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i * 574 Personal Information

e English Name :

‘[\ilﬁ[] Sex : L4 [ IHY Date of Birth :

g Age =51 R/ MIPRAE ID/Passport No.

Pyl Address -

T Tel. No. : FL{ 2/ fH B E-Mail/Fax No. -
HiEFE254% School Name - F 75 Grade :
= ﬁ[l“?ﬁ School Tel. No. :

£ IE i Parent/Guardian EJ%[/Y Relationship :

e
T’E?E‘F i Contact Tel. No. :

{77 Brief Medical History

1= TR MR atient 1s suttering/has suttered from -

M ETRAN N R JP ient 1s suffering/h ffered fi

(ﬁ"&ﬁﬁﬁg O [*/9 “v” Please puta “v” in the proper box(es) below.)
[] Elﬁijﬁ— Autism (] #% Mild [/ % Moderate [] Eﬁrﬁ[ Severe

R EE 1_5; Mental Retardation [] §&73 Mi [JFl 1% Moderate []B8%%1 Severe

LI s I Retard i Mild - [l 7% Mod €S
D’i iz Cerebral Palsy ] }/F[f Left/Right Arms [ ff/? il Left/Right Legs
[ ]flvet Stroke ] ‘:/F[f Left/Right Arms [ }/F[%U Left/Right Legs
[] Ef@ﬁ Visual Impairment
[]H f“ﬂ(ﬁ%ﬁéfﬁfj) Other, please specify

éﬁﬂﬁﬁ\ﬂj fif] Duration of illness :

T [P pd B Eﬂ I'F‘, ? Where has the patient been diagnosed and assessed?

TETE'J [k Treatment Taken : [ | 1% Western Medicine
[] fl1® Chinese Medicine

1§ %7 Name of Submitter :
ES | * Fjﬁh Relationship with Patient :
F ' Date :
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Address : Room 1006, 10/F., Takshing House, 20 Des Voeux Road Central, Hong Kong Tel : 2501-4444




