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Application Form for Medical Fee Waiver

F&E & ¥k Applicant’s particulars

i TR B/ & H 4= H#{ Date of Birth

Name Gender: Male / Female

E RIFEHY NRIC No./Identification No. 4% Nationality IS EAMRIT, Marital Status
*iE /) TiF/ BB/ ER
Single / Married / Divorced / Widowed

£277 Dialect F# Race F1E Contact Number

Mtk Address

EEER O 5EHEE O #&E

Housing Status Own Rent

O=FEFEE OWEEE O AF4EE
4-Room 5-Room

3-Room or below

OPATHELAE ORALXE DEMEE
Exec. Condo. Private Condo.  Landed Property

RS A1 Organization

EHil Occupation

ERf Designation # & Salary

TAEH R
Place of Work

ZFK BRI Family Background

w4 ®= | GRFEEXRA ik B R/ RS & ABA
Name # | Relationship w/ Address School/Organization Monthly
Age Applicant Income
1
2/1/2016 FZ A

F(QP-5.0-01)-Y7-4




FA {52 B Reason for Application:

ZHREABIERAIER? I, HER.

Whether applied for fee waiver previously? If yes, please indicate.

ft#EEATE Period approved: M From £ to

EH 5 & Z50 Applicant to Note:

1.

HEE IR 3TIEFEI A .
Applicant must submit photocopy of supporting documents.
BEXEBE, AREFRIMARFETERRNRIESTA TSR,

Applicant must submit Income Tax Assessment Notice, CPF Statement or Latest 6 Months’ Payslips of all
warking family members to certify household income.

ﬁg?ﬂfgﬁg%ﬁmmﬁﬂﬁ\ EREZREE. REREAL, HENHARTARBAGERE, L
N ‘% Ch o

Applicant must submit photocopy of relevant documents if subsidy or assistance are obtained from other
charitable organization / hospital or due to handicap.

BT, ATHETERRBHEIERLEMUKSS.

If supporting documents are not available, proof of family background from the social worker is acceptable
as reference.

FIEERERE 21MITER.
12 working days are needed to process the application.
EU TR TEE, ARREBUERIENR.

If any of the given information is found to be false or misleading, the organization reserves the right to
disqualify the application.

7= Bf Declaration
I NEMN R E R R ENER T2 EEL.

I declare that the information furnished on this form and documents attached are true and completed to the best of
my knowledge.

HiE#H %4 Applicant’s Signature

H #f Date




FFAIEE For Office Use

FEFRABERIH] (FEXE 4 M Ty i B )
Types of Medical Benefit Card / Health Assist Card (Please circle the appropriate choice).
a. FXETTRE AIEEF (CHAS Blue Health Assist Card);
b. AZLIEBIE (Public Assistance Card);
c. HREFFIEFE (Community Medical Benefit Card, CMB Elderly & CMB Disabled);
d. Mt (ComCare Transitions (CCT));
e. [ESTHEEHF (Medical Fee Exemption Card);
f. BEESTIERF# (Orange Health Assist Card); j
g. Efth, 5B Others, Please state:
FEF| /AR S5 Card No.
h. JAEF|F/4EBIE (No Medical Benefit/Health Assist Card)

5 iR 3¢ 5% Medical Record

H# FlE e FEEM
Date Condition / Diagnosis Physician-in-charge

O #t¥E Approved
O E&#%e D F%
HLUERAR Period approved: A Month / & Year

M From £ to ,

0 AHE#E Not Approved

% e
Verified By Approved By
&4 | H#: % | A
Signature/Date Signature /Date




