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Travelling Allowance for Haemodialysis Treatment

H R R

Application Form

BRHERER N TR A REE—HFEE = info@childrenkidneyfund.org.hk  IEAFEE R 2 DA _E Mt .
Please email the completed form together with recommendation letter from the case doctor to
info@childrenkidneyfund.org.hk. For hard copy applications, please send the documents to the captioned address by post.
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Application Item(s) Taxi Fare Public Transport Fee

1: B\ ORE) B

Information on Applicant (Patient)

4 () 7R
Name ) Chinese Sex
(F8) HAHH -
English Date of Birth

HARER & | B O A SRR * (R 25 AN 38 F #):
Birth Certificate / Identity Card No. * (Delete as Inappropriate)

JEAT H AL

Residential Address

& o=
L A
Tel. No
2: AR B AFH
Information on Parent / Guardian
w4 () 4 7
Name Chinese Sex
() O aEsEns
English Identity Card No.
B 5 N BAAR -
Relationship with Applicant _
gk
Contact Address
WisxEam - (H) (B -
Tel. No. Daytime Evening
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3. M BAEN

Declaration of Referring Doctor

I IR

Sickness of Applicant

25 AL IR R ARSI g5 JEREESE THRIIa R |, A NHERS 46 72238 H A
0, BB AT IR B B i 32 IR %

This is to certify that the Applicant will start the haemodialysis treatment from (mo./yr.). I would like to
recommend him/her for travelling allowance to travel between home and the hospital for treatment.

WA RN () R

Name of Referring Doctor ~ Chinese Signature
(F%) A H Y
English Date of Referral

JT B4 e

Name of Hospital

4k Hhhk
Address
o=
|5/ E = I
Tel. No.
Assessment of Medical Social Worker
HIEE N R EERE AU GBS
Total Family Income (HK$)
B T4 (D) R
Name of MSW Chinese Signature
(F) w2 A H 3
English Date of Endorsement
JIT e 54 e -
Name of Hospital
B4 Htik -
Address
o
s
Tel. No.

5 : HFENEH]
Applicant’s Declaration
20 RIEEE IR EORHERR .
I declare that the above information is rightful and correct.
HEE N CRE T bl B3 %%

Signature of Applicant (For age 12 or above)

B/ BN
Signature of Parent / Guardian
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WCRN (G 38R N 24
Name of Cheque Recipient

GEEA=EE #4432 Wkk:
Date of Application Specimen Signature

PLTHESE TIEABIEE (For Office Use Only):

WefE a3 et N33

Received Date Signature of Receiving Officer
HEN % H -
= Date
Approved by

H 8-

Date

H 8-

Date
CES L aG & B H 3
Reference No. Subsidy Starting

FEREIIH I

Subsidy Termination

(I

Remarks

B e =

NOTES

1. FRmEHKBEREN, ESRSIEIMBERLUHTERERNRE, EMELRABFEEE BT, e
AHZBTE, AECLT | BER/EERERNRE, FIR—(IRRER ; HWERERRENEE LREES
BERTT-

For patients with physical disability who can only travel to hospital for haemodialysis treatment by taxi, the
maximum allowance is HK$10,000 per calendar year. That for travelling by public transport which includes bus,
MTR and minibus for an adult plus the child patient is HK$5,000 per calendar year.

2. HERAFHIQEATE 21 BT, HEREEHRE, EREBTIEARERA -
The applicant’s age must be 21 or below, with recommendation from a case doctor and an assessment of family income
by a medical social worker.

3. HEEAREEBA LR, Fes@RAERIIEBKRISARSE B FRANSN REEFESA AR PHH,
Family income should be below the most updated Median Monthly Domestic Household Income by Household
Size used by the Hospital Authority for fee reduction/waiving.
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