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Benji's
EREEDPLY CENTRE E/@%ﬁ EF‘)[\J\

R Z FHRRBIL AR ~ #F - BEHEREIREART -

kb JUBEPRKIS RS 12 SR HE T 1 9 -

TEEL 0 2728 8830 {HE : 2728 8831 FEHS : admin@benjiscentre.org.hk

Please complete the form and return by fax, e-mail, post or in person to our centre.
Address: Shop 1, G/F, Heya Green, 12 Wai Wai Road, Sham Shui Po, Kln.

Tel.: 2728 8830 Fax: 2728 8831 E-mail: admin@benjiscentre.org.hk

PR 5 B ER A

Application Form

SLEATHE
HE: RERR
Part A: Child’s Particulars
1. {#AEF! Personal Information
P S MRl HBiax
Name in English: Name in Chinese: Sex: M/F*
AR HE (H/H/4E) FHg St/ RS HE
Date of Birth: / / (dd/mm/yy) Age: I.D./B.C. No.:
s} IR
Mother Tongue: Primary Care Taker:
fEHE
Address:
RLRELITHE R/ E2 AL Pl
Name of Kindergarten /School: Grade:

2. RERS Y% EEZTERE DN ZRE? SESEMA Y

Any service(s) *currently receive /received before/ on waiting? Please ‘v in the appropriate column.

AR AR Bz IEEEZ | EmiED AR5 2ttt PEZ AR (F/4F)

Type of Services Received : Receiving | Waiting Name of Organisation Service Period (mm/yy)

FigE s
EETC

g LR S L
ICCC

FIRCER AR IR R 5
OPRS

REIRAD 5L L
scce

SRR /AR
Speech and Language
Assessment / Therapy

BN
Physiotherapy

e Sy
Occupational Therapy

HRFT2

Specialist Outpatient

Service(s) 5 5FHH Please specify:

HoAth A 5
Other Service(s)

H551HH Please specify:

* Please delete the inappropriate & 88 FH & Mk

(Rev. 04/2022) 1




3. R S Y £ SR R RE R H E IR 2 (A0 )
Please describe briefly the problems of your child (with diagnosis if any)

ZER © FEEEHR
Part B: Family’s Particul

ars

1. *x% E/ JEEEE A\ (i A&l *Parent’s / Legal Guardian’s Personal Information

B HhSE e
Name in English: Name in Chinese: Age:
EURN LS e B E
Relationship: Occupation: E-mail Address:
sk BB EE (F1#%) (E2) (€ 7NEY)
Contact Tel. No.:  (Mobile) (Home) (Office)
2. *Exe ek N B A EEl *Emergent Contact Person Information
B HhSE e
Name in English: Name in Chinese: Age:
B GA B R (& e B EHHE
Relationship: Occupation: E-mail Address:
ek R Eh (F1#%) (E2) A=)
Contact Tel. No.:  (Mobile) (Home) (Office)
* Delete the inapplicable H& 7 # FH & ff4:
3. EEMZEREZREL Family members residing with your child
R /2 E /| BLEAS BEE .
44 FEg o vR | smmme | ok RERER BERE e
Name Age / Sex Relationshi Occupation / Level of Language
& p School Grade Education guag
/
/
/
/
/
4. FEEVE FUTA Average family income per month®
5. BFEH Assets declaration
B W B ot B
Cash Equities/ Funds Real Estates Vehicles & &

and Overseas)

AT FARI AR ER IR - SR RIS HKIEWAGEH » DU T OHESI R NS & &S -
Our centre strives to provide speech therapy to children from low income families. Please submit your family income
proof for our consideration upon acceptance of your application.
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WHER R

Part C:Service Selection
1. G5EEIERRTS  Please select service
O =:EsE  Speech and Language Assessment Only
O SEESHERIEE  Speech and Language Assessment and Therapy

2. FEEEEEESRANGLL 1,2,3.. HEFEEfEEFE  Please select your time and rank priorities in 1,2, 3......

_F4+ Morning N4+ Afternoon WEFEIFER- - B
9:00 — 1:00 2:00 — 6:00 Please specify your time if necessary

FH Weekday

ZHA7S Saturday

3. EEEEFEISEEHEL Please choose the centre location
O %E/K30y Sham Shui Po Centre [0 D0y Shatin Centre
O W90 1] Both Available

TES -
Part D:

L RIS HIA RS
How do you know our service:

O J¥i& Relatives or Friends O S EREFEZE 7 HIES . Child Assessment Centre

O Zh#EE, 245 Kindergarten / School O %I Social Worker

O #f= HzE Newspaper / Magazine O ZEf Television

O EI4E Internet O HAth Others (#5:FHH  Please specify:

IL B ERE BRSO AT B e E B e B R ?

