@@ Youth Diabetes Jockey Club Suppor for Young Peapl with Disbetes s pump
@4 Action

P ZEERGS

Introduction f&/»

With the advancement of technology, insulin pumps can bring welcomed relief of injections. Youth Diabetes Action
(YDA) will provide insulin pumps with 3-year medical consumables to 10 diabetes patients, under the sponsorship of
Jockey Club Charities Trust.

EERRNES  REERNURASHNERFEENEATBEREZ - RHESENER, AXBERBEZTENERR
E YDAKERHERSERN SFHENBREREMRT 10 ESEBNERRERE -

Eligibility E1%&
e Type 1 Diabetes patients aged 7-25
7-25 mH—BRE R B E

¢ Non-existing pump users

REFRERRERE
e Experienced CGM users (1/3 of the time have been using CGM in the past 6 months)

AEABEANEENENGER (BXoEAR  1/3 KESLMZEMIEERE)
e Average HbAlc is 7% or above for the past 12 month

BE 12 BRAMPIRCMARER 7% £
e Referred by attending paediatric / endocrine doctors (Appendix I)

B/ RoREpBaLEE (FHELEFENR)

Format of subsidy BB

Each successful applicant will receive Medtronic MM780G insulin pump with 3- year Insulin Pump consumables

IR E SRR MM780G IREERK 3 FHENRSZREHM

Quotas H&E : 10*
* YDA Approval Committee will vet and select qualified applicants and have the opportunity to invite qualified applicants for
interview. The YDA Approval Committee has the right to conclude final decision.

YDA EMEESSHMESERAFA » WERSBFERFAETEHDR - YDA BHESSREMERFZANRRER

Methods of application FRE&##%

Complete application and referral form, and send to YDA by post, fax or email.
REARAZUMRERENR BT - EEHEREZFRG -
e Mailing address: Room 1607, Clifford Centre, 778-784 Cheung Sha Wan Road, Lai Chi Kok, Kowloon
BHwu - NWERRDERDEE 778-784 FBH L 1607 E
e E-mail EE : SupportDM@yda.org.hk
o Fax{8#ER: 25443711

Enquiries &7
For enquiries, please contact Youth Diabetes Action Staff.

MERMER  FHEASEEREH
Z/\MB (Wing Ki Lee) Email: wklee@yda.org.hk Tel: 2544 3833
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Name (English) (ch)

HH Surname Given Name

Gender Date of Birth (dd/mm/yyyy) / /

4Bl Male B / Female & H4BHE (B/R/5)

Membership No. Type of Diabetes Type 1 — 8/ Tépe 2= A
SRR WEPR R /Others EAth
Follow Up Hospital Year and month of Diagnosis

BOBK B2 EORANG

Other disease (if any)
Hitgem (w0d)

Email Telephone
Address
ok

Please “v"” for type(s) of allowance received :51E B BIZBEAIT [V ]

O Applicant is currently a beneficiary of the Comprehensive Social Security Assistance (CSSA) Scheme

FEAREERGEHLERERED (FE) T8

O Applicant is currently a beneficiary of the YDA Financial Assistance Programme

RBEARERERRERRBSERARENE (FAP)

Part | - Particulars of applicant 55 — 313 — BFEA &R

Part Il — Details of parents or emergency contact 5 — &y — REBE =R ANER

Contact 1 ZE—{u B A

Name
g
Relationship Contact number
A BN ER

Contact 2 58 Z{u B & A

Name
e
Relationship Contact number
i BN ER

Part Il - Supplementary Information S5=&{y — &R
Please “v" for appropriate item(s) AL {8 & WYERIET [V ]
O Applicant has another long term disease BiE A B EtREIER

(Please state 75T HH : )

O Others information Eftbf@ %

(Please state &&EHA : )

April 2023



’ Youth Diabetes —
’ Action
® SEEREE

Notes FffzE
YDA reserves the right to "EHE :
e Approve / reject appllcatlons subject at the discretion of YDA.
MRS B EMERE
e Invite applicants for interview or conduct home visit to understand the condition of the applicant’s family
status.
BERBAETEARZFRBAREETRG © THABARERR
e Require applicants to provide income proof and / or other supporting documents related to this application
EREAFE AR R AR E bARRE =B
e Amend terms or cancel the program without advance notice.

