BEINEESEARAT
Halaven®ZL B E4)FBN5TE . AR
Hong Kong Breast Cancer Foundation Limited
Breast Cancer Drug Financial Assistance Program- Halaven®

Application Form
EE

B:E AEMR Personal Particulars

W 7E3E E Mandatory:

%4 %2 Name (323ZEnglish): (%P3 Chinese):

HEBMESREHKID card no.: MERISex: [] ¥ tEFemale[ ] B14¥Male
{4 H#EDate of Birth (HDD/HMM/4EYYYY):

45 EEE Tel. No.({EEhome): FiEmobile:

3k Address:

O 3#EEF B Optional:

3% ECountry of Origin: [] @ EiChina [] EMhzoii B2 Other Asian Countries
[] BMEurope [ =M America [ ] 'B#ftAustralia & New Zealand
(] FEMAfrica H1th(555E0H) Other (Please specify):

¥ B 2 EEducation:

[ &EHE/4 5 ENo schooling/ Kindergarten ] 7\ Primary [] #2Secondary

[] KEgL 2 Kdiploma/certificate courses

[] AE5L L EUndergraduate or above

Bi£Occupation: [ ] &3 A TProfessional [] XE&Clerical [ ] I ALabor
[1 B A=LSelf-employed [] KEEFFHousewife
[] :BK A LRetired [] F2&/%<2Unemployed
YEIR AR [] R{ENever Married [] EEMarried [ ] E=fHBWidowed
Marital status: [] B8/ EDivorced/Separated [ | EthOther
Pagel1l/4

Version 1.0 Apr 2018



FREEAUA

Annual Individual Income
EETEHWENME - Bt  HEWAZE)

(Including allowance received regularly, commission, rental income)

BEAER
Particulars of applicant
/G Fiie | Al BEE(ER) / WARR EHFEEWA(ETT)
Name Age Sex | Occupation / sources of income Average income/yr
(if applicable) (HKD$)

*BEIBBR - EAFIERBANARSIREENEFBIBEYE 50000 - #1572 RMH—.
* The maximum average monthly individual income must not exceed HKD$50,000 in the past 12 months.
Please refer to Appendix 1.

HitZ R Other Information
TRESBETMREEZEERZ AR ? Do you have insurance coverage on your medication cost?
[] 25 No
(] B GRRERRASIRENZEZERFS)
Yes (please state details of medication cost covered by your insurance company)

MEBBARTEARFEAL  FE FNRFRRE IR HABEARFEFERN G
If the applicant is unemployed, please state reasons of unemployment or provide documentary proof
of unemployment:
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ZHAADeclaration

RANMEEBHAREEESARATE ﬁﬁrﬁzli}\?ﬂ WER - DERFIBEMO RSB K IEHE
far - WOl DIERERS B AL L IRET SRR A K4S - N AR _EAURRE R K P i E’J?I‘HI%%
AN B EREER - AR AASBILIRTEINERMNBMEN - AAFTEDMEEE
ABEEZARAT - AA FBESFUIIETSIFTREN—IER - REFZPRERE
BREMIRESINAR - XA RSB AUBEREVEBEEH ]I?Ezﬁé,%?«tﬁﬁ%’*
ARATE-—DEREARNER - ZKATﬁer%,%?LEﬁ%ﬁBE/\TAﬁ’f e EBSREHBARHE
E—DERAERXE - ORPBARERA - ETXR - BEPBANEZEENE
Bl T - REGE—DER - E EJJ%'E%F?LUTE%BLH—;FJJ:?E@E%%%?%E’J%%/EEHJJ ZAUN
TREBIEESBRATEZREBFUFFNRLORERE - W LUEREMFFEMERERS
FAREER -

| give Hong Kong Breast Cancer Foundation Limited (HKBCF) permission to check my
information to make sure it is true and complete and contact me by mail or phone about the
Program. | declare that all the information in this application, including all copies of documents
proving my income is true and complete. | will contact HKBCF if any of my information relevant
to this application changes. | understand that the Program will only use my information to decide
if 1 qualify to participate in the Program, administer or improve the Program. | understand that |
can at any time withdraw from the Program, and cancel my permission to HKBCF for further
validation of my information provided. | understand that HKBCF may request further information
and supporting documents from applicant, interview applicant and household members, visit
applicant’s household, contact applicant’s doctor-in-charge or medical insurance agents for more
information and drug sponsors can change or stop the sponsorship at any time for any reason. |
understand that HKBCF shall vet all applications; reserves the right for final decision and to
decline any application without providing any reason.

EB:5 A25E Applicant’s Signature: H A Date:

;EEEEImportance Notice
FBEERILERARA - MEMRESE Before you mail this application, make sure you:
[ EEZABFEREComplete this application form

[] By _EBBA 87715 Attach doctor’s referral letter

[] My EBAEZRE5rYE2E |F = 88 48 Attach original official medication receipt
[] MY_EB5 7% &I AR Attach photocopy of your HKSAR identity card

[] B_EURARERBS RN A Attach document proof of income
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REEFE :

BB EETEARAT
FEAILAREHIF KT P22

(EHMEAER "855 Halaven®ILmEYEENETEl L )
Mail to:

Hong Kong Breast Cancer Foundation Limited

22/F, Jupiter Tower, 9 Jupiter Street, North Point, Hong Kong

(Please mark “Application for Breast Cancer Drug Financial Assistance Program- Halaven®” on the
envelope)

EREE AR

> WBEFEE: é%?bﬁﬁ% EBRATEREERBFFARBE-—DSERMFZRGE - IR

>

>

>

BEAREFA  BTRT  ABEEEANIZBLAABRERAD  IE—$HE

-

$EA%%EA¥$%EQQ TR 12 BMEARBENEL - SBEAAR 12 BAES
SSHBRIRIAS I - ERETERE -

é%%ﬁﬁ% e AIRATINERE (BAEREBIER) FstREENEaRET

= . REHEANEASRELERE -

ERUBEESEARATREEHPENBORTE - LT LUERTAPEMEALT

R -

Notes to Applicants:

>

HKBCF may request further information and supporting documents from applicant, interview
applicant and household members, visit applicant’s household, contact applicant’s doctor-in-
charge or medical insurance agents for more information.

Qualified applicants are required to re-submit proof of financial status every 12 months for
assessment of further reimbursement eligibility.

All personal information collected will be treated in strictest confidence and in accordance to
the Personal Data (Privacy) Ordinance.

HKBCF reserves the right to make the final decision and to decline any application without
providing reason.

Bt £ — Appendix 1

BB IRV B EZ AT E Financial criteria
BEI2EAMTHEASEAR (B) B8 (Bm) BEEHE LR (BT)
Average monthly individual income in Financial Assistance Amount Maximum Yearly Subsidy
the last 12 months (HKD$) (HKDS$) Amount (HKDS$)
<$50,000.00 $1,490/5Hk per vial $101,320.00
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