AESERE-BERRE (ERXER)

Hong Kong Housing Society-The Tanner Hill Joyous Home

Medical Examination Form

Wi o okd 4 &

Part | Particulars of Applicant

;7: _ F‘J’K’é\ /_4_ £ —« f__

Name Sex Age

LEEal (el e

HKID No. Hospital/Clinic Ref. No.

LR A () FriZerhhs:

Part 11 History of Major IlInesses

L Y ¥

1) Any history of major illnesses/operations? Yes [] No []
BERPAERLAR T ERL AL 7 #
If yes, please specify the diagnosis
dF oo FEm g

(2)(a) Any evidence of infectious or contagious disease? Yes |:| No[ ]
SRR EE 3 F

If yes, please specify

L I =

(b) Any further investigation or treatment required? Yes []
TFFERLPELR? e

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

irF & FF =R R W’»mpgfm/'kg%ffﬁfii&%%i:

No[]
2

(3)  Past psychiatric history, if any, including the diagnosis, period and whether regular following

treatment is required.
Yol R R B R AR RN ERD -

4) Detail of present medication, if any.
dop H IR Fho i E LA R £ o
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Part 111 Physical Examination
¥ = FEa L A2t &

Blood pressure x & : / Pulse «< g : Body Weight %8 £

General Condition :

BRI

Cardiovascular System -

s A
F] % WU

Respiratory System -

,
Lk 4

Report of Chest X-ray(Valid for 6 months) :

Xk H AR (5 R 56 )

Date of Report 3¢ £ p # : F H H

Central Nervous System

LA % L

Musculo-skeletal :

b

Abdomen/Urogenital -

RN R D

Skin &£ %
(please specify name of disease if any, and if there is condition like bedsore etc.)
(B ALK 2 5P s 0 DIl F AoiB R E5RkR)

Foot &3% -

Eye PR 3R L

(please specify name of disease if any e.g. cataract) (4= & F% 5 » G315 & > 4o pRE)
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Part IV
¥z 2R

Vision (*with/without
AR 4 corrective
devices )

Functional Assessment (Please tick where appropriate)
LG g

=24 4
ﬁf“Lt

normal []

¥

(2*7lx 7%

S ET)

Hearing (*with/without
R hearing aid)

(&=

ET)

Mental
state

A S

Mobility

P ol T

Continence
235 4

Speech
g S
¥ p Ab
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normal  []

¥

normal/alert
g S r g

mild dementia

=R Far

independent
T p 4o

[

]

able to express [ ]

AL S 4+ 4

unable to read
newspaper print
T N

F 1

difficult to

communicate

with normal
voice

AU R

FEVE )

mildly
disturbed
iR X TR

moderate
dementia
¢ R B

self-ambulatory

with walking
aid or
wheelchair

TR F B

Rl R

occasional urine
or faecal soiling
Sl EA

7/_2_{?

need time to
express

) N

lf#f',%jf:.f v~

[] unableto

watch TV
# av g T
T AR

difficult to
communicate
with loud
voice

L gt
BT s ¥
L

moderately
disturbed

4R £ IR

severe
dementia
B Fe s

always need
personal
escort
TR

S ER

frequent
urine or
faecal soiling
DR i d
4 4

[] see lights

only

oAk

cannot
communicate
with loud
voice

IiE Ak B
s gl i
TS 2 R
s .U

seriously
Disturbed

Bt % T

bedridden
£ Hp P

uncontrolled
incontinence
x> prE

e 4

need clues to communicate

R R
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AD.L. [] independent
p¥2iE * R
b
[] occasional assistance
[
[[] frequent assistance
W FEFe
[[] totally dependent
ZaF & Fe
Part V Comments
EAEA L DA s

(No supervision or assistance needed in all daily
activities, including bathing, dressing, toileting, transfer,
continence and feeding)
(Bt~ T2 ~ dofy
5 1 § 4 AT

5 =

\ﬁﬁé\‘é//'/?gﬁf/}_gﬁ

(Need assistance in bathing and supervision in other
activities)
(RARMG R B H G EF T 1 #)

(Need supervision or assistance in bathing and in not
more than 4 other activities)

(Brtikz H1 74gfm TP F 5§ &5 H2 120%)

Self-care Hostel 4 & P& RE % % Fx

(In general, resident is capable of high degree of self-care)
(- ekl LEF BFRPFBEAS L JE 0, ‘)

Home for the Aged * & PREE % £ fx

(In general, resident can observe personal hygiene but need help and guidance for

performing household duties)
4 BFFR A

('— "")’Cx;ﬁ» ’ /i/.}i’jf A

#rt oo kBT RL T F G FE R 1 )

Care-and-Attention Home 3 & PR EE % X =

(In general, resident is generally weak in health, or suffering from functional disability,
and requires constant help in meal, dressing-up and toilet, etc, but does not require
constant and intensive professional nursing care)

B AF

(— X LETERN/RFE g iy P rfEaE o R B E TR A
B G FER A I )

[[] 4 Other &

Signature Date

& ¥ p ¥ T A H

YYYY MM DD

Doctor’s Name HOSpitallCIiniC

%5 EAR S pg Fel?s #1

Doctor’s Chop

5ot

P A RBA AR € AR F <<% X AT R>>2013 E 4K

Save
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