° HEF PSRRI TERE R E R
l Community Dental Support Programme (CDSP)
Registered Social Worker Referral Form Covering

g (BT &6t
(EEHEHR)
Information of the Referrer* (Registered Social Worker)
(To be filled and signed by the Referrer)

fEH 7 fHE Referring Institute/Organisation A &4, Name of Referrer
praZ FRELHERE Contact Number {EESERE Fax Number

A MR IE Address of Referring Institute/Organisation

A A MRS E R E-mail Address of Referrer / Referring Institute/Organisation

HE1 g% Signature of Referrer =% Chop of Institute/Organisation

HEE A A2t @A RSt SR A B2 R R B C B EER M RR2 2R - (F
P2 E AR - BB R L)

Applicants can select one of the clinics of his/her own choice from the List of the Dental Clinics
participating in the CDSP to receive services. (The List of Dental Clinics can be found on the CDSP
website, or provided by the referrer)

FRlz2ZFr2f% Name of Dental Clinic

ik (HFRZHTRHEATGIRIER » WA B EEER EEE )
Acknowledge Slip (To be filled and returned by Dental Clinic after arranging appointment to referrer by email or fax)

HiEg WA &
Name of Applicant (Patient)

FR&YHEA S
Date of Appointment (DD/MM/YYYY) / / Time

ARG A 5 A RIRLT H BRI R - A B RS B2 A4S - The applicant has been informed of
the date and time of the dental appointment. Please contact the dental clinic for any enquiries.

[B178 HH Date of Reply ZkE %% Signature of Clinic Staff

*The referrer must be a Registered Social Worker of the NGOs on the “List of NGOs Receiving Subvention Allocation” of the Social
Welfare Department! or the NGOs operating support service centres for ethnic minorities funded by the Home Affairs Department?
1 https://data.gov.hk/en-data/dataset/hk-swd-sb-social-welfare-subvention-allocations-to-ngos

2 https://www.had.gov.hk/rru/english/programmes/support_service centres.htm



https://data.gov.hk/en-data/dataset/hk-swd-sb-social-welfare-subvention-allocations-to-ngos
https://www.had.gov.hk/rru/english/programmes/support_service_centres.htm

° HHEF R SRS TR T R o
l Community Dental Support Programme (CDSP)
Registered Social Worker Referral Form

F—Ha (B): HFANEH
(FR 55 A\ B/ EIHET)
Part | (A) : Personal Particulars of the Applicant
(To be filled by the Applicant or Referrer)

th3Z4E% Chinese Name H37 444 English Name
H4 HEH (H/H/4F) Date of Birth (DD/MM/YYYY) R ] 5% Male
Gender [ ] Z Female

B0yE5I 48 AY Identity Document Type
[ F# 5478 Hong Kong Identity Card

[ HEfr B {7824 Other Identity Document - 35:+HH Please specify:

B s A-5REE  Identity Document Number fhek BEERTRME Contact Number

{1l Residential Address

BEHE AL E-mail Address (#77#/7 if applicable )

F—Ha (&) HFEAZLR EEEEAN REAEANEE
(R A T /\sk B¢ B BT RRe IHYEEE A
Part | (B) : Personal Particulars of the Applicant’s Parent / Legal Guardian / Agent
(Only for applicants under the age of 18 or mentally incapacitated)

B raa SRS EHEREEEAIRAMR | ] SO Father  [] BE#H Mother
Identity Document Number Relationship [ ] /AEEE A Legal Guardian
[ ] HAtl Others:
By g B HE Al [ F#&E{5% Hong Kong Identity Card
Identity Document Type [ Hf 543584 Other Identity Document

E:THH Please specify:

#E (F£32) Surname (English) | % (3£ ) Given Name (English) Mre& BEELTEME Contact Number

17444 Chinese Name BEEIHHE E-mail Address (#77%/7 if applicable )




FERT - BRI
(E/EIEE )
Part Il : Eligibility Category
(To be filled by the Referrer)

