Code of Practice for Residential Care Homes (Persons with Disabilities) June 2024 (Revised Edition)

Medical Examination Form
for Residents in Residential Care Homes for Persons with Disabilities

BRA LS EE RS R ES

Annex 12.1

Part | Particulars of Resident

g8y EEER

Name Sex Age/Date of Birth
4 il Fie H4EH
HKIC No. Hospital/Clinic Ref. No.
BRS80S Bht2rtEst

Part 11 Types of Disability/Medical History

BTERY RN R

(1) Types of disability (diagnosed by clinical psychologists/medical practitioners): 5&5ER] ( 4Kk
DR SR
[ ]Mentally Handicapped, please indicate the level: §5% » 55:FHH2E -
[ ]mild 7% [ Jmoderate H1f& [ ]severe fgzE [ |profound i fE E7 8
[ ]Physically Handicapped, please specify: Fig&{EsE » sHF0H ¢

[IMentally 11, please specify: f&#f% > sHar0H :

Last hospitalisation: 3T A(F &2l -

[]Others, please specify: Eiftlr » 353HH :

(2) Any history of major illnesses/operations? Yes [] /l\io []
B BB E R SRR Tl 2 H G

If yes, please specify the diagnosis:

WA SFEHREEER

3 Any allergy to food or drugs? Yes [ ] ﬁo []
HEBYIESEEYIBE ? = fit
If yes, please speC|fy
ﬁﬂﬁ‘ E=| nf%

4) Any diagnosis of epilepsy? Yes [] /l\io ]
= BANRE ? A M

If yes, please indicate the number of seizures within the past 1 month:

WA > FFRIE A H 3 ERE

5) Any recent auditory/visual deterioration? Yes [ ] ﬁo []
MHIE GRS HERE? = i

If yes, please specify:
WA - FEEEEA

(6) Any signs of infectious disease? Yes [ ] /l\lo []
HEEHAIHRER ? H 4
If yes, please speC|fy
ﬁﬂﬁ‘ E=| nf%

(7) Any swallowing difficulties/easy choking? Yes [ ] No ]
HEEHEREE 55 HIE 7 A A
If yes, please spemfy:
ﬁﬂﬁ EIE] DEEE

o
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(8) Any need of special diet?
AERRERFE?
If yes, please specify:
WA - BEEER

Yes[ ] No [ ]
= fi

9 Any record of travelling within the past 6 months?

A% 6 8 HAGIMECH: ?
If yes, please specify:
R i

Yes No
=] - i -

(20) Details of present medication, if any, including the name and dosage.

WHAIFRIRAEEY) - SEflsE R E -

Part 111 Physical Examination

F=HT  BERE

Blood Pressure [ Pulse k¥

mmHg

/min

Body Weight &
kg

Please specify:
= %_?E :

Cardiovascular System

ERAS

Respiratory System

Central Nervous System

B fHEE 24

Musculo-skeletal

Y=g

Abdomen/Urogenital System
HE/ AP B AETE 54

Lymphatic System
R ZSE

Thyroid
FRARER

Skin Condition, e.g. scabies

KZEAR 0 Al - BHE

Foot
BE

Eye/Ear, Nose and Throat
IR H.&up

Oral/Dental Condition
CIRE,/ SF iR

Others
Htr
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Part IV Functional Assessment
SEVUER > SREMRERFS
Vision normal unable to read unable to watch TV see lights only
V| ] % ] newspaper print FRERIEFIER HEERIE
(with/without* N RERREERA T
visual e
corrective
devices
E=V L
Cig
R I%& E4s)
Hearing normal difficult to difficult to cannot
Hgs L] F [ ] communicate with [ ] communicate with ~ [_] communicate
(with/without* normal voice loud voice with loud voice
hearing aids LEEEE NEEDL KRG T REREE
B/ B I DU S LN AREE
HiphEess) i
Speech able to need time to need clues to express unable to
EEERES] [] express [ express [ smsensns [] express
REIEHE FRIE FetedeE ARELEES &
=3
Mental state normal/alert/s mildly disturbed moderately disturbed seriously
RRTHIRIL [] table [ serezmiE [ sz [ disturbed
1B 8 B B 2 R
SIRE
Mobility independent self-ambulatory always need bedridden
SEEIRE S O Fayaa [] with walkingaid [_] assistance from other [ ] EHfEME
or wheelchair people
A EH{T I T4 HHEFENANER
' Ty EZH]
Continence normal occasional faecal frequent faecal or double
BREEE ST O F [ ] or urinary [] urinary incontinence [] incontinence
incontinence K IIME LR e 2k KN 58 4 4k
RMEEBRE &
I~
AD.L. Independent SZ&EL,/ FE#HED
E#REERES [ (No supervision or assistance needed in all daily living activities, including bathing,

dressing, toileting, transfer, urinary and faecal continence and feeding)

IR ~ ZE4% ~ WD ~ Ar EEERE ~ AU IMEEEH FE & 07 I iR e Esdlieh )
Occasional assistance 1&E B BN

] (Need assistance in bathing and supervision or assistance in other daily living activities)

CHARIRRT B h B R P HoAth B B A ) T T FR e
R L

CEEEnD)

Frequent assistance &

[] (Need supervision or assistance in bathing and no more than 4 other daily living

activities)

(A5 B HAt A R A TUTE H 8 A S 7 T fe A5 B 5 )
Totally dependent 522 EE 7D

(Need assistance in all daily living activities)

(s H B ARS8 5 R e =)
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Others (e.g. aggressive behaviour, self-injurious behaviour, etc.)
HAt (a0 = AT E ~ BREFETHE)

PartV Recommendations

FLE D ER

[] 1. Low Care Level Home {EfEIEEER<
(an establishment providing residential care for persons with disabilities (PWDs)

who are capable of basic self-care and require only minimal assistance in daily
living activities)

( BIFRHE(ETE IRRE T2 N VRS » % E e N L B AN B IR R RS
71 AR H FE R ETTH R R EE )

[[] 2. Medium Care Level Home HE i<
(an establishment providing residential care for PWDs who are capable of basic
self-care but have a degree of difficulty in daily living activities)

( BIFR LTS TR T 7 R A LIS et 8 A\ B A Ay B IR RARE
11 BEHEEET A — e R R EE )

[] 3. High Care Level Home =ERBERS

(an establishment providing residential care for PWDs who are generally weak in
health and lack basic self-care skill to the extent that they require personal care,
attention and assistance in the course of daily living activities but do not require a
high degree of professional medical or nursing care)

( BIFRHE(ETE IRRA T2 N LAVEERS » T R A L — MR (R R i = B
AHE FARERRTS - AR R H AL fE U7 1 7 2 5\ I ~ 588 K 0778
EAFESENEREREGER)

Part VI Other Comment
FANERTT HAHLEE

Registered Medical
Practitioner’s

Signature Name of Hospital/Clinic

LR E T Bbt 2t

Registered Medical Stamp of Hospital/Clinic/
Practitioner’s Name Registered Medical Practitioner
EEalliy Xy Bbt 2R/ aE e A
Date

H#
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