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Kwai Tsing Sighature Project Scheme and Community Involvement Programme

FRGEIERR IS KR Y ARFE S E AR IS FR AR RAR

Dental Care Service and Optometric/Ocular Examination Service Application form

YERETE Notice
1. BFEE N A At IEAR IS IR A — R EREE RN o SHESARASHT » 55400 ( FaEAH) -

Each person is allowed to submit only one application form for each service. Please read “Notes for Applicants”
carefully before completing this form.

2. HIGE AVEIRSER R > WA 60 Bk (FREEHRESE ) 20 50 5k (FOURKSeERGEA) (5
<EF"$’E%D> F3ZEA4IH) -

Applicants must reside in Kwai Tsing and aged 60 or above (for dental care service) or 50 or above (for
optometric/ocular examination service) (Please refer to Notes 3 & 4).

3. (HEAZEAND) 25 4> IHPTY A 2 EEHE HHVERA BN - A a LIRS R &S - 52 EBhH B Ry T
Current bergeliluary of subsidy schemes listed in Note 4(ii) is NOT eligible for the Service. These subsidy schemes
are set out below:

(1) 4ot e (EiEHEE) Comprehensive Social Security Assistance Scheme;
(2) (ATFEEEFHF) FrylBIRATE BB E I RHEF] 5 5 _

Civil Service Medical and Dental Benefits as set out in Civil Service Regulations; or
() EAEeREIFIRG [FEAN A REEHEARE S

Community Care Fund Elderly Dental Assistance Programme [for dental care service application only].
4IRS H AR A FEA R A AE ARV E R SR A > 4 ¢ TEE R - R - SRITH G - ERE
sCEAIE KA EHLTE (Bé*/\):‘m%ﬁ% HRAXF AR A = H &) -

Applicants are required to submit a copy of proof of re3|dent|al address bearing their names, such as electricity
bill, rates bill, bank statement, voter registration notification, public rental housing tenancy agreement (The
documentary proof must be issued within recent three months except for public rental housing tenancy agreement).

S. FH{EPEELAYRUE FREE RS L CFRERZEAD) 56 4(vil)IH -

For the respective appllcatlon deadline of each phase, please refer to Note 4(vii).

6. QIEHEE AAKUEN (BRWCRRIE ) > WMAERNIEICRIBIG BE —(ERL_EAER 2 STEisEir K _EEEHbbayEs (B
B (HER) 5 AVI)E) o

Applicants requiring an “Acknowledgement of Receipt” should return the application form, together with
one self-addressed stamped (HK$2) envelope (Please refer to Note 4 (vi)).

7. 5E LA SO SOERSE R A TR E - WA TN E TV

ThIS form must be completed in Chinese or Engllsh in BLOCK letters. Please tick the box(es) as appropriate.

BAAREFE ZHRFS - 1 would like to apply for the following service(s): (a7 —(# You can choose more than one option)

L FRIBETEALFS Dental Care Service* (15201841 A 1 F B EEE I&lH R LR AR A AR S
SRS G R B 2% H (R120184E1 H 1H) Z RTUEIRI AT A B a5 TR 2R Fs 1k <)| Optometric/Ocular Examination Service

EﬁﬁB Section A. EE”% Aﬁﬂ Particulars of Applicant (geiE:&a 5% -2k4EE as stated on Hong Kong Identity Card)

o H 4 . B HE
Chinese Name - English Name

Eﬁa%c%ﬁéirth : ‘ D‘D ‘ ‘ M‘M ‘ ‘YYLY‘ ‘ MR Sex - QA 5B Male Q % Female
A EE .’ “ ’ ‘ ‘k ﬂﬂﬁaﬁ

HK ldentity Card No. - Contact No.

(FrHEEI Y EESES ISR TSI Z Y - AREET i —(E - )

(For appointment booking only. You can fill in more than one number.)

[ : . "
Residential Address : (ZFlat/Room) (##Floor) (EEBlock)
E;*E%Wﬁf&zﬁt%’liﬂ)fﬁﬂai ol (XJEBuilding)
COpy Of proor ot residentia (ﬁjﬁ/%@ﬂ/éﬁg;ﬁ- D -y;g/% Kwal Chung
address must be enclosed Street/Estate/Village) QO &7k Tsing Yi
*All applications received from 1 January 2018 onwards will not be 19555 — E Please turn to Page 2

processed until all applications before 2018 receiving the service.




