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Trust Fund for SARS
Special Ex-gratia Relief Payment
for Families with Deceased SARS Patients'

F[I%—f& Application Form (B)

CHBEE AT oo &ce p
] pOs Y E*’fﬁ“ﬁﬁﬁ%ﬁ%)
( Only applicable to families of the deceased patients who are unable to meet the application criteria of any categories

for surviving spouse, surviving dependent children or surviving dependent parents)

AR REHT SRR
Section A: Personal Particulars of Deceased Patient

&
1. Name:
(InEnglish ) (In Chinese f[1¥)
L)L P
2. Sex/Dateof Birth: 3. tzﬁﬁﬁ#{kﬂid Marital Status:
RS DIRE VR A
4, HKIC/Travel document no.*: 5. 3=d [!#] Dateof Death:
6. o %“r.y!%‘ Death Certificate No. :

—m|

B FIZH ~ fO i~ 5

Section B: P sonal Particulars of Applicant

(5= Gy T I 1= 3 b B

Only one family member of the deceased patient may apply for the Special Ex-gratia Relief Payment)

e
1. Name
(InEnglish ) (In Chinese f[1¥)
PR e AL 13RS AR
2. Sex/Dateof birth: 3.  HKIC/Travel document no.*:
Ein
4, Home address:
e Tht S BE] {7
S S H gl
5. ffer .FNo 6. Re aI#iJonshlp with deceased patient :

*ﬁ%{'—ﬂ?ﬁ T " 1#H Please delete wherever isinapplicable

VU T 2003 5 3 F[ % 6 F| Tk A0k RSV

FHRSRS (R i

Deceased SARS patients are confmed to those who contracted SARS during the outbreak in Hong Kong from March to June 2003

Trust Fund for SARS Form (B)
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Section C: P cularsof Applicant and Family Member(s) Living Together
E E"?H'ﬁ% ol TER =y 7 F[?%F Y0 v EVE 4 B
Name [E08 Sex L PIHE | SpaRsk | Occupation Monthly
Relationship Age/DOB HKIC; Income
with BC *No.
Applicant
i
Applicant |

DAl MR

Section D: Arrangement of Payment
REZC SR (% ﬁ’y[ﬂ ﬂﬂr& - v B Payment Method (Please put a v in the appropriate box)

(@ I'JYEIfI# By cheque ]
- I Ik ¢ #Name of payeett

(b) ZiEAli= = Through bank transfer ]

%\L{?“ﬁ%t’[ﬁ E | M EHE#
1. Name of bank account holder#:

2. ¥ £ Name of recelving bank :

3. [[j;%t’@%?’ﬁ Bank account No:

# R " U RIEY o DRI e
If the recipi ent is not the applicant, please complete the authorization letter attached at the Annex1

E - B R ?(E'IFIF M)

Section E: Declaration & Unhdertaking (to be completed by Applicant)

Lo SERNERES S i RIS R e s e A
I, the undersigned, declare that to the best of my knowledge and bellef the information provided by meis
true and correct.

Trust Fund for SARS Form (B)
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Hiﬁ% M e Applicant’s signature

Hiﬁ% ~ i #, Applicant’s name

Ea | E'WﬁJﬁﬁfﬁ@ﬂJ%%/ BRI R SR e SRR > EERECEE
%J—ﬁ%m“ﬁj\fﬁréﬁfjajxﬁ | E'n;;pv_t koK ﬁiﬁl f}guﬁla’r[’[ﬁ{ ~ERR] F‘ [F[Jﬁf%’ﬁﬁﬂj%/%ﬁﬁﬁfiﬁ,l
G 5 LT e

| fully understand and consent to the collection of data by the Social Welfare Department / Hospital
Authority /Department of Health from me /beneficiary for the purpose of applying for the above Specia
Ex-gratia Relief Payment. | understand that | may approach the Social Welfare Department / Hospital
Authority / Department of Health on matters of personal data access and correction.

i < g T P S T F R I R
Lk lﬁ% [ﬁﬁfﬁﬁ IR R b S EFr%TEHG[ W el g o

| consent to any investigations carried out by the Social Welfare Department / Hospital Authority /
Department of Health in relation to my application. . | also consent to the provision of information and
records in relation to my application the relevant authority / person to the Social Welfare Department /
Hospital Authority / Department of Health.

F P E R A RS TR SRR RS, B IR )
B LZTHIRE % % g ;?15735‘@%”//?? °

| understand that if | knowingly or willfully' make any false statement or withhold any information, or
otherwise mislead the Social Welfare Department / Hospital Authority / Department of Health for the
purpose of obtaining the above Special Ex-gratia Relief Payment, | may be liable to prosecution.

