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Medical Examination Form

RSB & &

Part | Particulars of Applicant
— 4y HEE NE R
Name Sex Age
e PR e
HKIC No. Hospital/Clinic Ref. No.
T 5 (5 SR i
Part 11 Medical History
R4y AR
(1) Any history of major illnesses/operations? Yes O No O
0 R BT AT 2 A e

If yes, please specify the diagnosis:

WH > FEITREEER

2 Any allergy to food or drugs? Yes O No O
HERYESEE IR ? = il

If yes, please specify:
WA - T

(3)(@) Any signs of infectious disease? Yes O No O
HEEHLIRER ? =l i3

If yes, please specify:
WA - BEEEEA

(3)(b) Any further investigation or treatment required? Yes O No O
O FREREZ ISR A AR ? = Eiiz

If yes, please specify and also state the hospital/clinic attended and reference number.

WA - SEEINE R ARG 2 IEE -

4 Any swallowing difficulties/easy choking? Yes O No O
HEGEHRE A 5005 ? H i

If yes, please specify:
WHE - et

(5) Any need of special diet? Yes O No O
AERhlEaRE? =l i3
If yes, please specify:
WA - T

(6) Past psychiatric history, if any, including the diagnosis and whether regular follow-up treatment is required.

WBEAFEHEACE: > SEEF AN Re A 7 B IR AR TR -




@) Details of present medication, if any, including the name and dosage.

W H AR AEEY) - SRl AR -

Part 111 Physical Examination

F=Eor SRR E

Blood Pressure [f1/#% Pulse fk##

mmHg

/min

Body Weight f& &

kg

Cardiovascular System
TEER 240t

Respiratory System
EREXT

Central Nervous System

SR ERERCE RS

Musculo-skeletal

AlE

Abdomen/Urogenital System
HE LR B R TE R

Lymphatic System
ME S

Thyroid
FRGIRER

Skin Condition, e.g. pressure
injuries (pressure sores)

KR > 40 - BRSIMEIEE (B )
Foot
& Hf

Eye/Ear, Nose and Throat
IR~ H. &0

Oral/Dental Condition
LI SRR

Others
HA

Please specify:

AL




Part 1V

Functional Assessment

FEUUER ST B iatkaeat (b
Vision O normal [0 unable to read unable towatch TV [ see lights only
Eva) IEH newspaper print REEIEEIER HEeRIE®
(with/without* e AR S
visual corrective
devices
B/ BB
HITREIEES)
Hearing U normal U difficult to difficult to L cannot
= IEE communicate with communicate with communicate
(with/without* normal voice loud voice with loud voice
hearing aids AR NEEDUE REREEIIEN T REEE I
B/ HE R ﬁ o DU A REEE
iiEes)
Speech U ableto U need time to need clues to O unable to express
S EE ST express express express REELIRES 22
REIEH FRiE FrargREE TSR IE
Mental state D normal/alery  H mildly disturbed moderately O seriously
FE RN stable (& 8 A7 PR 1B disturbed disturbed
1EH /B o 52 R B EE 7 [N
SIRE
O early stage of middle stage of O late stage of
dementia dementia dementia
T HATE R REE P8 R PR R 1% HIRY AP BB
Mobility O independent U self-ambulatory always need U pedridden
TEENRES] TEIa with walking aid or assistance from EHAGEME
wheelchair other people
Al ETTRBITEEL TR ANEL
i fer A )
Continence L normal L' occasional faecal or frequent faecal or D double
A& GE EE urinary urinary incontinence
incontinence incontinence K/IMEFEEIEE
R/ IIMEMERREE R IMBELE I 2L
ADL. O Independent 5E 2817, N FElp8)
A HIRARE ) (No supervision or assistance needed in all daily living activities, including bathing,
dressing toileting, transfer, urinary and faecal continence and feeding)
(A% ~ 2R~ AT ~ Ar B ~ KU IMEZER R & 07 EI 9 R e Eedline )
O Occasional assistance {# g 35521780
(Need assistance in bathing and supervision or assistance in other daily living activities)
(R8s 5 B2 10p B By Hoh I 8 A S B U T FR S 5 & sty )
O Frequent assistance &% 35 2177 8
(Need supervision or assistance in bathing and no more than 4 other daily living activities)
(TR S Bt AN R AR P T H & A= S S B 7 [H e 2 E 2 )
O Totally dependent 524 ZE %178

(Need assistance in all daily living activities)

(B B E A4S S AR E e 208D




Part V Recommendation

ERE e

@ Is the applicant need rehabilitation treatment? Yes [] No []
(including Physiotherapy, Occupational and Speech Therapy) g s
HEARGERAR? (BfEYE - BEASHE AR '

2 If yes, please specify treatment recommended. 4175355 » FiEa aFEH -

Part VI Other Comment

CYAN:ia) HAth At sE

Registered Medical Name of Hospital/Clinic
Practitioner’s Signature Y e

FERllin =

Stamp of Hospital/Clinic/

Registered Medical Registered Medical Practitioner

o e Bt T EERE
Date
i




