Functional Assessment Report
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IMPORTANT NOTE: This report assesses the need for assistance in Activities of Daily Living and is only for the
purpose of application of specific government schemes administered by AIC, SG Enable, SNTC and HDB. It is
NOT valid for ElderShield or the Interim Disability Assistance Programme for the Elderly (IDAPE). If you are
applying for ElderShield/IDAPE, please use the ElderShield/IDAPE claim form instead. More information is
available from the websites of Aviva, Great Eastern and NTUC Income. Please contact the individual agencies
if there are further queries on the other government schemes.

Any Singapore-registered doctor's memo or document certifying that person needing assessment is
permanently bedridden may be accepted in lieu of the functional assessment report.
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SECTION A: TO BE COMPLETED BY PERSON NEEDING ASSESSMENT / CAREGIVER

AH: HFBEIME / BPAEET

Name of Person Assessed

PG E

NRIC/BC
BHHE / MAIES S

Important: Please proceed to complete this form, only if the person has required assistance in Section A
Part 1 (iii) to (viii) for more than 6 months and/or if the person will require assistance in Section A Part 1
(iii) to (viii) on a permanent basis.
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1 INFORMATION ON FUNCTIONAL STATUS (TO BE COMPLETED BY PERSON NEEDING ASSESSMENT /
CAREGIVER)

RTDReRGHER (HFEWMG / B AFES)

Please provide additional information to aid the assessment.

IFHE LRI Z R LB i o

Please circle the answers that apply for the person needing assessment:

V7 | 3 T 7 BTG A R

; Does the person assessed need a mobility aid when indoors? Yes / No
A LA A T4 2 WE | AHE

If “Yes”, please indicate the mobility aids used:

Fre TR, HE T BT

O Wheelchair (Powered / Manual) O Artificial Limbs / Devices O Crutches
Ay (A5h/ AT X/ #R R Pkt

0 Walking Cane / Quad Stick
BIAT AL / DY Bt

O Walking Frame (with / O Others (please specify)
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without wheels) HAth GEEBD
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iii | Does the person need help to move (with or without walking aids or

wheelchair) between his or her room to the toilet in his or her home? Yes / No
SV TR B TR A BB R T CH SRR AT 98 W R

sfekr) ?

iv | Does the person need help to bathe and dry himself or herself
(excluding the back)?

AP HURSET S GY MRS B R A F R

Yes / No
i [ A

vV | Does the person need help to wear and take off both upper and lower
body clothing?
VTR & AR G I A i A Iy o 15 7 2R B 2

Yes / No
i [ A

vi | Does the person need help to cut up food, bring the food to the

mouth, chew and swallow? Yes / No
ZIHEFEFIVIEY) . SCEYIREE T E R A A R S 1 R i [ AHE
Bh?
vii | Does the person need help to use the toilet and to clean himself or
herself after passing motion or urination? — Yes / No
WE [ ATE

T WA SIS T O T

viii | Does the person need help to transfer from bed to chair (or bed to

wheelchair) and vice versa? Yes / No
SV E NI IR BT (B8R EEiR (Edek) 2] IR [ AHE
I e 15 ZE A ?

ix | Approximately, when did the person first require assistance with (iii)
to (viii), where applicable? / (MM/YYYY)
ZYEEERTEE Gi & (i) TR GERZ ) K / (R 3/ 5E4)
TEAT A B5?

2 Declaration by Person Needing Assessment / Caregiver

REME / BPAEEE

| declare that the above information has been provided to the best of my knowledge, true and correct. | give
consent to the assessor to use the above information for the functional assessment. | also declare that | have
not withheld any relevant information or made any misleading statement. | give my consent to the assessor
to communicate with any physician who has attended to me.
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Name and Signature of Person Needing I/C Number Date
Assessment / Caregiver HOriE 5 H A

BV /B NE A R

]
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SECTION B: TO BE COMPLETED BY ASSESSOR (i.e. SMC FULLY REGISTERED DOCTOR, SNB

REGISTERED NURSE OR FULLY REGISTERED PHYSIOTHERAPIST / OCCUPATIONAL THERAPIST
UNDER AHPC)

FUNCTIONAL ASSESSMENT Patient’s Sticky Label

(where applicable)

(if no patient’s sticky label)

Name of Person
Assessed

NRIC/BC

1 Activities of Daily Living (ADLs)*

Requires help/supervision | Independent — No
from an assistant. help is required.
i | Mobility O O
ii | Washing or Bathing O O
iii | Dressing O O
iv | Feeding O O
v | Toileting O O
vi | Transferring O O
2 Comments
Please estimate when the assistance with the ADLs first started. / (MM/YYYY)

Additional Comments (e.g. whether the need for assistance is of permanent nature, or unlikely to require permanent

assistance due to recovery potential):

I confirm that the assessment done for the above applicant is true and correct to my best knowledge, and with
reference to the declaration made by the applicant in Section A. | am aware that the assessment for this application
will serve as reference only. The Scheme Administrator reserves the right to make the final decision on the
application outcome and reject any application if the information is found to be inaccurate, or if any relevant
information has been withheld by the applicant.

Name, Registration No. & Signature Stamp of Organisation/ Clinic Date Tel / Fax Nos.
of Assessor / Hospital

Important Note: Assessor must sign against any amendment made and affix the official stamp of the organisation / clinic / hospital. If not, the
report will be deemed to be incomplete.

* Notes for Assessor
a. Washingor  Needs help to wash body (excluding back) in the bath, shower or sponge/bed bath. Includes

Bathing subcomponents of washing, rinsing and drying.
b. Dressing Needs help to put on, take off, secure and unfasten garments (upper and lower) and any braces, artificial limbs
or other surgical appliances.
c. Feeding Needs help to feed oneself after food has been prepared and made available.
d. Toileting Needs help to use the toilet and manage bowel and bladder hygiene. Consists of (i) maintenance of balance

during the act of urination or defecation and clothing adjustment, and (ii) maintaining perineal hygiene such as
using toilet paper to clean the perineum. Independent of actual bowel or bowel functions e.g. incontinence.
Does not include changing of long-term indwelling catheter under toileting.

e. Transferring Needs help to transfer from bed to an upright chair or wheelchair, and vice versa. Includes sit-up from a lying
position, a sit to standing position, a weight or pivot shift and a controlled descent to a sitting position in
another location.

f. Mobility Needs help to walk indoors or move in a wheelchair from room to room on level surface for about 8 meters
(about twice the length of a clinic). This is regardless of the use of walking aid and the speed of walking.
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ONLY FOR APPLICATION OF FOREIGN DOMESTIC WORKER GRANT SCHEME

SECTION C: TO BE COMPLETED BY CAREGIVING TRAINER

CAREGIVER TRAINING RECEIVED BY FOREIGN DOMESTIC WORKER (if applicable)
(for use by authorised caregiver trainer only)

Name of Foreign Domestic Worker (FDW) :

FIN / Work Permit of FDW

1 FDW has been trained in the following components (please tick)

O Washing / Bathing / Personal Hygiene O Dressing O Transferring / Bed Care

O Feeding / Medication Serving O Toileting O Mobility

O Others (please state)

| confirm that the training done for the above applicant is true and correct. | am aware that the training for
this application will serve as reference only. The Scheme Administrator reserves the right to make the final
decision on the application outcome and reject any application if the information is found to be
inaccurate, or if any relevant information has been withheld by the applicant.

Name and Signature of Trainer Stamp of Organisation Date Tel / Fax Nos.

Trainer must sign against any amendment made and affix the official stamp of the organisation. If not, the report will be deemed to be incomplete.
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