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Total Knee Replacement Operation Subsidy Scheme — Application Form
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ik eik MSKR-2021-
Application No.

HEE

Date of application

Part 1a Particulars of Patient

#la¥a WAEHR
(To be completed by Patient A B AHEE)

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.

ER: MBH, AN TWEBALHGEY RUBEHKBEN R [HiAmRERAAR . HAEERBEERTE,
InE R, ALK, HESEEER, THEAERR,

Surname #: Sex A
Given Name %: Date of Birth ¥ 4 A #i:
HKID No. % & /7 #5575 Tel No. &3 57

Address Hrdik:

Email %203t
(if applicable #17):
Average monthly

household income in the
recent one year it — %
3 FE A PN

Number of family members
living together [l %K A
L@

Hospital for follow-up
B B

Please tick the appropriate box. #7E# % 774 E3 E 515k -
1. Is the patient on waiting list of “knee replacement” of Hospital Authority?

REEWRBEBGALER [HREESERFR FA?
[ Yes & O No & Duration of waiting period % &4 41
year % month A
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2. Is there any referral letter issued by Hospital Authority?
REHBREERRENEANE?
[ Yes # [0 No &

3. Is there any note issued by Hospital Authority for follow-up treatment?
REHBREERRENEDR?
O Yes & [J No %&

4. Referrer /A
[ Orthopedist ‘& % 4% [J Registered social worker # T [J Self-application & 47 & #

Part 1b Particulars of Parent / Legal Guardian ( “Guardian” ) (if applicable)
F1b#o XB/AEEEA(TEEA, )WER @IEA)
(To be completed by Guardian 78 #1 & #AH# &)

If the patient is under the age of 18, the Guardian of the patient must complete this section:

WHARISRUTAL, FHAERARZ TR

Relationship with patient Name (Full name as
R AW B appearing in HKID card

/other identity document)

WA (24, BEERLM

B Ak A 6
HKID No. / Other Identity Tel No. &7 527
Document No.
Tk g0 HEEAE/ s
9 R
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Part Ic Patient/Guardian Declaration and Undertaking

FlcHMa  WA/BREAGEWEAHE

(To be completed by Patient/Guardian 78 fiw A/ #AHEE)

Patient/Guardian declares that:-

WA E YN 3R TF

1.

10.

11.

[/The child patient have/has never received any financial assistance from Total Knee Replacement Operation
Subsidy Scheme ( “Scheme” ) or other governmental or non-governmental organization(s) sponsoring for the knee
replacement surgery before.

AN RERAREGZER T2REEGEHRFN FEFrH ( DA ) RIEM RO 24 3O/ B & By e B o &
Bt Hl

[/The child patient declare/declares my average household income in the recent one year is less than HK$80,000
per month.

AN/ GE RGN F ) F AR R #80,0007T.

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

AALTEABWAEmER (AE) ([RBR] ),

[/The child patient do/does NOT have any immediate family member working in the Hospital.

AN/ BB A AR AR BB,

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

PR AT B P SR R0 BB RO R T R R

[/The child patient have/has 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.

AN/ REMACHBAEERZATE TR Ap ARl B8 2T HRI AL A RAFRZERAZHY
Ko

[/The child patient have/has read and agreed to the Personal Information Collection Statement and Privacy Policy
Statement.

AN/ SCE RN T B KR E A B SR A B B RO B WA

[/The child patient understand and agree/understands and agrees 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.

AN/ REFAVERRAE, ABR/ZEFRELCHRLA([ZFRALE VAREETANER, Zk. T,
P 2K A B B B R R/ AR TE B R

[/The child patient consent/consents to the making of any enquiries necessary for the processing of this
application.

AN/ E N B R LA W o AT AT R EA,

I/The child patient consent/consents to releasing my/the child patient’ s information any organizations and
authorities for the processing of this application.

AN/ RERNE B R JRIBA W o5 T 0 TR R G AN/ LA EH,

[/The child patient authorize/authorizes all organizations to release any record or information which the Hospital

and LKSF may require for the processing of this application.

BEFREN ERAEESK [i% % X 4 Confidential % i 2021.1
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AN/ SOE FGNBAR BT A A ) A B R R R B R O R AR SR T R A AT ST AR SR

12.  1/The child patient consent/consents to the use/disclosure of any information provided for this application by/to
any organizations for verifications purposes.
AN/ BRI R A RA o AR O R RO T T RAR DR B 2

13. I/ The child patient agree/agrees that in case of discrepancy between the English version and the Chinese version

of this application form, the English version shall prevail.

