
  

HAEMOPHILIA SOCIETY OF SINGAPORE 
WELFARE APPLICATION FORM 

 
 
Patient’s Particulars 
 
Name:  _____________________________  NRIC No.: ______________ 

Address: _____________________________________________________________ 

 ________________________________________________________________ 

Contact No: _____________ (H) / _______________ (Hp/Pgr) / _______________ (O) 

 
Occupation: ___________________ Gross Monthly Income: __________________ 
 
Company’s name and address: 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
 
 
 
Parent/Guardian’s Particulars ( for patient below the age of 21) 
 
Name:  _____________________________  NRIC No.: ______________ 

Address: _____________________________________________________________ 

 ________________________________________________________________ 

Contact No: _____________ (H) / _______________ (Hp/Pgr) / _______________ (O) 

 
Occupation: ___________________ Gross Monthly Income: __________________ 
 
Company’s name and address: 
 
________________________________________________________________________ 
 
________________________________________________________________________ 
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Other Family members’ Particulars & Family Income 
(Please include all working and non-working family members who are staying in the same 
household) 
 

No Name Relationship 
to Patient Occupation 

Gross Monthly 
Income 

(Estimated 
Income if Self-

Employed) 
  

 
   

  
 

   

  
 

   

  
 

   

  
 

   

  
 

   

  
 

   

  
 

   

 
 
Declaration: 
 
I _________________________ (patient or Guardian’s name) declare that the information 
shown above are correct.  I am aware that any false declaration my render my application 
void.    
 
 

 
For Office Use 

 
Patient’s name: 
 
 
_______________________ 

 
Family Income: ( per month) 
 
 
________________________ 

 
Valid from: 
 
 
___/___/___ to ___/___/___ 

Approved / Not Approved 

Effective Date 

___ / ___ / ____ _____________________ 
President/Vice President 

________________ 
Treasurer 
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