KIDNEYSG

Dialysis Foundation

APPLICATION FOR SUBSIDISED DIALYSIS PROGRAMME

ERENEEEWNIHTUNBRBEERR

Note: Application forms, relevant documents submitted will not be returned. Rejected applications will be destroyed.

(A) PREFERRED DIALYSIS SCHEDULE {ii#f9i&ITRIER. Please circle desired dialysis shift and timing EEHEEAIAIER

Monday [E—, Wednesday A=, Friday Ef

Morning B2 7 am / Afternoon HA4F 12 noon / Evening 38 5 pm

Tuesday E—, Thursday [EPY, Saturday &7~

(B) PERSONAL PARTICULARS 4 A #4 2. PIs fill in or circle the correct information {SIENSKEHEE

Name % (Underline Surname):

Mr 524 1 Mrs 2/ Mdm kA / Miss /NE

NRIC No. BHHESH: Effective Date:

Pink/ Blue 4L /15 Sex 45l: Male 58 / Female &2

Home Address:

fEZRhE

Postal Code HBXS#3:

Office Tel DAEERIFSH:
Home Tel {EZREBIESHS:

N Attach a recent passport photograph
HP FIRFEIE: T — I EBORR

Age Fif: Date of Birth: (dd /mm /yyyy)

Nationality EIfS:

Race: Chinese / Malay / Indian
Pl iR SoRik 1 EDERR

Others please specify:

Religion: Buddhist/ Christian / Muslim/ Hindu
R R BB B EH

Others please specify:

EthiEFee: EthisiFea:
Marital Status: Single <& / Married £ / Divorced B34 / Highest Educational Qualification:
YEHRPA5E: Separated /8 / Widowed #RE BN BERE

Language i&=/ Dialect Spoken A&:
English Z81E/ Mandarin £i8/ Malay 235/
Tamil %K/RiE/ Cantonese BiE/ Hokkien [BiE /

Teochew &/ Hakka ZiE/ Others EHftt

Language Written i&3:
English Z3Z / Chinese %32 / Malay B337/

Tamil 3K/RIZ / Others ELfth,

Mobility Status {TEI8ESD: Wheelchair EE4#5 / Assistance required EEAWME) / Independent 337 H1T

Care Giver presence for dialysis session HIFERRE: Noi&E /Yes §

Type of residential property: HDB Flat
House/ Bungalow / Shop House

FEX5: BIRARE

Rooms / HDB Executive / HDB Maisonette / HUDC / Private Apartment / Terrace House / Semi-Detached

B HERXAE | FAARE / RAAHE  FANEIHE / [EE

Ownership of residential property: Purchased / Rented

FEHEN: B/ EA

Nature of rent: 1/2/3/4 /5 Room (s) / Whole flat / Whole pte Apartment / Whole house
THFEMERR 1/2/3/4/5 |8 FBiR) / BEERSA | BEABRA/ BEERE

(C) EMPLOYMENT INFORMATION R A & #}. PIs fill in or circle the correct information {EIENEKE S}

Employed Full-Time £BR/ Employed Part-Time %8R / Retired
iBfK / Unemployed ;@SR

Occupation BRMV:

Name of Company AEI&FR:

Company Address 2 ajitiiE:

Gross Monthly Salary B /&&:

Date Joined B2 R HA:

If unemployed, pls indicate reason for unemployment: Taking care of family / Feeling too ill to work / Certified Medically unfit by
doctor / Retrenched ;&S REMVRR: FRFREE / RkERESS /| EAISLAEEH / HEIER
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ERENEEEWNIHTUNBRBEERR

(E) FINANCIAL INFORMATION W+ 8% 4K JR. PlIs fill in or circle the correct information {SIENKEHiEH

Medical Insurance Coverage EZ{R: Medisave {REEE :

a) Medishield Life 4R E: No;&F8 |/ YesH, Amount {Fh: $

b) Incomeshield TEEE{R{E: Financial help from other charity/ government agencies
HthRE/BAFEE TRIZER: Noj8F / Yes B

Plan A it%l /Plan B it%l /Plan Cit%l Amount 755 $ per month &8

c) Others (please specify) E RIS Name of organization #lf%Z:

Insurance Co. {RE&AE]

HD/ PD Insurance coverage SiE&7 SRR % For Civil Service Card (CSC) only RFASRIEFEA:
HD/ PD Insurance coverage ceiling S 877 S {RRER Holder % Dependent %
$

(F) HISTORY OF DIALYSIS TREATMENT % & i& 77 %5 Bll. Pls fill in or circle the correct information iSIENSKEHEE

Name of Doctor E4#S: MSw #T
From EE554k: SGH shiREERT / NUH EKEERRE / NGTFH BE3ESLRAEERT / TTSH BRESAEEERT / KTPH EREREERT /
AH TEBLIAER: / CGH EEHEREERT / Private Centre FAEHUL

(please specify &iEAH)
Currently receiving HD treatment at IEFEAMES MMREITATT:

SGH hafEkz / NUH EAEESRE / NGTFH EiES GG ER / TTSH BRES4ERT / KTPH BRfSikER /
AH TEBLIAER: / CGH EEHEREERT / Private Centre FAEHUL

(please specify &iEAH)
Started from FFH&HHER: Current Fee per session BRIEXEITEA: $

Current dialysis schedule: BBIIIRENTIATTATTES (please select either days 135 or days 246 i51%fE135 54246) :

Monday [E—, Wednesday A=, Friday B / Tuesday @, Thursday &P, Saturday &7~
Current treatment timing B &IFA77ETER (please select 1 of 3 timings %1/ ATER):

Morning B2& 7 am / Afternoon #4F 12 noon / Evening {85 5 pm

| give consent to Kidney Dialysis Foundation (KDF) to provide my personal data, finanical information and medical history to

third-parties for the purpose of:

i) Providing dialysis services
ii) Providing appropriate medical care
iiii) Means testing and financial assessment for subsidies

FAREE I & i 2 SHRMUE TaiBXaiRsS, MAS=2EBXFE LT, FABESRE, BXNE=ET6
EATHERE, KEEE, EFFE, WSS, SERNSHBERE RN,

| declare that the information given by me in this application form is true and complete. In addition, | declare that | am not / | am affiliated (please delete
where appropriate) to any staff / board member in Kidney Dialysis Foundation or do not have/ have a direct or indirect interest in any business transaction(s),
agreement, and investment with Kidney Dialysis Foundation.

FAANEEAXBAFERBRFIMEHNENRERREXHN. AASERSTESNRRARESTSRR
28 | B MNBXR. B3R5, hiNIREERNERREEFIERR,
I fully understand and accept that if at any time, it is found that a false declaration has been made in this form; the Kidney Dialysis Foundation (KDF) reserves

the absolute right not to accept my application or withdraw my subsidy or cease my dialysis treatment at KDF.

FABEARZEAUNRELAAERETABNEEENER, EEEFEEKOPDREBENI N EUERAEEF OB
(=R=Ridh7 I

Name of Applicant mgzps Signature s Date gy
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Dialysis Foundation

(D) FAMILY INFORMATION X R B & % ¥

Name of Immediate Family Staying with Relationship to Date of Birth Marital Status No of Occupation (Designation) Gross Monthly
BHEFER RS applicant Applicant HAHEH TS TRAR L children B (B AL Income
(Yes/No) HHEER FRAH R#BH
HEE R FRRER
(= | &)
Total Income WA S %
In case of emergency, please contact B 2RI E B4
Name #:4: Address Hihl:

Relationship EBR &:

Contact No. (H) E K HiF:

Contact No. (HP) FHLHE 1%