AN/ ERANE BARGERZ P I RAIA &, —BUIERAR %,

The undersigned has read the above statement and well understood and agreed to it.

ANEREEN) CHEHR L T2W a XEE LR B,

Signature of Patient / Guardian Name of Patient / Guardian Date
A S VS T w5 A4 (D/M/Y)
(HKID No: )

BRETHES EHEESR [i% % X 4 Confidential % i 2021.1
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Part 2  Hospital Recommendation

FoWa Bk
(To be completed by Precious Blood Hospital (Caritas) and attending doctor 72 &1 & i & (HE) RIEHE
p y P 8
HEHE)
¥4 A For internal use only
B AR MSKR-2021-
Case file Reference
¥ 5 H
Date of application
Surname #4: Sex M Al
Given Name 4: Date of Birth # & H #i:
HKID No. % & & 4 & 5545 Tel No. & 3 5555:
] The patient is eligible to participate the Scheme to undergo the surgery for:

AN a A B AT R UL T EAT FAT
[ Left Knee % &
[J Right Knee # /i
[J Both Knee # /&
] The patient is NOT eligible to participate the Scheme to undergo the surgery.

ZR AL & H A BART B EAT F.

Name of Attending Doctor Chop of Precious

e B £ 4: Blood Hospital
(Caritas)

Signature of Attending TR (AE)

Doctor JE# & £ 4% EE:

Date H #:

BRETHES EHEESR [i% % X 4 Confidential % i 2021.1
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Part 2  Hospital Recommendation

%2y WhE®
(To be completed by Precious Blood Hospital (Caritas) A b E i &k (HF) #5)

¥4 A For internal use only

ik eik MSKR-2021-

Case file Reference

# 7% H

Date of application

Surname #: Sex Al

Given Name %: Date of Birth # & H #i:

HKID No. & i & 4 7% 9578 Tel No. & &894

Surgery Cost HK$

FHEA: A

Recommended Subsidy HK$

BAHRX Y& A

Notes:

et

Signature of Administrator Chop of Precious Blood Date
Precious Blood Hospital Hospital (Caritas) (D/M/Y)
(Caritas) HimEr (HF) W

T B bt (W) #MBAKE

3k 3k 3k 3k 3k 3k 3k 3k 3k 3k 3k 3k 3k 3k 3k 3k 3k 3k 3k 5k 3k 5k 5k 5k 5k 3K 5k 5K 5K 5k 5k 5k 5k 5k 5k 5K 5k 5K 5k 5k 5k 5 5k 5k 5k %k 5 5k 5 5k 5k 5k 5 5k %k 5k %k 5k % % 5 5% 5% %k % % % % kK K K K K K K K K K K K K KK KKK KKK KKKkK*KKk*k*k*k*k

O Agree as recommended above O Disagree O Other:
& bk TE# £
Signature of Approver Name of Approver Date
Li Ka Shing Foundation Limited HEARAL (D/M/Y)
FERESEH RA A HBAL
&
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Total Knee Replacement Operation Subsidy Scheme - Importance Notice

2R B AT W ot d - i R 3R

Important Notice and checklist for submitting application form
WX R AERRNEHRIRE
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.
HRERFFERNAHIFDSCEZI RS, EREFRSFEALRE, FHEAREIATE, TEERERE
2.  Please provide the following documents for verification (copy only):
AR PR E DU T 3R B SO (R R 2 B A):
] HKSAR identity card of Patient and Guardian (if applicable) # AKX & # A (i F) B %% & 4%
[] Doctor’ s referral letter (if applicable)
B A E ()
[] Waiting list proof for knee replacement under Hospital Authority
B AR RS FATE Y
[] Government CSSA proof (if applicable)
HERBT A6 R B & (Wd )

3.  Please ensure that all relevant information are clear and complete, If not, the applicant will be requested for
resubmission.
TRAEPRIELE B OB M A SRR T R, R R R A X R, R SR ERENERREE R
ﬁg’o

4.  The Hospital and LKSF will only process an application when all supporting documents provided are in order.

W AR 20 X%, ABERAERRES T EXFH.

5. 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.

WHFE, ABRAFERELEARERFFARCE-SERMBR M. WAFFARBEHFANTE
FH/RBEDELE, FIRE—FEH.

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

individual application.

ABRAEERELCHEE AR GERE, R, ¥ie. ME S0P LA K/ SEER 5,

BRETHES EHEESR [ % 5 # Confidential 420211 7




