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s, Hong Kong Adventist Hospital Foundation - SR
Age-related Macular Degeneration Charity Program

&% F G ErE]

R

FoundationUse £ & & *
Date received {c 3| p # :

Plan 1 (AMC-TKP) / Plan 2 (HA)

Section |: Particulars of Referral Organization $& 4 ## 7 # (If applicable 43 * )

Name of Referral Organization
L. L

Referral Organization Chop

Name of Contact Person
WA L

Title
B

AR Ee:

Contact Number
LA

Email Address
®EE

Section II: Particulars of Applicant ¥ -2 3 (only for Age 60 or above & 2 60 f & 11+ %40)

Name in Chinese # ~ #+ % :

Surname in English & < 4+ < :

=

First Name in English # < %3 :

Date of Birth 112 p # :

/ /
DD p MM *# YYYY &

Age £

Sex t+4]: | Place of Birth I} 4 3 gt

Nationality &4 : Marital Status 4§ 4 /% :

Hong Kong ID No.:
AELETG:

Daytime Contact Phone No:
PSR

WhatsApp:

Home Address iz & 4t :

Name of Hospital / Clinic recently visited
BT RF 2 iff VARSI -

w5

Spoken Languages
[] Cantonese % %
[] Mandarin / Putonghua R / ¥ i i
[] English #3%

[] Others # @ :

Name of Attending Doctor:

LHFA L

Diagnosis # #7.% % :
( Please attach related medical record 3+ 4p b § % e &)

Section lll: Particulars of Applicant's Financial Situation ¢ A Ak R

1. Applicant's Monthly Income ¥ ‘;‘i—* 1 ey > (Tablel/ 4% 1)
Occupation
¥
Current Monthly Income
JLpERE B T 3o~
1.1 Isthe applicant aretiree? ] %_Yes ] % No Retirement pension (If any) : $
A A FRAL? Wk REER (o) 0 $
1.2 Isthe applicant a recipient of CSSA? [] % Yes [ % No
VA AR AR A AL G IR (R 7 Valid Date } »zp # :
1.3 Is the applicant arecipient of Old Age Living Allowance? (] &_Yes [J] % No
VA A E AR R A EEREY

P.1
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Hong Kong Adventist Hospital Foundation - SR
Age-related Macular Degeneration Charity Program
Application Form

y

Frmdhe - P HRY

3 SR P ST R

¢ i

2. Personal Properties and Assets owned & A ehf» £ 2 F& (Table2/ % 2)

Please attach sheet(s) if more space is required 4r# 17 o * » 35 AEF B

2.1 Capital Items 7 &
Description Owner Current Estimated Value | Annual Derived Income
ik #¥i % RPFRE (if any)

FEZ i r (deip?)
House Oself-use p i | Location =¥
E- 1 or Purpose * i#
OFor rental %2 | Purchase Date % p

Business wholly or

Co. Name = # & 4L

artly-owned
g%y_ G Address # 1t
] Nature ¥ 72§
Total &% : | HKD HKD

2.2 Insurance #*&

Policy No. Type of Policy Policy beneficiary | Purchase Date Currency Current Value
¥ St ' fEAR RHEZF Y P [y REGE
(A% / FR¥)
(Life / Medical)
Total %3 | HKD
2.3 Bank Deposit 4217 % %
Account Holder Bank Name Bank A/C No. Type of Account Currency Balance
Name aEm e 872 T %5 S F- 1 [ B4
Y e (Saving / Current)
GHE/A R
Total %3 : | HKD
2.4 Stocks and Shares /Bond /Fund % & / %% / 44
Stock No Stock List Quantity Current Value
% %h ¥ #hE BB
Total #3*: | HKD/USD
Total Value of Personal Properties and Assets ® + $~ ¥ 2 FA2 %% &: HKD
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AR

Section IV: Declaration #p

[, (HK ID Card No: ), declare that:
A4 (BB LEEME - ) o e

1. The information given by me in this application is true and correct to the best of my knowledge and belief.
During the application process, | will communicate any updates or changes to the information provided in a
timely manner.

AA B ATY G AR NTR o A AR A BRI A A gAY Ay ER {ATE R
7_‘\ A g % Bf‘—fxﬁ I oo

2. | have carefully read and understand the “Terms and Conditions” section of this documents, and agree to
be bound by the terms and conditions in relation to the scheme, HKAH- SR and HKAHF.

AACHEFI R RESE ALY T FEAR Rl R FEAE AL M AR AR AL AL R
2 RXHEHL o

3. | understand and agree that HKAH-SR and HKAHF have the right to amend, suspend, revoke, or
discontinue the scheme or any individual application at their discretion.

