R Mpexy o

Elderyy Day Care e SPHF-EDCC-001

B PRk B Rt
St. Paul’s Hospital Elderly Day Care Centre

SRR EREE

Medical Examination Form

BHEE Partl i35 AZFl Particulars of Applicant

4 Name MRl Sex e Age

S (955 HK.LD. No. | B&8f% #2FfE5% Hospital/Clinic Ref. No.

ZE Part 1l SRFESC#E History of Major Illnesses

(1)

2)

3)

(4)

()

WS BARERR Y SRR TiT? A O @& [
Any history of major illnesses/operations? Yes No

4 > IR
If yes, please specify the diagnosis

HEEBEEIR? A 0 & [
Any evidence of infectious or contagious disease? Yes No

WA -
If yes, please specify

SR LA T PaCE: - SHREALTEE R 7o A TR -
Past psychiatric history, if any, including the diagnosis, period and whether regular
following treatment is required.

WHAIZRIRHEEY) - Sl iR & -

Detail of present medication, if any.

HEEHEEY) - RYsEA B A 0 & [
Any history of allergy to medicine, food or others? Yes No

WA > Rt
If yes, please specify

BEs R R R A % AN E A AR

This form is only valid within 6 months from the date of doctor’s signature
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NEE Part IIT

B2 Physical Examination

[MEX Blood pressure

LBk Pulse #8EE Body Weight

FERIEMN
General

TEER 2478
Cardiovascular
System

HE R/}
Abdomen/renal

BRI ESSH
Respiratory System

HRAE AR 22400
Central Nervous
System

ALE

Musculo-skeletal

R RS - SEat A S AIEE FIR0)

Skin (please specify name of disease if any, and if there is condition like bedsore etc.)

6 Foot

HRES (AEIREE N > FFaEH)

Eye (please specify name of disease if any e.g. cataract)

HAth Others

XSHfiF  Chest X-ray

HHH Date

15 Report

BEs R R R A % AN E A AR

This form is only valid within 6 months from the date of doctor’s signature
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TEE PartIV | BEEM#EEST(E Functional Assessment
SEE S H FIE _Fv'5% Please tick where appropriate
w7 T ey LI e
Vision = Normal H mildly impaired moderately severely impaired
impaired
v = t“g =3 =1=1 AR [y
7 EH R Iz BB
Heari U Normal = mildly impaired moderately severely impaired
earing y 1mp impaired verely 1mp
S T e R e
C ti H Normal H mildly impaired moderately severely impaired
ommunication y 1mp impaired Y mp
SR _
5 SIS st BE R
L] L] . moderately - .
— Normal/ alert mildly disturbed disturbed seriously disturbed
FEHHIRAE
Mental state 3
] . . moderately .
mild dementia . severe dementia
dementia
EENRES) TEIEWM TR TR WA e :
- { bedridd
Mobility U Independent = aided chairbound A Rbedridden
. RUIME RIME BRA]
ERHIRE S 0 1EH BELLESS KHE R EEHIRE )
Continence Normal occasional urine frequent urine uncontrolled
or faecal soiling or faecal soiling incontinence
HE40E SRR B AR R TR
E O m i # #
ADL. occasionally always aided totally dependent

JXER PartV | BE4: %458 Doctor's Recommendation

(1 HYI s AFrEE /A Please indicate which therapy the applicant needs
[] Y59 Physiotherapy (] B9 Occupational Therapy
[ SEEA9 Speech Therapy
WHHMFEE - 5HE

HEE)EEIE H Please specify other treatment recommended

() HAtr= H, Other Comments

S N2 Signature & Chop HEH Date

Bx 4444 Doctor's Name B[t 22 F7 Hospital/Clinic

&5 Telephone no. {HE /&% Fax no./E-mail address

R R B AERS HIAEARNER
This form is only valid within 6 months from the date of doctor’s signature
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