RS BUHANET 8T B AV T A R AR

Declaration &8
| certify that the information provided is true and complete. " AL EATIRIENEREE » EHER o

If participant is below 18 years old, parent/guardian please sign the consent form:
mBmERME 18 5 © FHRR/EEARE -

Signature of

parent/guardian

ER/EEARE
Name of Date
parent/guardian B
RR/EEBAHE

If participant is aged 18 or above, please sign below:

WS MEER 18 Bt > R THIHE -

Signature of

participant

SMEHE

Name of Date
participant HER :
SmEKS

Documents Checklist FREEX 45 E

PIease check if the required documents are attached Applicant check | YDA check
BEMBEXUEEEHE BEAZH YDA £H

Appendlxl P - —
- Consent form @BEZ

Appendix Il B —
- Referral form by medical professionals E:#EASEBNENE

YDA Office use only Rt YDA 35 A

Result T4 R Qualified & &% / Disqualified T &&#&
Approved by E#tE%E

Approval date #t# B HA

Date of first round interview & 8 E 52 B 8A

Date of second round interview ;X &R E =% B A
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@4 Action EEEEHRR BT AR AR REER

P HEERHES

Appendix | Consent Form
i —REE

Name of participant Membershrp no.
SMEHS SER

| understand and agree myself / my child to participate in this programme, and agree to the following terms of
the Jockey Club Support for Young People with Diabetes Project:

HHBRNEETHESSFERRIETENGR - XRZAAN/ RAFLZSMZE -
1. Learn the use of insulin pump to better diabetes management
LBEEARSERUBRREEERERA
2. Attend insulin um training sessions by Medtronic
HEMB XA D RARBRNREZRERIEIIRE
3. Submit status report to Medtronic (HK) every 6 months reporting on blood glucose levels and management of
diabetes
BoEAMAEHD (FB) RREBFMBEKTRERRBEENEZRS
4.  Perform regular calibration of the blood glucose sensor
TE R A MR R RRET R
5. Pump be set on SmartGuard™ (Auto) mode
ARREEREBABERN
6.  Attend HbA1c testing at YDA at the beglnmng, 6th, 12th and 24th month, or submit proof from hospital
FERTEIBAMR ~ FHEIAVEE 6~ 58 12 |36 24 B A 2 YDA ETHLMAZRE - SIRREHRNVRE
7. Selected users need to consult their own attending medical professionals regarding any Insulin Pump data or
alerts. YDA will not be responsible to any medical data or alerts by Insulin Pump provided to users.
BEAFAZTHRTOIDEETATMERSEZREENBERER - AERRHELTARHENKREZRRNE
fAIE&E §iHJ“;‘Sié—/T\ié,E o
8.  The information collected in the Jockey Club Support for Young People with Diabetes Programme is only used
for program application, approval, research and programme related purposes. At the end of the programme, the
above-mentioned information will be destroyed.
EETE%—S%W&%H;@H&EE’J EHUELE JriJEFI L EH - RN AMERE 2 EAE - SHEITAR - LA
54 °
9. We reserve the right to take back the > pumps and re-assign to other applicants if successful applicants fail to:
?X‘,ﬂaﬁﬁ WERSEZROENLEHFDEFHARFA » LR 5E
Take care and use the pump properly
ZEEERLHRERERNRERR
e Improve their HoAlc level compare to apé)lnlcation time

p
ERFRGE LR BIRFARLL - BCMARERBEINE

By signing below, | understand and agree to the above terms and agree the aforementioned participant to join this
programme.

LT %% RAEPAARBRULER  TRZ L2 EES MZTE -

If participant is below 18 years old, parent/guardian please sign the consent form:
mBmERMG 18 5t © FHRR/EEARE -

Signature of

parent/guardian

RR/EEARE
Name of Date
parent/guardian BHE:
RR/EEAMSE

If participant is aged 18 or above, please sign below:

MBSMEFR18 5 - FRTHEF -

Signature of

participant

SMEHEE

Name of Date
participant BE
SMEKRE
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To be filled out by the attending Paediatric / Endocrine Doctors
BER R R/ A MBI ERDBEEER

Appendix Il Referral Form {4 = : #E/ 3k

Name of Applicant FRFE A : Age Fiit :

v Please tick the appropriate box & 5| & i 5 1%

1. ls the applicant an existing pump user?

FEARBEOAREERAR?

O Yes & ONo &

2. ls the applicant an experienced CGM user (1/3 of the time have been using CGM in the past 6

months)?
R ARG EREABEMBEERNENER? BXRoEAR  1/3 BEERAEEMBEENR)
O Yes & ONo &
3. Average HbA1c of the applicant for the past 12 HbA1c
month. %

AR A 12 {8 B RVFE (L MAL = F1I(E -

4. Will you recommend the applicant to join Youth Diabetes Action Insulin pump campaign?

REREBREASNRERRBENREZRENE?

O Yes = ONo &

5. Supplementary Information (if any) fiZ &%l (WH)

Signature of attending
Paediatric / Endocrine

Doctor
28/ A :,Z‘ﬂ

H/EQ_E%R ; Hospital BT :
Name % : Date HEf :

Email EEH AL -
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