Z8 Section B. EHg5 ABEHH Declaration by Applicant

AANCEE (HEAEM) - B KEE SRR ZHFNE %R - THAIRE K g2 25k
T oo BUALHEE - A AKEE R IRSE G EIEE (HEFAM) NIIHRYFARE - 1EELEN ¢
I have read “Notes for Applicants”. I understand and agree to the arrangements in relation to the application such as vetting procedures,

appointment booking and attendance rules, etc. | hereby undertake and warrant that 1 shall comply with all requirements set out in the
“Notes for Applicants” in making this application, and declare the following:

(—) RANGIE CHEEHF ) BA0N)EMYIHZ EYHEBEHAZE AN - 2L EBIHEE YA -
I am not a current beneficiary of the subsidy schemes listed in Note 4(ii) as set out below:-
(1) 4EEF = REEEB) Comprehensive Social Security Assistance Scheme;
) (ABEFEGHRE) A7 A BT KA RHEH § 2
Civil Service Medical and Dental Benefits as set out in Civil Service Regulations; or
() EREERET PR [HEMNFREERE IR
Community Care Fund Elderly Dental Assistance Programme [for dental care service application only].

(D) ARNAEARFZRANFTHEImAVER > B EMERI - KAHOEBERRK - REREERER - DUE
SANHEF)ZEFHEERIEE( THE ) (DZEFHE2 B E( T5F#E] ) ¢ (i) HA S
ZEHEERY AT RECEBEETAV R R G 8 ( T M ERERS ARG EGED) - FTRE)S
HEAT R - FREEICR NERFFERID - AN 0] g N L& 78 JR RO (B A A 6552105)
s H A A RE A G i #AEET -

The information provided in this form is true and correct. | understand that knowingly or willfully making any false statement or
withholding any information for the purpose of obtaining service or subsidy under (i) the Signature Project Scheme (“the Scheme”),
(ii) the Community Involvement Programme (“the Programme™) and (iii) other Healthcare Services launched by Kwai Tsing
District Council or Kwai Tsing District Office (“the other Healthcare Services”) may be a criminal act. Such act not only may cause

myself ineligible for the Service(s), | may also be liable to prosecution under the Theft Ordinance (Cap. 210 of the Laws of Hong
Kong) or any other relevant Ordinances.

E) AL FEESRFTREEFRE ( "RBUE, ) R CHEARN) BTHEHEMEHARANE
o HEATERAR NLILIA E ~ 51 SISO il (2 5 Ak 75 18 S Y F R 7 R Y P R B0 33 1 HH 38 A% > 0[]
ERBUREREAFGFRS > f£AFZLREANERIVE LT - ol mEs07 (Bt d
RAIE ~ A RFRG R - HALBUF K EPT 5 30h RS R I B A A {E A
Zokl o LUREIA ARRILIE E ~ 5+ B s A B RS ME ST A P o AR AU 1 PR R R S Y AL AR
FrAu it e A BB (HEEA) SBANIESIHN 2 &R > I [F 8 LR HEr (a
L EEAE AT B R R ) RIS B T REUZ B A N B S & L2 R

(BIA0AR A SR A G GRRebg Bl R/ (075 BBA A1) Froili g A7 B BB R o RHE A
NEHAZEN) - WARANSFTFEER - BASEZIIEE - 5T S SR R F RS -

I hereby authorize and give consent to Kwai Tsing District Office (“the District Office”) to handle and use my data in accordance
with Note 7 for the purposes of the application submitted by me including the conduct of checking. I consent to the disclosure of
my personal data by the District Office to any other parties (including Social Welfare Department, Civil Service Bureau, other
relevant government bureaux/departments and/or relevant organizations and their authorized officers) in relation to the application
submitted by me if the disclosure is necessary for processing of my application. | understand the processing of my application
would include the conduct of checking procedure for ascertaining whether | am eligible under the Scheme, the Programme and the
other Healthcare Services as stated in Note 4(ii) and consent to the disclosure of the eligibility (such as whether | am current
beneficiary of Comprehensive Social Security Assistance Scheme and/or Civil Service Medical and Dental Benefits as set out in
Civil Service Regulations) by the aforesaid government bureaux/departments (including Social Welfare Department and Civil
Service Bureau) /organizations/authorized officers to the District Office. | understand that | may not receive service under the
Scheme, the Programme and the other Healthcare Services in case | am ineligible.

HEE NIEE N3 :
Signaturglof Applicant/Guardian: 35 Date:

NS AN EREET - SEE0 T et
or(aﬁfiiﬁgeﬁrJ {)\rﬁft i ?;%Iicar?t iﬂsﬁl%eﬁte)

MR AR EFENTEESNGER - REAFERIEW

Complete by Witness only if Applicant is mentally capable but is illiterate.

RAREE ST EAT B AR TEHE K fiZFE This document has been read and explained to the applicant in my presence.

sz : TG RS
REENME# Name of witness HK Identity Card No. °

HEG A %& Signature of witness : HHA Date

WMEEF ARBH EMENTEM R B HEE AEMEL » BB AER LM

Complete by Guardian only if the application is made on behalf of Applicant who is mentally incapable

ESE A 44 Name of guardian : HFAB RSP

HK Identity Card No.




