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Application Form for referral service
for subsidized homes for the elderly
Name of the Applicant: (In Chinese) ________________ (In Foreign Language)__________________________________________
Date of Birth :________( Day)_______(Month)______________(Year)

Age: _____________
Gender:( M
( F
Macao Permanente Resident Identity Card N.º :____________________________Nacionality:________________________
Marital Status:  
     ( Single
           ( Married
    ( Widower 
( Divorced 
( Others:_______
Communication language:
( Cantonese 
( Mandarin
    ( Portuguese
     ( English
( Others:____________
Level of Education:( Never been to school

( Primary school

( Form 1to 3


( Form 4 to 6
( Associate degree programme or higher

     ( Especial Education
( Others:_____________________________________________
Address:____________________________________________________________
Contact N°:____________________
Living situation:
( Living alone / isolated
( Living with spouse

( Living with spouse and children
( Living with children
( Living with others:____________________________________
Monthly income sources:
( Personal savings / investment
      MOP$_________

( Retirement pension


MOP$________
( Family support

           MOP$__________

( Financial support from family or friends MOP$__________ 
( Social security contributions
      MOP$__________
( SWB subsidy         

MOP$______  
( Subsidy for senior citizens 

MOP$__________

(Others:_____________________
MOP$__________
Total amount: MOP$_____________
Health condition: he/she is diagnosed as having (in need of medical follow-up, including help to go to the appointments and with medication intake): 
( Thrombosis

(  Dementia
( Parkinson's disease

( Hypertension
( Diabetes \¨ 
( Heart disease
( Ophthalmologic problems (cataracts, glaucoma)
( Osteoporosis
( Chronic disease of the trachea 

( Arthritis

( Kidney failure
( Pulmonary tuberculosis 
( Mental illness
( Tumor

( Others:______________________
Note:__________________________________________________________________________________________________
Mobility:
( Independent locomotion, i.e, walking without any walking aids
( Able to walk but with walking aids
( Fully dependent on walking aids
(Type of walking aids used:( Walking cane/Crutch
( Cane with tripod
( Walker
( Wheelchair)
( Bedridden 
Behavioral problems:
( Yes

（( Roam around/Wander around

( Violent
( Emotional

( Shouting and screaming


(Others:____________________________________）
( No
Information of the applicant household:
	Name
	Age
	Gender
	Relashionship
	Marital status
	Occupation
	Monthly income
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Name of the contact person:______________________________
 Relationship with the applicant:______________________
Address: _____________________________________________________________
Contact N°: ___________________
Reason for the application:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Remarks:
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Signature of the applicant/contact person: _______________________________
Application date :________(Day)_______(Month)______________(Year)
Require documents:
      ( 1 copy of the Macao Permanente Resident Identity Card
( 1 Medical certificate issued by a doctor 
( Others:________________________________________________________

Name of person proposing the referral (In readable handwriting):___________________Position:________________________
Signature of person proposing the referral:_________________________________

Application date: ________(Day)_______(Month)______________(Year)
Name of person in charge of the entity (In readable handwriting):__________________________Position:_________________
Signature of person in charge of the entity:___________________________________________
Referral date: ________(Day)_______(Month)______________(Year)
Note:  In accordance with the Law nº 8/2005 -“Law on the Protection of Personal Data”, before submitting this application, the responsible must inform the applicant about the transfer of his/her data to related entities.
Referral Entity:                       
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