Families of S.ML.A. Charitable Trust
Fund Application Form
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A. Particulars of applicant B2 55 A\ & fl

Mr, Miss Mrs Ms
iy L g H e U g O

Name in English Name in Chinese

e ha

Date of Birth (dd/mm/vy) HKID. Card No.
HAEEE (H/EA4D TS

Tel/Pager/Mobile/Fax
BEh/ R TR EE

Correspondence Address
iEEAAENE

Relationship to S M.A. patient (if applicable)
EZ SM.A SRR ALE AR

B. Particulars of SM.A. patient SM.A.B & &ZH

Mr. Miss Mrs Ms
P = L] ANE L A L 24 L]

Name in English Name in Chinese

T P

Date of Birth (dd/mm/yy) H.K.ID. Card No.
HAEEH (H/A/48) TSR

Tel/Pager/Mobile/Fax
EEL/EM T EE

Correspondence Address

iRtk

SM.A. Type: Type I/ Type II/ Type 111/ Type 1V/ Unknown Year of diagnosis of S M.A.
SMARER: B J0/E T R/E =/ FE /T AE AEE L SMASER

Name of consulting doctor & hospital
FREEREREH:

Brief Description of Disabilities caused by S M A.
LR E

Currently living at Home/Hospital/Others (please specity)
REENZ Bhe Efth GEEEYD

C. Family Employment History (for the past 12 months to present, including part-time employment)
FEAERE (HAEAEERETZMEA, EFER)

Name Age  |Relationship to patient Occupation Name of employer [Position/Job Nature |From - To (yy/mm) Monthly gross income
M Eh |8 S MASEEE B IyElEE R/ TEIEE HEEH)-E (EH) |BAMA




D. Other sources of income (e.g. public assistance from S.W. D., rental income, business profit, regular contribution from relatives/siblings, etc.)

HEftl A RE NnkFRIRE - - EEWRARTEANREE)

Nature &

Monthly amount received & 5 I A,

Total #EE:

E. Regular monthly expenditure
EHREEYH

Nature of essential items (e.g. housing expenses, medical expenses, maintenance & repair of equipment, etc.)

ERER WEH - BEST - BERNREREES)

Average monthly expenditure
BRI

Total REE::

F. Details of financial hardship/sickness giving rise to the application
it B 48 ¥ PR &2 DLW BY I AR




G. Purpose for the application (e.g. for medical equipment, medical expenses, maintenance/ repair of equipment, wheelchair or cash assistance)

HigHe WBRSE BAESH FREESRE  GEREESNEE

Description fi#EE Amount £%8

Total B

H. Records of previous applications (if applicable)

BEHWICHEK IHEME)

Nature (e.g. medical equipment, hospital fees, ete.) Date (mm/yy) |Amount
HE O BERE - BEES) HEY (3 |28

I hereby declare that the information stated above is true and correct.
A ATERE I FILER AR

Please return this form to the following address after completion:

Room 1402, 14 Floor, SIP Tover, 54| b4 5 2 148386 Signature of applicant FHZF A 254
83 King' s Road, North Point, I R A s 144814025
Hong Kong

Date HE7

Note: - The personal data provided in this application will be used by the Families of SM.A. Charitable Trust for considering your
application and for no other purpose.
- All information received is private and confidential.
- Families of S ML A. Charitable Trust reserves the right to require for further documents, proof and any others verification of the
information provided in this application.
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