AAPG 2R ARG RFUEF FORF] > AR s Hrw &P 0k A2 /AT Bl Foe

4. | agree to make any enquiries necessary for the processing of this application.

AL S RILAY hh R FERATT DA

5. 1 consent to the release of my information to any organization for the purpose of processing this application.
A AR EASEAY A e P R B L T

6. | authorize all organizations to release any records or information that may be required for the processing
of this application to HKAH-SR and HKAHF.

AR AR B AR BL A SR KL RILAY GOrF iz e esl TR o

7. 1 consent to the use or disclosure of any information provided in this application to any organization for
verification purposes.

AR AR Y G SR S R R TR i

8. | hereby give consent to the use of photographs and videos taken of me or the applicant during the
delivery and events of the Age-related Macular Degeneration Charity Program for non-commercial
purposes, such as for publication in annual reports and newsletters and for the purposes of public
education and marketing of HKAHF

VAR B SR R LS T R R R B B g ek A S Y e R R o o T

E 'ﬁ;»)' # yé ’ |;|]—£1r'd»_ﬂ: BIFL Z FTRF A T RS VP S TR A W\?{?fr’*\ﬁgf_f'%‘]rﬁ%ﬁ P o

\A—\

[ ] I have read and accept the above Terms and Conditions, and confirm the information provided is
correct.
FPACBEHFEIRZ UL ERE R EERTREEOTHEIERE

[] I read and understand the PICS. | give consent to HKAHF’s collection and use of the applicant’s
personal data in accordance with the PICS.
AL RFLEGPRER c AAFPRIAERBEP LRI R L PR AFTH -

(Please tick “v'” the square. &> fap et TV | B o)

Applicant’s Signature Date
PHLEE P ¥
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> > - _ ;’J 2 v v . . .
/ﬁ* ? F’D,% % Ei ﬁ 3 lﬁl{lﬁ All injections and reimbursement procedures

-"E‘ B}‘_}'ﬂ‘_—‘, % E]'{‘ F\ /‘ijﬁ— ?Q El" —=‘;..L %'J date of application approval.

“-}—%ﬁ; P 2Epnd o

must be completed within 2 years from the

S1F LR AR HARR L Y A p

Age-related Macular Degeneration Charity Program — Plan Selection Confirmation and Consent Form

FhE B RRP AHFTEFE (233 - FHERERI LT

| confirm that | have selected this subsidy scheme according to my own personal preference.
AAFEIRATEZ TR A R A RS AT e

Please select a plan:

HES paw- WPl

O O

Plan 1 (AMC-TKP) Plan 2 (HA)
Receive the injection at Adventist Medical Get t:‘?](;nj?gg%l?;: E:bilir::ar(r):g;tialt)flgrrself
Please tick “v” Center — Taikoo Place at the subsidized price p : 9 P
the circle MER A ARE & ? o reimbursement
oy N MR R FR fFds FrRiLs BRE
B A — _;‘ S §73 _1_.&]‘ 2y 2= .
KR i & EHe R
O LeftEye = B> O LeftEye = B
Q Right Eye + p% O Right Eye + p%
CSSA Reimbursable up to $2,000 per dose
Pay;$2,000 / dose Fully subsidized (Reimburse based on actual expenses)
Eligible Applicant S R AL Maximum cap of $8,000 per eye
EFH AL $2,000 TR & 47 sp 4 $2,000 (7 37 4)
: 5 B % PR
Maximum 2 doses per eye FRmRA AT $8,000
BB ReEipre 24
Remarks:
==

1. Each eligible person may only apply once. Multiple submissions may result in the disqualification of your application.
FLEFRALETY G- S TAFRIT R ERY A .

2. Plan 1: Adventist Medical Center — Taikoo Place (Locatlon. 19/F, Oxford House, Taikoo Place, 979 King’s Road,
Quarry Bay, HK)
R - EEAFR e e (R FEMAT R LE TR v FRE A E 194))

3

. Plan 2: Upon receiving all the required supporting documents, the subsidy will be disbursed to your designated bank
account via FPS (Faster Payment System). Please note that the reimbursement process takes at least three months

to complete.
I IR T HEP Y 2 SRS ?ﬁrfr_iiizﬁU% - PHAE R EHEL ERETERAE Y AT
LTS T s SRHARRE F L D2 B R e

I, the undersigned, have read, and fully understand and agree to the above statements.
AL (TEFA) cHwRRI 2P A RL L ERP -

Applicant's Name ¥ -4 4+ ¢ Applicant’s Signature ¥ &+ % ¥

HK ID card number 4 i# ¥ i» % 575

Signature Date & ¥ p ¥

P.4
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o Mossy, Hong Kong Adventist Hospital Foundation - SR

