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

V2 YNSRI B

Part 1 Particulars of Resident

£—H EEER

Name Sex Age/Date of Birth

4 el i HAEHR

HKIC No. Hospital/Clinic Ref. No.

BRSBTS B8Pt 2FTESR

Part 11 Types of Disability/Medical History

FE_H 2yl g sl

(D) Types of disability (diagnosed by clinical psychologists/medical practitioners) %&EER!] ( ZEEEA

BB R )

[ |Mentally Handicapped, please indicate the level Z[& » 5 FHHFZE
[(Imild #/% [ Imoderate §1/% [ Jsevere @& [ Jprofound fii/E %

[ |Physically Handicapped, please specify: FA&{EsE » sEREH

[ Mentally 111, please specify: &g » s5anbH :

Last hospitalization 53T A(FEE[ZEC 8% ¢
[lOthers, please specify: Eifth - 353705

() Any history of major illnesses/operations? Yes [ ] No L]
7 R BB R AT T ? A i

If yes, please specify the diagnosis:
WH - FFEHREER

3) Any allergy to food or drugs? Yes [ ] /I\io []
HERYSEEYIRE 7 A I

If yes, please specify:
WA - SEaE

@) Any diagnosis of epilepsy? Yes [ ] /I\io ]
B A RETEE ? A i

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

WA - FRIEEE S ERE

®) Any recent auditory/visual deterioration? Yes [ ] No ]
A GRS 8RR ? = i

If yes, please specify:
WA > FFE

(6) Any signs of infectious disease? Yes [ ] /I\io []
HEEIRER ? =] i

If yes, please specify:
WA > LA

(7 Any swallowing difficulties/easy choking? Yes [ ] No []
HOTHEREE 7 5 IR 7 H Tk

If yes, p}egse specify:
WE - FEE
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() Any need of special diet? No [ ]
AR RHE? Tk
If yes, please specify:
WA - FEE
9 Any record of travelling within the past 6 months? /I\io []
% 6 {E A A GIMNECE: ? A
If yes, please specify:
WA - EFaE
(10) Details of present medication, if any, including the name and dosage.
WHAIFRRAEEY) > SFefisEs R E -
Part 111 Physical Examination
F=E0 SitteE
Blood Pressure [l ER Pulse fk#H Body Weight f8&#

mmHg /min

Please specify:
B :

Cardiovascular System

Respiratory System

Central Nervous System

TEEE AR

Musculo-skeletal

AL

Abdomen/Urogenital System
e WBPR BAETEE S

Lymphatic System
ME &R

Thyroid
IR AR

Skin Condition, e.g. scabies

BRI » A - TR

Foot
EHR

Eye/Ear, Nose and Throat
iR/

Oral/Dental Condition
CIfE/ etk

Others
HAt,
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Part IV Functional Assessment
SEUESy SRR RS
Vision normal unable to read unable to watch TV see lights only
H[h ] s [ ] newspaper print L FeemezEs L ARy
(with/without* N RERE IR A A
visual corrective
devices
A,/
R IRE EER)
Hearing normal difficult to difficult to cannot
B O FE [] communicate with [ ] communicate with [ ] communicate
(with/without* normal voice loud voice with loud voice
hearing aids LR NEEDUE REEREENE T REREEATE I
B/ BB i e 308 i A REEE
BEEE)
Speech able to need time to need clues to unable to express
ESHEEN [] express [ ] express \ [ ] express o U] ReeplsE=SH
REIEH R FleteRE TSETE R E
Mental state normal/alert/ mildly disturbed moderately seriously
BRI [] stable L] o mE [ ] disturbed [ ] disturbed
1EH /B th FEEAZ PRI 8% B 2 R
SIRE
Mobility independent self-ambulatory always need bedridden
SEBIRE S U] Fa#Eqa [] with walkingaidor [ | assistance from L] EHAEMNE
wheelchair other people
A ETTH B T84 HBRERIAER
IOy
Continence normal occasional faecal or frequent faecal or double
HENGE S [] FE [ ] urinary [ ] urinary incontinence
incontinence incontinence K/INMETE 2L
RIMEGBRBREE NANE S S
A.D.L. Independent 52 &1L,/ A EFEN
BHERERES ] (No supervision or assistance needed in all daily living activities, including bathing, dressing,
toileting, transfer, urinary and faecal continence and feeding)
CFRMEE ~ AR~ ST ~ L EHERS « KU/IMEEES R & )T R e E ke )
Occasional assistance {BEEZERB)
[] (Need assistance in bathing and supervision or assistance in other daily living activities
e S other cau'y fving
(AP TR L A B By Bl H 8 A2 S B 5 I R 2 B L slfin Bl )
Frequent assistance &K% BETZED
[] (Need supervision or assistance in bathing and no more than 4 other daily living activities)
(R R AR P UIE H A8 S8 5 T 7 25 EekihBh )
Totally dependent 52BN
(] (Need assistance in all daily living activities
NI N N y g
(7Y H & A& EE T RS 1)
Others (e.g. aggressive behaviour, self-injurious behaviour, etc.)
HAth (flan - BT R ~ BRGETTRE)
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PartV Recommendations
EHERSY b
] 1. Low Care Level Home {5 /& BRI 2
(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)
(BRI HEETE IR T 78 s N LHVBERS - 1% S8R A\ B ARy B PR RS
MAE H &AL fE 7 SRR )
[] 2. Medium Care Level Home 1 EIREE2
(an establishment providing residential care for PWDs who are capable of basic self-care but
have a degree of difficulty in daily living activities)
(BPTR HEETE IR T 28 N LHVMERS - 1% SR A\ B ARy B IR RS
{B4F H W #EE 7 A — e R IAEE)
[] 3. High Care Level Home = E IR
(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)
(B IR TR N LIRS » 2 B R A\ — R R R = AR
E TR - R R E H W T R R R ~ R S - (AR
H = Y H R R R B )
Part VI Other Comment
L YAY: Al Hotr#t=
Registered Medical
Practitioner’s Signature Name of Hospital/Clinic
e EE bt 2Rt
Registered Medical Stamp of Hospital/Clinic/
Practitioner’s Name Registered Medical Practitioner
S e A 2 Bbt 2h ah e 4
Date
Hi
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