® HEFF R B RS
l Community Dental Support Programme (CDSP)
Application Form

F—8a () HRAER
Part | (A) : Personal Particulars of the Applicant

3z 4% Chinese Name Hi 44 English Name
HAHH (H/F/4F) Date of Birth (DD/MM/YYYY) | ey T % Male
Gender ] % Female

B8 (45E%] Identity Document Type
[ F# 5478 Hong Kong Identity Card

L] HAr B {7824 Other Identity Document » F5:+£HH Please specify:

BpE A A-5E  Identity Document Number Tra& EEELTERE Contact Number

{4l Residential Address

BEESHHE E-mail Address (#77%/ if applicable )

B (Z): FEAZRE AEEEN /REAEANEE
(R A/t 5 B LT RRE TR )
Part | (B) : Personal Particulars of the Applicant’s Parent / Legal Guardian / Agent
(Only for applicants under the age of 18 or mentally incapacitated)

{3 S SRR | () 50K Father (] 5 Mother
Identity Document Number Relationship L] /AxEEE A Legal Guardian
[ ] EAh Others:
By A A ] #5775 Hong Kong Identity Card
Identity Document Type ] HAth 5538824 Other Identity Document

A

SHEFHH Please specify:

# () Surname (English) | % (#237) Given Name (English) | 4% 88 5E956E Contact Number

<7 #:4 Chinese Name BEHHE E-mail Address ( 477/ if applicable )
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FER - ERER
Part Il : Eligibility Category

A R T AR TRV AR - WARKERY RS "L, ¥ TV e
Please select ONE category for the applicant to enrol in the CDSP and put a “v” in the corresponding box “[_T".

]

75 pREC LA B EEAE T REAERA RN ((TBEHBUT2B&E™)
Aged 75 or above beneficiary of Old Age Living Allowance (OALA) under the Social Welfare Department
(Administration fee is fully subsidised by the Government*)

65 £ 74 LAt EEME T REAERL ) (UZEA
Aged 65-74 beneficiary of Old Age Living Allowance (OALA) under the Social Welfare Department

BhiEHEREE R ER AL (25D

(75 REilL FrtEaflE T RS R ) AVZEARRSL) (FTEEHBUIN2BERD™)
Hospital Authority Medical Fee Waiver (Full) (except Aged 75 or above beneficiary of Old Age Living
Allowance) (Administration fee is fully subsidised by the Government*)

BEhreEEEEHReER AL (H5)
Hospital Authority Medical Fee Waiver (Partial)

HEEAEEIN " REAK ) RETERE RIS A

(B8 SLEMREG]) (FTBEBBINSBER™)
Service users of Home-based Community Care and Support Services @ subsidised by the Social Welfare
Department paying Level 1 or Co-payment Category | (Administration fee is fully subsidised by the

Government*)

HEEFIFERDN T RERA ) RE G RCR R ECHI A

(BRI ERERA])
Service users of Home-based Community Care and Support Services @ subsidised by the Social Welfare
Department paying Level 2 or Co-payment Category |l

HEEtE " REERERS FETE ) rv2EA

(55 8 LRI

Beneficiary of Community Care Service Voucher Scheme for the Elderly (CCSV) with Co-
payment Category Il under the Social Welfare Department

SERCEEN S RS E Y348 - Removal denture fittings are subject to designated co-payment fee.
Tl SRS P AR 5 8 A A [ B E 13 U A St SR BE A RS BB S (T % - The CDSP service users
shall pay the administration fee directly to the selected NGO for subsidised services provided. The current
administration fee for one tooth is HK$50. Please refer to the Participant Information Notice for the
scope of CDSP services.

HEFEIEAEREA TR RE B IREIRTS ) 50" RIESIRME | W28 —B0EE g/ HE A RER I 32
Bh# - Including recipient of “Home Care Services (HCS) for Frail Elderly Persons” and “Home Support Services”
subvented by the Social Welfare Department while paying Level 1 or 2 fee charge or Co-payment Category | or Il

for the said services only.
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F=8h - BHEARE
Part lll : Declaration and Undertaking

1. AA/HBEACTESLIMA TETEFEC (BEE) -
| / The applicant has registered with the Electronic Health System (eHealth).

2. ARANCHEEE SRR (R AZR) & (EAERBERT) - WELFEREEANE -
| have read and understood the most updated version of the Participant Information Notice and the Personal
Information Collection Statement of the CDSP, and agree to their contents.

3. KAEEZI/FEERFASIEES R R # - A ANEREIAERE A Z B RICBUTEFT - FFIAERE 7 e
e NERNIFTAHRBE R » DUESECHEHE AERIRR -
| agree to enrol in the CDSP/ enrol the applicant in the CDSP. | also give consent to authorise the Director of
Health to obtain all relevant information from Government Departments, Bureaux and relevant parties for the
purpose of enrolment and establishing the eligibility status of the applicant.