Do you want to receive information of our parent talk or parent program by E-mail?

O FEZ Yes, I do CO°RFE= No, I Don’t

#HEE Remarks
1. HHEEROVEEE DL N ARSI S 2 BIA—HFERL -

Please attach copies of the following documents with your application
() 5iEHAEEEHES S {55EF Birth of Certificate or Identity Card of your Child
(i) FAT=(EH 2 ZEWAGEHMREE - FOAMRRCE: ~ BB ESHEEET <)
ALLESRBHETUAGEHRY AL » S ORI AGEHE R AEHFES -

Family Income Proof (e.g. salary statement, bank statement, taxation document or other income proofs)
For those who cannot produce income proof, please fill in Income Certificate or Self-Declared Income
Statement provided by our centre.

(i) ST/ S8 ot R/ H AR & (0A)

Speech and Language Assessment / Treatment Progress / Other Relevant Report(s) (if any)
(iv) R EUE R E5 2 (fT{4—) Fee Remission Application (Appendix I)

2. HIEEAPTREHVERKERRE - MR SRS A

All information provided will be treated strictly confidential and would only be used for application of services.

{AANEFIEEHH Note on Personal Data Privacy
1. ARABEER L ARG T B R B O A & AR (E AV B &R o 1 give consent to Benji’s
Centre to retain above data on file and to make available such information to relevant personnel.
2 ARNGEILERDH o D ERIEHEE . KW RESE, KNG 2R - *
I declare that all information provided above is true and complete. I w1ll also declare any future salary adjustment.
* R & R PRI AR, R DR BV ERE T R

I understand that by making false declaration, I may be liable for prosecution.

SR PN G wE HEA
Name of Applicant: Signature: Date:
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JRER © WA NEH QBT

Part E: Referrer’s Information (for referral cases)

LEUIPN =4 Tfiz
Name of Referrer : Title :
Pt

Name of Organisation :

Ptk

Address of Organisation:

EEE L EERLRHS
E-mail Address: Tel. No. :
wE H &
Signature : Date :

sfe st sk she sk sk sk sk sk sk sk sk sk sk sk sk ste sk sk sk sk sk sk sk ks sk sk sk sk st sk sk sk sk sk sk sk sk ook sk sk sk sk sk ste sk sk sk sk sk sk sk siesieo sk sk sk sk st sk sk sk sk sk sk sk sk sk sk sk sk sk st sk sk sk sk sk sk sk sk sieoskeoskokoskok stk skeoskeskoskoskok

HrfULIEES
For Centre Use Only Ref. No._

Application Received Date: Accepted / NotAccepted / Waitlisted
Date of First Assessment: Date of First Therapy Session:
Date of Discharge:
Reason of Discharge: [ Receive EETC / ICCC / SCCC / speech therapy service at Government clinic

L] Receive speech therapy from other private settings

0] Self-withdraw L1 Others (please specify):
Remarks:

(Rev. 04/2022) 4



g S (i —) Fee Remission Application (Appendix I)
FEEWA B2 &# Family Income & Expenditure

FdEE#E44 Name of Child:

H. KEFTEEE Family Background

1. BriEEEC BRI EER GER@EE O v 5%

Type of residence are you living in  (Please v~ in the appropriate box)

OO0 Ad:Ed Public Housing Estate [0 J&E Home Ownership Scheme

O FAMETFFH{E Private (Rental) O FAWYIZ Private (Ownership)

O Hfth (FFEEH - )
Others (Please specify: )

2. FEWAKE GBS O i v 5k SHEHEMHEER)

Source of Family Income (Please v in the appropriate box(es) and complete details)

WAIEH SEEZAWAG)
Items of Income Monthly income on average
la. O %420 ABY/ K Comprehensive Social Security Assistance or/and (A)
Ib. O TfEUZA Salary
et B % e EE e S
Name Relationship Reside with child Occupation
(B1)
(B2)
(B3)
(B4)
&%t Total : (B1) + (B2) + (B3) + (B4) = | (B)
2. O &¥&#AL Disability Allowance (©)
3. O %ﬂjﬁﬂlﬁ“ 305 Other allowance from Government D)
(555FHH Please specify )
4. [0 Hfthir A=¢#EE Other income or allowance
SEEFHHL A SR Please specify the source: (E)
BHAREREK
Total monthly family income : (A) + (B) + (C) +(D) + (E) =