FCRCMEEHES SRR

I am now asking for Committee's special consideration due to the following reasons:

[11¥] Date

Trust Fund for SARS Form (B) 3
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Section F: Copies of Suppor

e FRFpVREIFE IfFf W (TF PREe QEFIM B ED) (G v )

ing DocumentsAttached (original coplesshall be verified by staff of SWD)

(Please put a v in the boxes below)

[
[

O

[l% 7 W5 {755 Hong Kong Identity Card of the applicant
i pog-t 7 Death certificate of the deceased

i P %ktfﬁﬂi%% Efoe s ¥ (i (i)
Valid sup orting documents which may prove that the gp licant is the family member of the
deceased patient(please specify)

[ eS| [%& Ii&q?%{)ff ﬁ@r »- A - }él]“p Ut ;Fsr:gpﬁ [ (%:tpf
Valld supporting documents WhICh may prove that the applicant has been relying on the
deceased patient for financial support (please specify)

el T&T’F"f%{éﬁJ 7 Photocopy of receiving bank’s passbook

PP (C %ﬁiﬂf ) Other supporting documents (please specify)

Trust Fund for SARS Form (B)



GH:  HAY (F lffﬁ%ﬂ%fﬁ@%ﬁﬂfﬁﬁﬁ’%ﬂ O e s D)
Section G: Verification (to be completed by staff of integrated family services centre/family services centre
of SWD)

Ll
Status of the deceased patient has been verified L]

2. + ﬁ:’ﬁ‘gﬁ?;vﬁﬁvﬁ E{fj 455
Status of the deceased patient cannot be verified L]

3. B Sf"m]:[ IHII:% IS E{fjf;[[ﬁa,—g‘};ﬁbwgré?i
The digibility status of the applicant in Section B has been verified -

4. + H:ﬁg?ﬂ B SﬁBH I F] lﬁ% MENEY ST
Eligibility status of the applicant in Section B cannot be verified L]

75T Signature :

i+~ It ¢, Name of social worker :

(inBlock Letters gfil"| 4 1)
i Post :
%‘;ﬁﬁ Tel. no.:

F 11 Date:

75T Signature :

priEe ~ Fi1% £ Name of countersigning officer :

(in Block Letters ﬁ%J‘JI—ﬁﬁE )
& Designation: _ Oilc = [~

i ﬁ:ﬁ Tel. no.: ( Dept. chop affixed here)
(e 1P HHIRAHIED
F1#0] Date: f

Trust Fund for SARS Form (B) 5



HEE B (OGO T2 * FEE)
Section H: Proposal (to be completed by authorized officers of SWD Core Team)

@%ﬂf’j Il L & ByET Proposed amount of Specia Ex-gratia Relief Payment

L f
Proposing officer: (Signature F7H)
It £, Name: (in Block Letters rﬁ?f}f—?ﬁ%}ﬁé 7))

T4 "Designation:

“F%:*ﬁiﬁ Tel. no.:
[ 'HH Date:

Trust Fund for SARS Form (B)

(Dept. chop affixed here)
(G e TEES)



Annex 1
Trust Fund for SARS

Authorization of An Agent to Collect Payment

Reason for Authorization : *Hospitalisation/Physically Unfit/
Others (Please specify)

To : Director of Social Welfare

I (the beneficiary) amlivingin

You are hereby
requested and authorized to pay the approved grant of $ from the above
Fund to *Mr./Mrs./Ms. whose home addressis
Hisg/Her*

specimen signature is shown below . Acknowledgement of the agent is sufficient to prove that SWD
has settled the payment.

(Signature of Agent) (Signature/Right
thumbprint of the beneficiary)

HKIC No.: HKIC No.:

Date: Date:

Signature of Witness :
HKIC No. :

Name:

Post :

Office:

*Delete wherever isinapplicable

Trust Fund for SARS Form (B) 7
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Trust Fund for SARS
Special Ex-gratia Relief Payment
for Familieswith Deceased SARS Patients

Case Summary
(To be completed by social worker only for justified cases subject to the discretion of the Committee)

Annex 2

1.  Name of Applicant:

(In English) (In Chinese)

2.  HKIC/Travel document no.*:
Brief Case Summary :

Reasons/Justifications for Recommendations :

Countersigned by :
Prepared by :
Signature : Signature :
Name of social worker : Name of Oi/c:

(in Block Letters)

Post :

Tel. no. :

Date:

Trust Fund for SARS Form (B)

(in Block Letters)

Post :
Tel. no. :
Date:




