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Personal Particulars of Appl icant  (Please put a ‘✓ ’ in the appropr iate boxes  ) 
 
 
Patient No: __________________________________  HTC Registration No.: _________________________________ 
 
Name in Chinese: ___________________ __________     Name in English: _____________________________________
  
Applicant’s Abi lit ies:  
 

In t e l l ec tua l  d i sab i l i t y :  Mi ld  Modera te  Sever e  Pro found  
Aut i sm  Spect r um 
D isor der  

Phys i ca l  m ob i l i t y :  N i l  Mi ld  Whee lcha i r  user  Whee lcha i r  bound  Other : ______  

Commun ica t i on  s ta tus :  N i l  
Vis ion   
 impa i rmen t  

H ear ing   
 impa i rmen t  

Speech  
 impa i rmen t  

Other : ______  

Men ta l  s t a tus :  N i l  Aut i sm  ADHD  Men ta l  i l l ness  Other : ______  

S i tua t ion  w hen anx ie t y  N i l  Sens i t i ve  t o  l i gh t  Sens i t i ve  t o  no ise  Sens i t i ve  t o  t ouch  

a r i ses :   Sens i t i ve  t o  movemen t  o f  den ta l  cha i r  Other : __________  

 
Applicant ’s Health Status:  Body we ight :      kg          He igh t :          cm  BMI :  

Conditions: Yes No 

1. Have ever received general anesthesia?     

2. Any problem occurred during past surgery or general anesthesia?     

3. Are there any adverse reactions to general anesthesia amongst applicant’s relatives     

4. Had been hospitalized?     

5. Need to take any medicine? (If yes, please attach medication records)     

6. Any allergic reactions to some food, medicine or other thing?  (If yes, please specify:              )     

 
 
 
Applicant’s Medical  Condit ions  (*Please select  the appropriate):  
 

  M e d i c a l  C o n d i t i o n  Ye s   N o  M e d i c a l  C o n d i t i o n  Ye s   N o  

a .  N e e d  2 - 3  p i l l o w s  w h e n  s l e e p i n g  f o r  b e t t e r  
b re a th i n g  

    n .   D i a b e te s       

b .  S n o re  w h i l e  s l e e p i n g      
o .   O th e r  e n d o c r i n e  d i s e a s e  ( e . g .  a d re n a l  
d i s e a s e )  

     

c .  P a n t  w h e n  w a l k i n g  2  f l i g h t s  o f  s t a i r s      
p .   S w a l l o w i n g  d i f f i c u l t y  /  Tu b e  f e e d i n g  /         

G a s t r o e s o p ha g e a l  r e f l u x  /  S to m a c h  d i s e a se *  
     

d .  C h e s t  p a i n  /  a n g i n a  d u r i n g  w a l k i n g  o r  
m i l d  e x e r c i s e *  

    q .   K i d n e y  /  B l a d d e r  d i s e a s e *       

e .  A n k l e  s w e l l i n g       r.   S t r o k e       

f .  S l e e p  a p n e a      s .   E p i l e p s y  (S e i z u re )       

g .  A s th m a  /  B ro n c h i t i s  /  E m p h y s em a *      t .   M u s c u l a r  d y s t r o p h y       

h .  T u b e rc u l o s i s      u .   S c o l i o s i s  /  A r t h r i t i s  /  O s te o p o ro s i s *       

i .  O th e r  l u n g  d i s e a s e  ( e . g .  p u l m o n a ry  
f i b ro s i s )  

    v.   A n a e m i a  /  T h a l a s s e m i a *       

j .  H y p e r t e n s i o n      
w.   B l e e d i n g  t e n d e n c y  ( e . g .H a e m o p h i l i a  /  
p l a t e l e t  d i s o rd e r * )  

     

k .  C o ro n a ry  h e a r t  d i s e a s e      x .   I n f e c t i o u s  d i s e a s e  (A ID S  /  H IV  /  H e p a t i t i s * )       

l .  H e a r t  m u rm u r  /  A r rh y th m i a *       y.   J a u n d i c e  /  L i v e r  d i s e a s e *       

m .  T h y ro i d  d i s e a s e      z .   G e n e t i c  d i s e a s e s  ( e . g .  D o w n ’s ,  G 6 P D * )       

 I f  t h e re  i s  o t h e r  m e d i c a l  c o n d i t i o n ,  p l e a s e  s p e c i f y :  
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Applicant’s Dental Condit ions:  
When was the  las t  den ta l  consu l t a t ion ?  
 

___  month (s)  ago  ___year ( s )  ago   

Wha t  w as  t he  las t  den ta l  t r ea tment?  C heckup  Pro fess iona l  tee th  c lean ing  F i l l ings  

 Ex t rac t ion s  Pu lp  t rea tmen t  D enture  

How coopera t i ve  w as  t he  l as t  v i s i t  to  t he  
den t i s t?  

Ly ing  cooper a t i ve l y  
 on  denta l  cha i r  

  Gu ided  by   
  accompan ied  person  

R efused to  l i e  on  
 den ta l  cha i r  

 R equ i r ed  phys ica l  res t ra in  N eed ed  gener a l  anesthes ia   

How emot iona l  w as t he  l as t  v i s i t?  Stab le  R es is t i ve  Fear fu l  

  I r r i t ab le  D es t ruc t i ve  Vio len t  

Who  looks  a f te r  app l i can t ’s  o ra l  care?  H imse l f /her se l f  Fami l y  members  D omes t i c  he lper  

 Sta f f  o f  res iden t ia l  home    

Any smok ing  hab i t ?  Yes,  da i l y  smoker  Yes,  occas iona l  smoker  N o  

How many  t oo th  b rush ing  t imes per  day?  Once  in  the  morn ing  Once  in  the  a f t e rnoon  Once  a t  n igh t  

 N o br ush ing  ( re luc tan t )  N o br ush ing  (no  tee th )   

Wha t  type  o f  t oo thbr ush  used?  Manua l  too thbrush  Elect r ic  t oo thbr ush   

Any o ra l  car e  a id ( s)  used?   N i l   I n t e rdenta l  b r ush  Sing le  t u f t  t oo thbr ush  F loss s t i ck  

 D enta l  F loss  N orma l  sa l i ne  Mou th  r i nse  ( b rand         )  

Wha t  too thpaste  i s  used?  F luor ide - con ta in ing  t oo thpaste  Other s  (        )  

Wha t  type  o f  everyday mea l?  Ord inar y  mea l  Minced  mea l  Sof t  mea l  

 Mushy mea l  N asogas t r ic  t ube  f eed ing  Other s  (        )  

Any dysphag ia  ( swa l low ing  d i f f i cu l t y ) ?  Alw ays  Occas iona l  Se ldom  N o  

Wear ing  dentur es?  Yes  (  den tu r e  type :   f i xed  /   r emovab le  )  N o  

Any cur ren t  den ta l  p rob lems?  Bleed ing  on  t oo th  b rush ing  C alcu lus  Ging iva l  i n f lammat ion  

 Tooth  decay  Mob i le  tee th   

 Other  (                            )  U nknow n  

 
The information about the Applicant in this form is provided to the best of my knowledge. 

    
Name of Applicant/      Relationship with 
Family Member/Guardian/: _________________________________      Applicant (if any)/___________________________ 
Representative of Service Unit      Name of Service Unit 
 
Signature/Chop of Service Unit: ______________________________      Date: ____________________________________ 
_ 

 

Consent for dental  t reatment and Cl inical  photo taking  

(For Applicant/Family Member/Guardian) 

I (Name) ___________________________________agree to the provision of dental treatment including treatment under sedation 
by the dentists of Loving Smiles Foundation Limited to the applicant (Name) _______________________________. I also consent 
to the taking, storage and use of clinical photographs of the applicant for medical/dental records and for application for subsidy for 
the applicant’s treatment. 
Relation with the Applicant: *Applicant/Family Member/Guardian             Contact Tel No./WhatsApp: ________________  
      
Signature: ___________________________________________               Date: __________________________________  

* Delete where inappropriate 

(Without Legal Guardian) 

No legal guardian has been identified for the applicant.  Treatments that are necessary and of the best interest of the applicant 
will be provided under professional judgement. 
 
Name of Dentist: ___________________________  Signature: ___________________________     Date: _________________ 
 

 
Statement on personal data collection 

1. All the personal data are provided on voluntary basis. They will be used by the Loving Smiles Foundation Limited for the purposes of provision 
of dental service, and oral health evaluation and data analysis. 

2. The personal data provided are mainly for use within the dental clinics operated by the Loving Smiles Foundation Limited. The personal data will 
be disclosed to the Department of Health. Otherwise, they may only be disclosed to parties where you have given consent to such disclosure or 
where such disclosure is allowed under the Personal Data (Privacy) Ordinance. 

3. You have the right to access and correction with respect to your personal data as provided for in Sections 18 and 22 and Principle 6 of Schedule 
1 of the Personal Data (Privacy) Ordinance. 

4. Enquiries concerning the personal data provided, including the making of access and corrections, should be addressed to: Loving Smiles 
Foundation Limited, Shops E13-15, G/F, Cho Yiu Centre, Cho Yiu Chuen, Kwai Chung, N.T. 

 
Please complete the Application and Assessment form and fax to 2370 0319 together with the medication records, if any. 
For enquiries, please call 2370 2669. 