4. ARANHBBUFAEBHEE SR SHEETE MR ERBHEE - ERSHEE A Bt &SRR S ER - A AE
EfTAREZIRFHIE A -
| understand that only specific service items under the CDSP are subsidised by the Government. When a service
item falls outside the scope of the CDSP, | shall bear the cost of such service at my own expense.

5. ARNEHTEIFRAE FIEHEAYER RO E B SRS TR D IRAS AT AR IR Y EAt k) - H B IERE iR - A ABIH
WBARIEHCE N R R PR SRR Rt » B DAEM T ER R A2 DIBIHUS & R R E 0 & B A R -
Al eTE - AN E ERME RER SRS ER - S E SR T EREUS & B SR B &R - BEIRT -
g CERBIRERET) (FAEEPISE 210 &) algieik - —EF kRs i HHmESE 14 £ -
| declare that all information provided in this form and any other information submitted/to be submitted under the
CDSP is true and correct. | understand that if | knowingly or wilfully make any false statement or withhold any
information, or otherwise mislead the Department of Health for the purpose of obtaining subsidised dental
services under the CDSP, it will render me liable to prosecution. | understand that the deliberate provision of false
information or omission of information in order to obtain financial assistance under the CDSP by deception is a
criminal offence. | may be liable to prosecution and on conviction to imprisonment for a maximum of 14 years
under the Theft Ordinance (Cap. 210).

6. AT/ BREE R ARTT REE IRV EE A SR ~ TAE B A SR A S )\mélﬁ&ﬁ“‘éﬁéﬁk%ﬂ 2Rt (RRZAT)
TR EEI > ZH— BRI R A R AL BB IUER 2 B IR A SE RS - SIEEEE AR ~ JRE Ran N B UE A RAERS
[EFREE NG KBS » SERHEZAY EF'%%%%T%Ef*@ﬁﬁﬁﬁﬁﬁﬂﬂ’ﬂﬁﬁﬁ““ﬁﬂiﬁﬁﬂi (it[l CBE ~ VA Bing NBAELACK
REFE [E HHEE N E KIEZ RAEH B IS E 55 AfER - iRt EES e BIAELY ) » X TIERHEF ANEREZ
[E RS HTIERS « A FRF2AT iR A MIW%EUEE
The parent, legal guardian or agent of applicants under the age of 18 or those who are mentally incapacitated
must present all the document proof listed in Part IV of this application form when making an application to the
non-governmental organisation dental clinic ("the dental clinic") on behalf of the applicant. If the parent, legal
guardian or agent cannot accompany the applicant for the first appointment, please pass the completed
application form and all the original documentary proof listed in Part IV (A copy of the Hong Kong Identity Card
can be provided for verification if the parent, legal guardian or agent cannot accompany the applicant in person)
to the person accompanying the applicant for the first appointment, and submit them to the dental clinic. The
dental clinic may refuse applications with incomplete information.
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F=E B RERE (8)
Part lll : Declaration and Undertaking (Cont.)

AR T > WAESERY IR T AT TV e

Please select ONE option and put a “v” in the corresponding box “[_]".

(] H55 AA& A The Applicant
U] HF AR TEEE# N (CH A Applicant’s Parent / Legal Guardian / Agent

HREAEE
Signature of Applicant

AR TEEEREN S REEANEE ()
Signature of Applicant’s Parent / Legal Guardian / Agent (if applicable)

=EHH
Date

PUUER Sy ¢ EREES

Part IV : Documents for Application

iA [ I EBURF AR B2 AT R EU R SRR -

Please present the original copy of the following documents to the non-governmental organisation dental clinic.

RN =R
Applicable to all Applicants

EHER A B g 58 SR AR
Original copy of Identity Document of the Applicant

FERFE R E SR SR TR E R HRE I SR IEA
Original copy of supporting documents for Part Il Eligibility Category to enrol in the CDSP

R ARM /UK 2 B BT RAEIHVHEEA

Applicable to Applicants under the age of 18 or mentally incapacitated

SRt TEERGEN A RELAW B3I S

Identity Document of the parent / legal guardian / agent

WACRE,TEERGEN B AKRAEH B R E a5 AEZ - Bt B0 S8 S RI A ERL

A copy of the Identity Document can be provided for verification if the parent / legal guardian / agent
cannot accompany the applicant in person

]

RR(REEHASCA: - B FREE AR 4RSS B ~ S BHEE A B 35 \ R E RS B E Al -
]  Proof of relationship, such as Applicant’s birth certificate, statutory declaration, or self-declaration
stating the relationship between the agent and the Applicant.
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BHE7  HFEANEREZE
(A FI2FmEE)
Part V : Document Vetting of the Applicant
(To be filled by the Dental Clinic)

SFR2 R B C AR SBIUE Y ATy BRI SR IER -

Staff of the Dental Clinic has checked the original documents as listed in Part IV.

IR E %2 Signature of Dental Clinic Staff

FRlZ2FrEE Chop of Dental Clinic

IR e+ Name of Dental Clinic Staff

HEH Date
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