Age-related Macular Degeneration Charity Program
\\Q?// g g y g

BERREBEE Application Form
EXFREI R E - P RIGE
0k AR W Ak .

ong K,
Ay Ur;g
"Onepu\“"a

¥ v
Section V: Disbursement of Subsidy £+ % 2t ~PS ) ) B

# 0Only for Plan 2 applicants F if & % = ¢ FAEB J J

Age-related Macular Degeneration Charity Program — Applicant’s Bank Account for Payment of Assistance

FAc g opH R AMFTEFH] (F3H]) - ¥ BT RbenY AR

| confirm that | have read the terms and conditions and agree to provide the FPS account for receiving the subsidy.
AAFEIRE B2 5% wp ) T F ii&f#—‘iiﬁkﬁﬁ"* zg) Fﬁg@}*ﬂ R 2 o

Bank Account Holder’s English name (Vaccinated Person)
RAGFA L2 RS o
Phone Number

TEHu

OR &
FPS Identifier
Poig & sk g
OR &
Email address
T ECL L
Remarks:
s

1. The FPS account used to receive the applicant must belong to the applicant.
AFB-F b2 BRI 2 IR R Y FA A AT o
2. Please allow a minimum of three months for the verification of documents and administrative processing.
FHAEN Y 22T TR IR I EREZBY .
3. Please mail the original receipt(s) to our office Within 60 days from the date of issue.
FHEEPA 60 p ) o ME AHHREE T AyED
e Mailing Address: 40 Stubbs Road, Hong Kong (Hong Kong Adventist Hospital Foundation — Stubbs
Road)
MEB Y L FET ANRYE 405 (B X gf%%%féfﬁlﬁ'ilﬁ)
e Please state on the envelope: Age-related Macular Degeneration Charity Program
CE VR S § 8 R LAl BRER A
4. Please clearly write the applicant's name, Faster Payment System (FPS) number, and contact phone number on
the back of the original receipt(s).
FEEAERT R FHEBY AL k- (FPS) L2 MR T -
5. All submitted original receipts are non-returnable.
AR SN - oy S R
6. All reimbursement procedures must be completed within 2 years from the date of application approval.
TG ARAARR L RN i p A 2B P RS o

Declaration: | (signer) declare that the above information is true and complete.

%pa D e ("pg% A ) it“%ﬂg y 1 b p"#iiafiy%ffiﬁ °

| understand that | will be liable to criminal prosecution if | wilfully furnish false or incomplete information in connection with
this application.

ARG ek A F AR GFREABS G AENTHE > TR R

Applicant's Name ¥ -4 4+ ¢ Applicant’s Signature ¥ &+ % ¥

HK ID card number 3 i& £ i» Z& 575 Signature Date & % p #

P.5
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¢ gt
Terms and Conditions ¥ %3 @]

Funding Principal & 24 & B

1.

Under normal circumstances, if the applicant passes the initial financial assessment, HKAHF will arrange the
applicant to conduct relevant medical assessment at Hong Kong Adventist Hospital or its designated medical
institutions. The relevant medical expenses incurred including Outpatient, surgery and clinical checking etc.
SRR o Y A il iE 0 A AR G EER i‘;riéis?%“ ip T2 ?&ﬁﬁ#@fﬂﬂwi?@&;ﬂfé » L
RERTPAMLFRAS AL AP S LR AR AR

HKAHF shall not be responsible for any medical expenses incurred in connection with the medical procedures that
are not carried out at Hong Kong Adventist Hospital or its designated medical institutions

W MFRAA LA ERELF RS AL FRPFLT  AARFLLFRTT  AREMI (T

Hong Kong Adventist Hospital Foundation reserves the right to refer the applicant to HA hospital when necessary
FRERPFCRIFRAELAL RABERAIFE AET L FrmiR

To be eligible for HKAHF assistance, all cases must submit a formal application and fulfil the criteria including
passing the financial assessment.

S BERCHD ARG B PLERFE ST RAMAETH

Application Procedure ® 4% &

1.

4.

Applicant has to submit the completed the application form together with the supporting documents by email to
foundation@hkah.org.hk or WhatsApp to 9765 2061.

UHAGEL T A2 g v - B g iR 3 foundation@hkah.org.hk & ¥ WhatsApp 9765 2061.

