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Medical Examination Form

BEREREE

Part|  Particulars of Applicant

FHES A SR

Name Sex Age

4 PER: e

HKID NO. Hospital/Clinic Ref. No.

ARG eI

Part Il History of Major IlInesses

ZH Tl

1) Any history of major illnesses/operations? Yes [ ] No []
W A AR [ 8 S 12 e R i ? = i

If yes, please specify the diagnosis
WA - a2 ET

(2 Any evidence of infectious or contagious disease? Yes [ ] No []
HEEAEIYR? H iz

If yes, please specify
WA - SR

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

WBEATERECH, - SEa AR fE B R E A -

4) Detail of present medication, if any.

WHEIHIRHEEY) - SEefillsE KR E -

(5) Any history of allergy to medicine, food or others? Yes [ ] No [ ]
HEEEEY) - eV EABED = i

If yes, please specify
A -




Part Il Physical Examination
NES G

Blood pressure Pulse Body Weight
IR Lok Ho B
General

TEatE

Cardiovascular System
EER 290

Respiratory System
SR ENSH

Central Nervous System

SRY ERGHAE R H

Musculo-skeletal
AL

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

FZRS (AR R - SRt A SUE IR

Foot
e

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

HRED (AIBIREAIE AR - 553E8)

Others
HAr:




Part IV Functional Assessment (Please tick where appropriate)

THS  BREEE IS (AL S LY )

Vision Normal ] mildly impaired [] moderately ] severely ]
A EH s impaired impaired
rh Az e BB [
Hearing Normal ] mildly impaired [] moderately ] severely ]
A EH IR e A7 [ impaired impaired
rh Az e BB [
Mental Normal/ alert [ ] mildly disturbed [ ] moderately ] seriously ]
state 1B R 8 P 2 PR B disturbed disturbed
S B A B IR
mild dementia [ ] moderately ] severe ]
B T dementia dementia
LA [FEVAES
Mobility Independent [ ] aided [] chairbound ] bedridden []
3 A TEIEN T Tes A AR e FHIER
Continence Normal [] occasional urine [ ] frequent urine [ ] uncontrolled [ ]
- X I EH or faecal soiling or faecal incontinence
R/IME soiling SEREAN
HEALE R/ME Eoyclf= )
L S
A.D.L. Unaided ] occasionally [l always aided [] totally dependent [ ]
TV IR T SE T
p3 o5 o) i B

PartV  Doctor's Recommendation

JeEs B

1) Is the applicant need rehabilitation treatment?
(Physiotherapy and Occupational Therapy) Yes [ ] No [ ]
FEERART (L RIEEIEHRT) HHE R

If yes, please specify treatment recommended.

WHFE  FERaREE:

2 Other Comments

A
Signature Date
. HHH:
Doctor's Name Hospital/Clinic
B4 I
Tel no. Fax no. / E-mail address
i {HE/EE :




