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Introduction ST

Good diabetes management requires self-monitoring of blood glucose multiple times a day. Before Continuous
Glucose Monitor (CGM), regular finger-prick test was the only way to monitor glucose level. To ease the pain and
improve life with diabetes, The Community Chest Assistance Fund will provide CGM to selected children and youth
with diabetes aged 16 or below.

REWERFEEERESHZRANIENS  EEEMBEEUE (CCGM) HER » BEREEAFERNGHTX (B8
[BFE]) BEME - 2REHB 16 mAUATHERBBERM COM » ZFPIBTIERIRMMEESR - RREEFEER -

Eligibility &%
- Family in need of support for children / youths with diabetes aged 16 or below.
BEEZE 16 RIUATERRBNRE / SLF o

- Youths with diabetes who have special medical conditions and recommend by medical professional.

BRRBRERREETELRELEEENEDF

Methods of application BRZEHEE
Complete application, referral form together with supporting documents and post or email to YDA. Financial
Assistance Programme (FAP) approved applicants do not require to provide supporting documents.

FRAZEZMREREN K WEREERPNY  BERIEHEAE - (NERFASERARED @ AHMRRERAX
o)
- Mailing address: B17, 9/F, Block B, Merit Industrial Centre, 94 To Kwa Wan Road, Kowloon
BEMI  NEELTNELIVEE 94 SREETEF LB EIEBIT E
- E-mail EF : LitleRainbow@yda.org.hk

Format of subsidy EB1fZ =
CGM will be granted to successful applicants.

RN B E S A MR BRI -

Enquiries &

For enquiries, please contact Social Worker.

WHEEFAIER - BEAEHE TR -
BRI IR (lvy Chan) 2544 3362 (ivychan@yda.org.hk)
IR (Hannah Lo) 2543 0555 (hannahlo@yda.org.hk)

This project is supported by The Community Chest
Medical Assistance Fund

i A BB LB REMEAL T
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Part | - Particulars of applicant £ —%# — BHBEAER

Name (English) ()

HE Surname Given Name

Gender Date of Birth (dd/mm/yyyy) / /
14 7 Male B / Female & 4 RE (H/B/E)

Follow Up Hospital Year and month of Diagnosis

BYER wZEORAD

Other disease (if any)
Hib&m (W8)

School Grade

BB MAEFR

Contact Person \?vftlst;%r;?égnt
ZQ A

B A ERFABR

Email Telephone

83 =

Address

3k

Please “v" for type(s) of allowance received 5 1E B BB EBI/EBERFT [V ]
O Applicant is currently a beneficiary of the YDA Financial Assistance Programme

FEARERERZERRGEERMARENDTE (FAP)
0O Applicant is currently a beneficiary of the Comprehensive Social Security Assistance (CSSA) Scheme
RRABREENGSHEREED (FER) 58

Part Il - Detail of family 28— — XEE R
A. Particulars of family members RERK 8 & ¥}

Family members residing with applicant EEERGEABEHREK E

Name in English Name in Chinese Relationship Current status#
R P A E2RES Bin#

1 &R Father

2 & Mother

3

4

5

# In employment (please fill Part C) / Unemployed / Retired / Student (year of study)

B (FECEG) / K¥E/ BN/ EE GFEHBEFR)

Marital status of parents X BHEIHEAR T

O In marriage B3 | 0 Divorced B | 0 Widow/er 18 | 0 Other HAth
B.  Accommodation status /&5l
O Public housing A EZE : Monthly rental fee ® B € $
O Private housing FA A#EF : Monthly rental/mortgage $
B RES/IRBHER

O Self-owned BEE&

O Other Hfth  (Please specify #55E8)
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C.  Household income EZHIFE A B{EMIHKERK & WA
Total income of the last 12 months @2 12 & B EARAYUR A

Name Relationship | Company Position Full-time / | Office Annual income
e A& ANCIEE B part-time | phone no. | 2FAWA
2R/GRE | MAEESE | (HKS BES)
! &R Father
2 & Mother
3
4
R
Total
Part Ill - Current CGM Consumptions# =343 — CGM B R#
Have you been using a CGM? B &EH CGM ? o Yes & o No&
Are you currently getting CGM from Hospital Authority? =
BRERTHEREEREE CGM? o Yes® o No&
Brand of CGM currently using 3£ fH 2 CGM Mg o Dexcom . EirgriStWe o Medtronic

# YDA reserves the right to allocate the brand and no. of CGM YDA {RE 5t CGM MEEF MIERAERE

Part IV - Supplementary Information £ U&7 — T E R
e.g. Special medical needs, relatively higher HoAlc rating or other information

