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1. {HE Fax: 2855-4089 F/3F/MHE

2. I enquiry@autism123.hk

3. BEECH B A EIEHEREGE 12 SR CERIE AR A S B R e — S R R T L0
By post or submitted to The Duchess of Kent Children's Hospital, Children Assessment Centre,

12, Sandy Bay Road, Pokfulam, Hong Kong

A ZE (Information)
F S Name of child e Hl Sex
H4EHIH Date of birth s i Age

B RSB B A4 T8 Centre / School Child is attending

7N HIT Before 6 years of age

7NB% After 6 years of age

AEEe |:| F#8 F B8 Please V where appropriate

|:| 257 P BEYAEE has taken western medical treatment

o[ | emmrEse sy G

has taken / currently taking anticonvulsants (Please specify)

b)l:‘ PRI RIEEY) (GRRED

has taken / currently taking psychiatric drug (Please specify)
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|:| 22 tHEZ MBS has taken traditional Chinese medical treatment
a) |:| %% Traditional Chinese medicine b) |:| 417 Acupuncture

c) |:| HAth (FFEFHH) Others (Please specify)

Ry AT —RBE i A 2 Which hospital or clinic are you visiting / have you visited?

BN EERE S HE )RS Have language test

|:| = Yes

TR 7 BB 4278 Year of test and Name of hospital

DENO

HIELAS S Result of assessment

FHHEXA Type of disability GEEEGHY I:I 3 B 58 Please V where appropriate)

[ ] FemsE Autism

|:| i Mild |:| HHE Moderate |:| G EE Severe
a) AT TR Have been assessed

B Yes Ty M BERE 4TS Year of assessment and Name of hospital

No

[]
[]

o
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b) B R Have 1Q test

I:‘ = Yes B B BT Year of assessment and Name of hospital

FEfER Result of assessment I:‘ i FH Normal 1Q
I:‘ 55% Mentally retarded
I:‘ 7 No
2) |:| 527 Mentally retarded

|:| K Mild I:‘ A Moderate I:‘ JBZEE Severe

A RIEF} Parents’ information

A FHWESL, Name of father k2% Occupation

B4, Name of mother f#%2Z Occupation

k4 8aaT5 Contact phone number (H & Daytime)
(7&[& Night) (F-#2 Mobile Phone)

(EEMEEE  Fax Number

gkl Address

FBEHHE E-mail address

FrEEF  BEEE - RIREXEHFENcHE T/EARER
R B - FRPRE - 3
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