=+ Remarks:

SRR LU HREE OB A Please attach copies of relevant documents:

O &EFBUL AEEHH Proof of Comprehensive Social Security Assistance

O {558 /E0ESEIH Proof of Disability Allowance

L HEEAGEH (0 : fEs -~ B }\EFUE%? BB F S EHEE - )
ULLER AT AGEIAN AL - 555 O R B A GE I E SO A IS -
Family Income Proof (e.g. salary statement, bank statement, taxation document or other income proofs)

For those who cannot produce income proof, please fill in Income Certificate or Self-Declared Income Statement
provided by our centre.

3. WEEEEtR R TR AAESNETRE__ BT
I can afford to pay HKS$ per session if full fee remission is not granted.

(Rev. 04/2022) 5



Z.. ZEERE Y Family Expenditure

TEEALH

Monthly expenses on average

(—) BEFi Expenses of the applicant (the child) :

B (RS E RS R B EIE L)

School Fee (Actual amount after deducting fee subsidy/remission)

EHE L ERHEC Textbook and Miscellaneous®

AZiEE Transportation
Hifth BB 7 (3551 BH) Other Essential Expenses (please specify) :

[

W PN

&Et Sub-Total (a) :

(Z) —f%BE< General Expenses :

< /| T8 HEK Rent / Mortgage

&E3HE Management Fee

EfEHF  Rates & Government Rent

BEE*N Electricity*”  ([4Z Winter($ )+ EZ summer($ )/2)

BEEEEE Telephone (fUFEZ/EEEE R BhEESE include home & mobile phone)

/K& Water®

R/ AHRE” Town Gas/LP Gas”

Ex Y% Medical Expenses #

AZiEE Transportation

JE &% Meals

{#<CRE (W) Support to Parent (if any)

HAh 0 BB (555FHH) Other Essential Expenses (please specify) :
1.

2.
3

&%t Sub-Total (b) :

(=) HAth w58 i%kEESz Expenses of other siblings :

B8 (RS R R B S )

School Fee (Actual amount after deducting fee subsidy/remission)

EHE R ERHEY Textbook and Miscellaneous®

AZiEE Transportation

HAEERES (555 HH) Other Essential Expenses (please specify) :

—

W i N

&%t Sub-Total (c) :

H R EELEEESZ Total Monthly Family Expenses (a+b+c) :

(Rev. 04/2022)




{#iEF Remarks :

(*)

%)
(#)

(@)

BEGIEITNARA TREGNERNNE TR ST ERERR— -

The calculation of expense on electricity is the bill in the lowest charge in winter season plus the bill in the
highest charge in summer season and then divides by two.

BE K - EREEHRE N FTRE IR B E H AR - sEER ANBTREELEHE -
Please fill in the monthly amount on average for the electricity, water, Town Gas or LP Gas charges.
FPUAKEERINREE - ACz2/as0aH  BUBENEH VTR EE A -

If your family member(s) who is/are patient(s) with chronic diseases and need to receive regular treatments; or
monthly medical expenses on average in the past 6 months.

B0 S RE S S S At ARy - G LAY - SR A BTRRBELME HEE -

Please fill in the monthly amount on average for the textbook and miscellaneous

WIRIEABIER] > S5 HAGRIESS -

Please use additional papers if needed.

FEE A FTiEfteyERHE B IR - I IR B IR IS (A -

All information provided will be treated strictly confidential and would only be used for application of services.

{E A\ZHIEHH Note on Personal Data Privacy

() AABEEREARERGS TR R E P OAIRA SRt a AR AR A &R -
I give consent to Benji’s Centre Ltd. to retain above data on file and to make available such information to relevant
personnel.

()  ARAGERERH - D AR ERBTIEHEBRE -
I declare that all above information provided is true and complete.

CEEEPN e H &3

Name of Applicant: Signature: Date:

HFULIEES
For Centre Use Only

Application Received Date: Our Ref. No.:

[1 Accepted for Full Fee Remission

Result: [1 Accepted for Partial Fee Remission ($ each session)

[ Rejected for Fee Remission

Remarks

Approval Date: Staff’s signature:
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