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¢

(")) REEBE R E =

Shop 25, G/F, Peninsula Apartments, 16 Mody Road, Tsim Sha Tsui, Kowloon
BERDIEEEMRIE 16 5R¥ 5 KB T 25 54

Tel B5EF 2369 4928
Website #8E : http://www.childrenkidneyfund.org.hk

TR ZE BRI B

Subsidy for Rituximab (or its Biosimilar) or Obinutuzumab

HENHEERE

Application Form

FERHERZRIEEE info@childrenkidneyfund.org.hk » W IEAZFE LI EREES BRI -
Please email the completed form to info@childrenkidneyfund.org.hk, with a hard copy mailed to the Fund address by post.

1. HFEA ORE) B

Information on Applicant (Patient)

e () : PR
Name Chinese Sex
(3%) HAEHE
English Date of Birth

HAESEIRE | BOoaEskel* GRilEA @A)

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

[EEHAL

Residential Address

it
Tel. No.
2. HE AR EENER
Information on Parent / Guardian
W () MR
Name Chinese Sex
(F2) - Bkttt
English Identity Card No.
ELAGE A% -
Relationship with Applicant
frrassibt -
Contact Address
BRE L
Email address
Tr&sEEes - (H) (%)
Tel. No. Daytime Evening
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3. HARLEEH

Declaration of the referring doctor

B AT ERIA
Diagnosis of the Applicant:

S I TR (- [ 1 Nephrotic Syndrome :
RENZEIPIER . [ ] Steroid Resistant / [ ] Steroid Dependent

A% BiUaKRFA: [] Refractory Lupus Nephritis

Indications of Rituximab / )

Obinutuzumab (* please delete the [_] Others (Please specify)

inappropriate item) :

(Please v")

DI o ey [ ] Steroid [] MMF

Previous drug(s) used: [ ] Cyclosporine A [ ] FK506/Tacrolimus
(Please ¥) ] Rituximab* ] Others (Please specify):

[ _mgfor__ doses before]

*Mandatory to fill for application of Obinutuzumab

DA &2 R BB REEER 7
Whether the applicant has received subsidy from Children’s Kidney Fund before?

(] B Yes (1 J2F No

wrE EE TR

If yes, please fill in the following table --

HEEHE: | 1) 2) 3) 4) 5)
IVRERE S o o] Date of
A BR BT AN AR - L
Fll 25 BLUHIACEE application
Previous applications of
thgleab sqb5|dy approved by L
Children’s Kidney Fund
Total Dosage mg mg mg mg mg
G B A TR B A 2 B TR U A IR st ) © I TORTRE KR By mg. - 4%

_ T EERARSEYE R -

This is to certify that the applicant needs to receive Rituximab / Obinutuzumab (* please delete the inappropriate item)

treatment of mg for times for this course of treatment.
| support this patient’s application of drug subsidy according to the dosing suggestions above.
e A () HE
Name of Referring Doctor Chinese Signature
(35 =7 H 8
English Date of Referral
P -
Name of Hospital
[T
Address
Bl
Tel. No.
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4. fIRA
L1 HsE NerBESTER - FECBhsEEaR b4 - HEE R

Reimbursement on production of official receipts from the hospital

[ HEEEGE R AR EH

The Fund to settle the cost directly with the hospital

5 BEHHTHER

Assessment of Medical Social Worker

HEE AR ET HA (B )
Total Family Income (HKS)

FIEMWAEEFATET T R EFE S ABSALE LL] ¢ % of Total Family Income at MMHDI

(] 100%=A T [ 100-130% 7] (s iis e
100% or below Between 100-130% (not yet applicable for Obinutuzumab subsidy)

BT ()

Name of MSW Chinese

(%)
English

BE
Signature

o] I

Date of Endorsement

P e

Name of Hospital

skt -
Address

T
Bl

Tel. No.

6. HEE AZEH

Applicant’s Declaration

LLEEE AR R -
| declare that the above information is rightful and correct.
HEE AN+ 5l B) %%

Signature of Applicant (For age 12 or above)

KRE | BEEAEE
Signature of Parent / Guardian

WK (B3B8 A) 4

Name of Cheque Recipient

BT FREEHEH -

Specimen Signature Date of Application

(Rituximab/Obinutuzumab Treatment C/E Apr 2023) 3



DITHES T/E AEIEE (For Office Use Only) :

W= H W NEE
Received Date Signature of Receiving Officer
ZENEE Hif -
Approved by Date
EEST L
Reference No.
ffist -
Remarks
fifeE
NOTES
1 THRIZEEGURRETE . B IRERESARRAR "REFPSREARRUE BAaZ—HRMUT > &)

SHEREYBANEDZ/\+H - UREGAEBRANF T REESEARTPUE B2 —HE—BH=1Z
M BEMSHEAEEEYBEANEhZET -

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

TRl FLBREE SR AT B 5 R - R ERESARRAR "REEFEAARTRUE L B2 —HRUT - &)
SHEREVERNEHZ\TH - REGRBBALEBIRE - HA2&EE. -

For patients with total family income 100% of the Median Monthly Domestic Household Income (MMDHI) or below,
the subsidy level of the Obinutuzumab Subsidy is 85% of the drug cost. For families with income exceeding 100% of
MMDHI, no subsidy would be approved.

EEE AR OMEAE 19 BRERDAT » HERP B R4 - WRKBHH THEKEWRA -
Age of the applicant must be 19 years or below, with recommendations from hospital doctor and assessment on family
income by medical social worker.

FREFEBI RIIREEA -

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