The applicant can only submit one application at a time and ensure the submitted information are accurate and
completed. Duplicate application or incomplete submission will not be processed

CHAFART R Y GE o IREETREA L  LREIATH A 2P G2 LRI

Hong Kong Adventist Hospital Foundation will review the financial status of each applicant. All applicants will be
notified of their application results within 30 working days

FBY G EE FEBELALTTEHRG S - Pk 30 B TR B A A

In case of any dispute, the decision of Hong Kong Adventist Hospital Foundation shall be final and conclusive
FEPER D EXFRELALGHFTRL TR

Documents required for application ¥ 3472 < it

7

Plan 1 (AMC - TKP) Plan 2 (HA)
EH- (BIFRPS - 53P) FA- (22FR)
Completed application form Completed application form
O =#gLa a4 O =g %d it
HK Permanent ID Card copy (Aged 60 or above) HK Permanent ID Card copy (Aged 60 or above)
O ABARAREINELPEH S (60fkL111) O FpAApBsibigas (60fN 1Y)
Copy of all bank account(s) record for the past 3 months Copy of all bank account(s) record for the past 3 months
O "3 8EHTIB? *r wfFa+ O "3 8FEKGT3IB? v Lfal+
Pay slip (if have job) Pay slip (if have job)
O ¥ (4rF 2 i7) O ¥ (drj1iv)
Employer’s Return of Remuneration and Pensions (I.R.56B) Employer’s Return of Remuneration and Pensions (I.R.56B)
O ##% (LR56B) O ### (LR56B)
Copy of address proof for the past 3 months Copy of address proof for the past 3 months
O BT3B pahin@pr a4 O BT3B paiin@p gt
Maximum 2 doses per eye Maximum cap of $8,000 per eye
FREFTRELR T 24 & &g 'l $8,000
CSSA document — free of charge (need to show the expiry date) HA Invoice for Sale of Medication (effective from the date of approval)
O F#A - g* 24 (ZFHEAFEF %PY) O "?i%@rfuﬁv;ﬁ%%;’fﬂf% (d ¥ gratdes)
OR & AND %
Subsidy — other eligible applicants are required to pay $2,000 per dose HA Injection record
AsrEes - Hp & FHRALE LT 4$2,000 O 2zFrp s
Ophthalmology appointment slip issued by public hospitals Ophthalmology appointment slip issued by public hospitals
O o FrPEFaspd s O 2z Frppliisp i K
Referral letter from a Hong Kong Ophthalmologist certifying the Referral letter from a Hong Kong Ophthalmologist certifying the
necessity of intravitreal injections (If any) necessity of intravitreal injections (If any)
O ABRRPFLENNEAR > HP FRLRP LI O ABRFAPFLFNDEAG  EP FRL R LS
(4% ) (4e% )
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Important Notes ;3 &, ¥ 3§

1.

2.

Subsidies under this scheme may not be used in conjunction with direct billing or patient reimbursement.
AP EFEREEARA G R -
Please ensure that the application form is completed in its entirety, duly signed, and that the information supplied is
true, complete, and accurate.
HREGY AR IN L HLX EF o FRUES B FHP AL SR R B .
Please ensure that all filled-in information and attached documents are clear and legible. If information is blurry or
illegible, HKAH-SR and HKAHF reserve the right to reject the application.
FFEEE BT R e BT Lo de? AR HBEP 2 2O F o AR r AL A AR S XL o
The assessment process will begin only after all required information and documents are received.
VA FA A R B ] ERARF M o
In some cases, applicants may be asked to supply additional information of forms of identification, or to meet with a
HKAH-SR / HKAHF representative in person. HKAH-SR / HKAHF may also contact the applicant's attending
physician to obtain further information.
Wi R AR AL AEF ERE RY FARKE- HTHEEP B R A AmRY G4 RiERLF Lo
BB T
Due to limited number of subsidy recipient spots, HKAH-SR and HKAHF reserve the right of final decision. Applicants
shall not raise any objections.
Fooogid o AafrA L AE TR AR Y A A PR E
HKAH-SR and HKAHF reserve the right to amend, suspend, revoke, or discontinue the scheme or any individual
application at their discretion.
ARArE LA LT BFRD BOR T Lo B frr &0 A2 /e Y e
Regarding Plan 2:
Mg o
¢ Please mail the original receipt(s) to our office within 60 days from the date of issue.
FEF DA 60 pp oo K AHpGEE T APEDE o
e Please clearly write the applicant's name, Faster Payment System (FPS) number, and contact phone
number on the back of the original receipt(s).
FE RERE G AR Y AL s il (FPS) 82 B gie -
e All submitted original receipts are non-returnable.
SN E SRR £ LR
e All reimbursement procedures must be completed within 2 years from the date of application approval.
Sp ARAARA S Y G R R A 2 E P RS .
e Mailing Address: 40 Stubbs Road, Hong Kong

— (Hong Kong Adventist Hospital Foundation — Stubbs Road)
- B|ES L ABPANE OR (B FRES R -7 RH)

o Please state on the envelope: Age-related Macular Degeneration Charity Program
PR SRR LT

Enquiries and Application Submission
B2 R i
4 1 2835 0569 & WhatsApp 9765 2061




