maintain personal hygiene.

{5 PR T T B2 N - DR 5 B ]
NG

Move from beds to an upright chair or
wheelchair and vice versa.

TR ENE BT Bdmts (278
SR o

7N

Move indoors from room to room on level

surface.
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PN — BRI EE S —EH -

* Type of care needed means assistance from other personnel, professionals or Social Welfare Department or Non-Profit Organization.

PRI | R A B - FEEERE A R SRAE TSR A R R A e

11. Please tick on the following sentence describing the patient’s ability to carry out below activities.

FHEELL T B E R AT o DA HOR AT T HUEBIARE ST

a.  Whether the patient can use the phone? 5§ A\ 2 RE(H FH BT 2 Yes® | No&
Recognize phone number /dial in and out without assistance ;45 BV T » ARG BISRASE BT H »
Able to pick up the phone or to call emergency with partial assistance, but need assistance in recognizing the phone no or
while dialing out.
TEEMA BN EIIE DL T - BTl S Re B em s Bl N ECE BE AR AR - (A PR SRS BT L AR B BB EE B B
Not able to use the phone. SE&AHEEHEEE ©
Do not know. RHI#E -
b.  Whether the patient can reach to the required location. 5% AJE 7 &g FI)%E $5 & H B 2 Yesig | Nody
Able to take public transport such as bus, taxi or drive without assistance.
B A B HIEN T Flne] BfTRE et - Ay sEEs -
Need accompanying and partial assistance in the course of a trip.
TEEA BN AITE S T > BT {7 A2 AR 35 EE B S H] -
Not able to make any trip unless emergency special vehicles, such as ambulances, are urgently arranged.
NREMEAEAT{THE » BRIF L TZ B R - BIIRGER -
Do not know. RHIZE -
c.  Whether the patient can go shopping if transportation is arranged. % A& & FEHAMNEY) - FERIEZHERCHE ? Yesi | Nofy
Able to go shopping without assistance. {3475 BNV T » BlA e % /E Fr A Y ESE -
Need accompanying when go shopping under partial assistance.
TEEMA BN EVIE D T > BIA0AE G2 1 g e 7 0 5] -
Not able to go shopping. 582 NEEHINEY) -
Do not know. “RNHIE -

d.  Whether the patient can prepare food 5 A &G EEETTAFRE R ? Yesi2 | Nof&s
Able to plan meal and cook without assistance. fE4HMIIER T > Bl BITsT#EEFIER -
Able to prepare some ingredients but cannot cook a meal without partial assistance.
TEEMA B EIIE DL T - BRI AT 5 B df » (ERRE R — BB & -
Unable to prepare a meal. 52& R EETHFHTE(TIEE -
Do not know. “RHIE -

€. Whether the patient can prepare own medicine and mediation. J55 A\ =75 Bt H 17 TEH SEY A1 AR 2E 2 YesE | No#&
Able to take appropriate quantity of medicine on time without assistance. #£;4H MBIAVIE T » B0 4R IR # &E 55Y)
Able to take drugs prepared by others/or reminding medicine with partial assistance. FEERSFEIEIE T » FlA0E M A
TRMFEEY) R SAE BRI 2 - R A\ HRE TR EE -
Not able to take medication without assistance. 1F;8H &M T » FAEAREE -
Do not know. FHIZE -

f.  Whether the patient can manage his/her finance. J5§ AJ2 &AL E {THAL ?
Able to settle bills/write checks without assistance. {E;75 W BIAVE LT » Q0 o 58 < 21 5y g =55 - Yesi® | No&

Able to handle daily financial management, but need assistance in managing the check books and payments. 7£ {75 758

HYTEM T B0 EE H R - (BB S S e )5 T 3 S

Not able to handle financial management. 5¢ & AFEEERA -

Do not know. REI3E
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12.  Does the patient need permanent care? Please provide details. A TE¥ K AR T THEE K AEH ? FHEAEEN -

13.  According to your knowledge, please provide the following information :EFRIBEE TETHAI - FEEIZ LA THIRE ¢

a.  Does the patient live alone before/after last admission or clinical visit? If not, who lives with the patient and how long is the arrangement?
WANE ERAGEBCKRZ R/ REME 20 T ARR ) o W AEEE DU A R B I A2

b.  What type of housing does the patient live before/after last admission or clinical visit, e.g. House, apartment, motel, elderly home?
Is there any elevator available? 3% A B _EX ABEEKZ A/ & BRI —HARVERE ? ¥ 5 - RIEHEA - ikeE -~ & - BaAHt
Rt 2

c.  Who takes care of the patient and for how long? Please list out the arrangement, e.g. pay visit to patient one or twice daily, whole day to
take care the patient, assist him/her in daily activities; preparing meals etc)
ZRA R R A2 A ? FlAZHE (WEH —XEF R A - £ HIEBWH A - DUGEIR A HEEEENR 0 R
R -

14. Any further details of other health related issue that can help with our assessment? Please provide details.
B A AT A (AR BRI LA 605 v i B MR 2T 2 S5 ER sty -

Docotro name E&4: 444 Qualification &JFE

Hospital name (if any) &bt ) Phone no. 4% EEE

Address Mk

Hosptial / Doctor signarue and chop B&[i5¢/58 A4 2758 Ky 25 El) Date (DD/MM/YY) HE{ (H/H/E)
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