ESE AZw e

Vulnerable Group

BAENVEERIEY  FEERE A EIVEE - WAERE TS "L NI TV e (FIEEZA—TH)
The Referrer must fill in this part. Please select options for the applicant to enrol in the CDSP and put a
“Y" in the corresponding box “[_]". (Can choose more than one option)

SRR () FHES Tenants of Sub-divided Flats

WEMERR 84\ EFF Tenants of Transitional Housing/Light Public Housing
MR, F2E# Homeless People/Street Sleepers

& AN+ Low Income Families

IR RE Single-parent Families

YaEfER# Singleton Elderly

F£H K » MEEA S AJE]{E Elderly Couple with no other family members living together
o A1 New Arrivals

5= N+ Persons with disabilities

D odgogoooggg

- ge bl
Eligibility Category

A TR AT E AT IRV E R - MERERYTTAE T, 4T v e

Please select ONE category for the applicant to enrol in the CDSP and put a “v” in the corresponding box “[_T".

75 LA FHEEAE T REATERL IZEAN ((TEEHBUT2BEE™)
L] 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 F T4 EmEAE T REAERM ) AVZEA
#  Aged 65-74 beneficiary of Old Age Living Allowance (OALA) under the Social Welfare Department

BhiEHERREEH R ER AL (280D

(75 R B ErtEfE T REATEEN ) E AR ((TEREEBINFEEBER™)
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*)

#  BEEHEBEEEHEEERAL (H2)
#  Hospital Authority Medical Fee Waiver (Partial)

HEEAERDN " REAE  REE BRI A

(B4 S ER A (FTREHBITEBER™)
Service users of Home-based Community Care Services @ subsidised by the Social Welfare Department
paying Level 1 or Co-payment Category | (Administration fee s fully subsidised by the Government*)

3




FERy - BRI (8)
Part 1l : Eligibility Category (Cont.)

#  HEEFAFRPN "RERA ) REHERERECHIEEE
(B =8l S ES R
#  Service users of Home-based Community Care Services @ subsidised by the Social Welfare Department
paying Level 2 or Co-payment Category Il

# (HEENE T REHERERSETE ) AVZEA
(28 8RS TR

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

HEENEE RS EE e AR BHIE AR ((TBEHBIN£BER™)
Service user of services provided by the Social Welfare Department to street sleepers
(Administration fee is fully subsidised by the Government*)

SRR T BB Y BT s =YL {T 48 - Removal denture fittings are subject to designated co-payment fee.
Rl SRR RS o 3 2 ) B E Y3 EBURF AR At SR BE R IR S B ST B - BlaT RV IR - sh2l
(&h1E7E%1) - The CDSP service users shall pay the administration fee directly to the selected NGO for
subsidised services provided. Please refer to the Participant Information Notice for the scope of CDSP
services.

HEFEIEAEEER " 4raxERERS (RelEz), 3 " & E ot BRI ) 8¢ " RIEERS ) W8T
BT E KB E L E R BRI = B - Including recipient of “Integrated Home Care Services (Frall
Cases)”, “Enhanced Home and Community Care Services” and “Home Support Services” subvented by Social

Welfare Department while paying Level 1 or 2 fee charge or Co-payment Category | or Il for the said services only.

F=Fr - B KR
(HEE NS AR ~ TR E R N BB AIHES )
Part Ill : Declaration and Undertaking
(To be filled and signed by the Applicant or Applicant’s parent / legal guardian / agent)

AAPEH DU B &% | declare and undertake the following

1.

RN/ FHFEATELIA T ETRERG, (BE) -

| / The applicant has registered with the Electronic Health System (eHealth).

KN CBIEN AT E oAy CBREE AZERD) R (EANERUWEEER) - IO REHAE -

| 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.

KANEESN/ FEHFASINE @R RETE o AN FEBIAER R B RIEBUFERT ~ SAIHHR 7 & HE
I NEROFTAHBER » DMESECHHE ANERGIRR -

| 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.