MHHREBRFE  BEOEERRSAEAMBRSE

Notes Pfi&E
a. CGM supply will be on first-come-first-serve. ZREHEMR + £EI5EH5 - ZRENLL ©

b. YDA reserves the right to "5 :
- Approve / reject an application, subject to the discretion of YDA. #t#% sk IE B E AR E
- Conduct home visit to understand the condition of the applicant’s family status. ZIFFEREAREEITHRS » 7
FREAGEAREA R
- Contact schools or employers of family household members, to authenticate the information provided on the
application. Any misrepresentation and concealment of facts may lead to disqualification 4% R 58 A R H R E
RENBRFEE  ZEHRNER - FRABZERRRARRIRHTER - HRFERSGS WIS
- Amend the terms or cancel this Programme at its discretion without any notice. =R EUE A5 2l B A1EH
B & R R
c. If excess supply of CGM sensors were given due to miscalculation, applicants are liable to return the excess
quantity back to YDA. i Bt EERMERRBARSERYE » RBEAMLRIEYERE
d.  The information collected in the CGM Little Rainbow Programme is only used for program application, approval
and other programme related purposes, and will not be disclosed to third parties. By submitting the application
form, supporting documents and medical referral form, the applicant agrees the use of the relevant information
by YDA. At the end of the programme, the above-mentioned information will be destroyed. CGM /N 4L 5t &l
WERKEREFTERE  FURHMBFACTIARE  TERAE=SRKE PBAEXRER EUXMFRE
HENRE DRTEARAEEREHEER - SHETER - LMAREREWER -

Declaration &8
| certify that the information provided is true and complete. R AFEBA L EFTIRIEHNERBE » EHER o

Signature of Parents / Guardians RRREEAZRE !

Name 3 : Date HEf :
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Documents Checklist FTEX {458

Please check if the required documents are attached Applicant check | YDA check
FRERBE N REER FREAEA YDA £H

Supporting documents (if applicable) XX (a3E )

- Medical proof of diabetes (e.g. copy of doctor’s diagnose letters or
consultation appointment slips)

RIRmEERYR (NBERPEHBERBLRE ZEA)

- Proof of full-time study (e.g. copy of student handbook, or student card)
ZREEEERANY (MBLEFM - BERZEZEIR)

- Proof of income for family members within the same household (e.g. copy
of salary statement, tax return forms of the last 12 months, or income
declaration form)

BEERFARMERERE ZWAE (B X 12 E B HBRE - RESZEIAR
HRAZRE)

- Proof of monthly housing rental fee / mortgage payment (e.g. copy of
house rent contract, house rent payment receipt)

EFrHE AESSIRIBAHEER (WEA - IRUIES 2 8IA)

- Proof of the applicant'’s sibling study (if applicable)
REBRESEAN (RER)

- Proof of applicant having other disease(s) if applicable (e.g. copy of
consultation appointment slips)

AR ANEMREER (WER) (flmEREDR 2 8IA)

- Proof of family members residing with the applicant having chronic
illness(es) if applicable (e.g. copy of consultation appointment slips)

EIRERSNRIPFEER (WER) (PlnEREDR 8IA)

Appendix | Bft#F—
Referral from by medical professionals B A BEENENM TR

YDA Office use only Rt YDA ;ZfE /A

Total score # %

Result B4 R Approved 144 / Not approved R Bg#t

Approved model #t4% 255

Approved quantity #t# & &

Approval due date EH#HA R

Approved by E#t[EE

Approval date #t#% B HA

First batch of CGM e-coupon redemption date
EREE CGM #%E5 B 8
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To be filled out by medical professionals Itk FHEEE A BER
Appendix | Referral Form Ffi#f— : #Er3k

Name of Applicant FHFEAH A ! Age Fiie

v Please tick the appropriate box EZIZEEE K75 1&

1. Is the applicant currently participating in Hospital Authority’s CGM programme?
FREARKERS NEREERE T EE MBS RETE ?

O Yes, reasons (please tick all that apply) & * REAA (FFREMESERE)

O Applicant aged 8 or below O Applicant diagnosed in the past 12 months
8 MU THERmERE 12 18 A RFTHERD

O Inability to recognise, or communicate about O Applicant is a current insulin pump user
symptoms %58 Bl 5 s HIE IR REZREAE

O Applicant experiences recurrent or unaware of O HbA1c 7-8%
hypoglycaemia EZ& HIRH A B B IHE FELMATZ A 7-8%

O HbA1c 8% and above
FELMATRE S 8% £

O No, the applicant does not fit into any of the above criteria & » BFEATRFE LifiiEE

2. Do you recommend the applicant to join Youth Diabetes Action “CGM Little Rainbow"” programme?

REREBRBASMEERKHEA [CGM NI 582

O Yes, and | recommend the applicant to use the one of the following brands

2 WEFBRRFBAEA

OO0 Dexcom CGM O FreeStyle Libre 0 Medtronic CGM

O No, | will not recommend & * R HEERBAZSM

3. Supplementary Information (if any) fiZ&#} (WH)

O Applicant is diagnosed Type Il diabetes and | recommend him/her to join the “CGM Little Rainbow”
programme for months

FHEARTHBRREE  BEBRBASNSH BRH [CGM ML | 5HEl

Signature of

medical

rofessional

EAERE Hospital E&B% :
Name # 4 : Date HHR :
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