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Medical Examination Form

SR EHREE

Part1  Particulars of Applicant
HHES HE A B

Name Sex Age
4 il i
HKIC NO. Hospital/Clinic Ref. No.

By aa 5kt Bl 2R E SR

Part Il History of Major Illlnesses
ZHS R

(1) Any history of major illnesses/operations? Yes [ | No []
o ARG /G AR (i AR Ty ? H i

If yes, please specify the diagnosis
WA - 2

(2) Any evidence of infectious or contagious disease? Yes [ ] No [ ]
HEEAEIYRE? H i

If yes, please specify
WA - 5FEE:

3) Past psychiatric history, if any, including the diagnosis, period and whether regular
following treatment is required.

WEBEAERECH,:  SFEaF N e B R e a2 -

(4) Detail of present medication, if any.

WHAZERAZEY) - ShefiigEn Rk E -

(5) Any history of allergy to medicine, food or others? Yes [ | No []
HEEHEEY) - /Y HAEE? H i

If yes, please specify
WA - 5FEE:

FAgdmSE:  MEFRR2018 W 4 H1H - E3H



Part IIl  Physical Examination
NES G

Blood pressure Pulse Body Weight
I JBE: Lok G EE:
General

ERGIEIL:

Cardiovascular System

TERR 2

Respiratory System
IR, 24T

Central Nervous System

g 2

Musculo-skeletal

AL

Skin (please specify name of disease if any, and if there is condition like bedsore etc.

F2RE (AERZRE » st A S AEHIRL)

Foot

JEHB:

Eye (please specify name of disease if any e.g. cataract)

HRES (AIBIREAIE AR - 553E8)

Others
HA:

FhR4ESE: MEFZF%2018 BRZe: 4 %0 H -



Part IV Functional Assessment (Please tick where appropriate)

TES  BREREEFTIS (R IE B = T LY )
Vision Normal [] mildly impaired [ ] moderately [] severely []
R 1Es R 7[5 impaired impaired
Az B EE 7 e
Hearing Normal ] mildly impaired [ ] moderately ] severely ]
R4 = R e 7 i impaired impaired
Az BEEE R
Communication Normal 1 mildly impaired [ ] moderately L] severely L]
ot 4 FE B e impaired impaired
Az e
Mental Normal/ alert [ ] mildly disturbed [ ] moderately L] seriously L]
state B8R HRE P 7 R 1 disturbed disturbed
R B o R LELTT
mild dementia ] moderately ] severe ]
R PR dementia dementia
SHETES [ FEEVAES
Mobility Independent [ ] aided [] chairbound [] bedridden []
Edea b TEEW T Tas R WA F itay RHABAPR
Continence Normal ] occasional urine || frequent urine [ | uncontrolled [ ]
Bl E&E or faecal soiling or faecal incontinence
KM soiling TE A4l
{15 K/IME Ll
KE R
A.D.L. Unaided [] occasionally [] always aided [ ] totally dependent [ ]
pkssE  THED BRRE CHRE S 2HE
T o 1) =i =1:0))
Part V. Doctor's Recommendation
JXH L
(1) Please indicate which therapy the applicant needs
[] Physiotherapy [] Occupational Therapy [ ] Speech Therapy
FTE EDERE  OESRER 580K
Please specify other treatment recommended.
WHHMFE - FEREeFHE ¢
(2) Other Comments
HoAth A
Signature Date
e H 8
Doctor's Name Hospital/Clinic
AR Ebe/s2
Tel no. Fax no. / E-mail address
CERn HE/EE
It U T B A S 2 H N (E H N AR
This form 1s only valid within 6 months from the date of doctor’s signature
FAGRIR:  MEFEAE2018 hRZe: 4 BI3IH-E3H