AANHABBIF A& @SR R TR ERBIEE - & RBHEE R BIR L E S B SRt B ER - A AE
EfTREZIRFIE 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.




F=Ho - BUH R (E)

Part Il : Declaration and Undertaking (Cont.)

R NBE RIS EIEERETER Rt & S B SRS I B RS AIRE IR s Y HA &R - HE EhEfERR - AAHE
WEARIEGHUE N e R A s R et - s DA A G =R R A% - DABIHUS e R SR T I & B S Rk
Al - AN EBR AR B BOREER - E AR TS & R S R B &) - BHEIET -
R CERBIRIRET) (BFAELGIE 210 =) wlfdaik - —SUEF R s T HRELE 14 4 -

| 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).

PUF RERRRET/ Bk 2 B LT RIEINRFEA

The following is only applicable to applicants under the age of 18 or those who are mentally incapacitated

6.

A KBSt _E AT Ry BE I EY B EE A SCRE ~ TR TE B s A\ B S R A R JRBURF SRS T B2 A (P RE2 AT
TEH AR » H—HF R A SRS S TSy BRI AT A sEHA S © IEREE A SCRE ~ JRE Ban ABAEE ACRAER
FEIEHE AN EXEZ » SRR A a5 R RERHER 3 FrFIHI A 56 IS A (A05CRE ~ A E Bin A SURELACK
RERR B B [l R 55 A B2 - ARt &S SR EIZYE ) X TEEFF NG XELE - AR TRL - FR2
P AHEE BB 20T -

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.

HEEE—TH > MAESIBRY RS T T TV e

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

(] B AN The Applicant
U] HFE AR e A /fCEE A Applicant’s Parent / Legal Guardian / Agent

SEPN =
Signature of Applicant

AR TRERE N RENEE ()
Signature of Applicant’s Parent / Legal Guardian / Agent (if applicable)

= HEA
Date




SUUEY - RS
(T HER)
Part IV : Documents for Application
(To be filled by the Referrer)

- H AR AR N YIRTA B -

The Referrer has checked ALL the following documents for application.

BT R
Applicable to all Applicants

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

FHEFFE R ES R SR TR E R HRE I SR IEA
Original copy of supporting document(s) for Part Il Eligibility Category to enrol in the CDSP

AT AR A RUHAR 2 / / Kyl - (HIFI)
The validity shown in the above document(s) is until / / . (DD/IMM/YYYY)
o ST AR AR -
The above document(s) does not specify a validity period.

BT/ B¢ AF1H_ LT RRE IRV HEE
Applicable to Applicants under the age of 18 or mentally incapacitated

0 Rt TEEREN S REAR B 38 S
Identity Document of the parent / legal guardian / agent
WAChE,TEERGEN B AR B S E S AEZ - it B s8I R A ER
A copy of the Identity Document can be provided for verification if the parent / legal guardian / agent
cannot accompany the applicant in person
RGeS BH: » BIRNHREE AR AEEE B ~ SE IR N B 35 ARG E 38 E R H il -
L] Proof of relationship, such as Applicant’s birth certificate, statutory declaration, or self-declaration

stating the relationship between the agent and the Applicant.

ERERS - B ANERIXE
(AR ATHEE )
Part V : Document Vetting of the Applicant
(To be filled by the Dental Clinic)

HRI2 A B C AR 5 A B s8I S EAR AL T H 57 -

The Dental Clinic has checked the original copy of the Identity Document and verified the Applicant’s identity.
WA B BGE E Bt N ARBER B B [FI A+ sk B 1 _E AT B RE DRV B - S RIZFTIE S
AR H By S S B A FAL S

The Dental Clinic has checked the copy of the Identity Document for verification if the parent, legal guardian
or agent cannot accompany the applicant under the age of 18 or mentally incapacitated in person.

FRiZABRE%ZE Signature of Dental Clinic Staff | ZFRIEZFZ&Z Chop of Dental Clinic

TFRIZFRE 4 Name of Dental Clinic Staff HHH Date






