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Website: http://www.childrenkidneyfund.org.hk

PR GTRENE R,

Subsidy for Obinutuzumab

BB HEFRRE

Application Form

EEHRFRBEIE info@childrenkidneyfund.orghk » WHGTEAZZE M EREEERML -
Please email the completed form to info@childrenkidneyfund.org.hk, with a hard copy mailed to the Fund address by post.

1. HEA ORE) Bf

Information on Applicant (Patient)

W () - PR
Name Chinese Sex
() HAEH
English Date of Birth

HAREIHE | BIrsEarts* GENEAEAH =)

Birth Certificate / Identity Card No. * (Delete as Inappropriate)

[EEHHE
Residential Address
;:%‘
Tel. No
2. HE AR EEAER
Information on Parent / Guardian
4 () : R
Name Chinese Sex
(F2) : EEEsRhs
English Identity Card No.
EFEE A Ri(% -
Relationship with Applicant
RESHIHE
Contact Address
HredEEeh « (H) (%)
Tel. No. Daytime Evening
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3. B R4

Declaration of the referring doctor

B AP ERIA
Diagnosis of the Applicant:

Indications of
Obinutuzumab: (Please v")

S B EER BT AR IR A

[ Others (Please specify)

[ ] Nephrotic Syndrome :
[ ] Steroid Resistant / [ ] Steroid Dependent
[ ] Refractory Lupus Nephritis

DIt e -
Previous drug(s) used:
(Please ¥)

[ ] Steroid

[ ] Cyclosporine A
[ ] MMF
[ ] FK506/Tacrolimus

[ ] Cyclophosphamide [ mg for __ doses before, start date ]
[ ] Rituximab® [  mgfor _ doses before, start date ]
[ Others (Please specify)
*Mandatory to fill for application of Obinutuzumab
LIRrA SR S E RS WA &) ?
Whether the applicant has received subsidy from Children’s Kidney Fund before?
[] H Yes ] J8F No
WA EE R
If yes, please fill in the following table --
DMEREZ ARG By | Al | 1) 2) 3) 4) 5)
M2 EHUAEYITHEE | Date of
HIECsk - application
Previous applications of
R1tu>.(1mab /biosimilar G
subsidy approved by Total D
Children’s Kidney Fund otal Dosage mg mg mg mg mg
NY = s i N
U\g%x?%j.‘z BRI | s g 1 %) 3) 4) 5)
BRERPTIVACE: |
. S Date of
Previous applications of o
Obinutuzumab subsidy application
approved by Children’s P
Kidney Fund HE &
Total Dosage mg mg mg mg mg
ZLEIEIH_EAEH G AR REZ I ERR B UER - IWIUERERERE R mg. > 3t Ko HE
BT HRSEYE AR -
This is to certify that the applicant needs to receive Obinutuzumab treatment of mg
for times for this course of treatment. I support this patient’s application of drug subsidy
according to the dosing suggestions above.
Obinutuzumab Treatment C/E April 2026) 2




RS () wE:

Name of Referring Doctor Chinese Signature
() 7 H B
English Date of Referral

st s itk

Name of Hospital & Address

B
Tel. No.

4. fFRE
L] S ARBHESIEN > BRRXBREGIURIEA » FHEEED)

Reimbursement on production of official receipts from the hospital

[ BEsrEEESTERE A

The Fund to settle the cost directly with the hospital

5. BBHTEZ

Assessment of Medical Social Worker

HEE AR IER H U OB

Total Family Income (HKS$)

RIELAABLBURFrE] " RIEQFH AB %, ELfl % of Total Family Income at MMHDI

] 100%3LL T ] 100-130%. [] 130%PA k.
100% or below Between 100-130% Above 130%
BB TS () ()
Name of MSW Chinese English
HE
Signature
FoH] HI

Date of Endorsement

P

Name of Hospital
GEGE L
Address
eH
Tel. No.
6. HzE A

Applicant’s Declaration

LLELE _EACERHER -
I declare that the above information is rightful and correct.
HHEE ARl T Bk bl B8 %% -

Signature of Applicant (For age 12 or above)

L | BENEE

Signature of Parent / Guardian
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WK (B3 C a8 A) 4

Name of Cheque Recipient

o ST
H=EEE Date of
Specimen Signature Application

ek HH WrEAZHE -

Received Date Signature of Receiving Officer
BAENEE HEA

Approved by Date

TEERIR

Reference No.

fst

Remarks

et -

NOTES

1.

T fEBREHUE BT E] o R R ERESRERAR "REEFSAARTUB, BAZ—HEUT » BB
SHERBEYERNELZ/\ T4 - IREFAEBRANTE " REGFEAARTE  BEAZ—HE—H=1Z
M EMSHEAEEEYBEANEhZET -

For patients with total family income 100% of the Median Monthly Domestic Household Income (MMDHI) or
below, subsidy level of the Rituximab Treatment Subsidy is 85% of the drug cost. For those with total family
income between 100-130% of MMDHI, the subsidy level is 50% of the drug cost.

FRfEERED . VRR BB EVRREE N -

For Obinutuzumab, maximum subsidy is one dose per calendar year.

KEGHERALE "REFEFEAARF U, BaZ—B="T2L  BrB&ER) -
For patients with total family income above 130% of the Median Monthly Domestic Household Income (MMDHI),
no subsidy would be approved.

FHER ASElROVEAE 21 BREBAT » HHESBERE AR - MR HHE TERRERA -
The applicant’s age must be 21 years or below, with recommendations from a hospital doctor and an assessment
of family income by a medical social worker.

FREFFENVARH Rt KRIEA -

Each application is only valid for 2 months after it is approved.
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