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Disability Welfare and Service Needs Assessment Application for

Foreign Professionals and Their Dependents

¢ 3-p # Application date: ywnE  (mm)? (dd) P
1. ¥ 3 % # & F# Applicant’s personal information
&7 County/city FR4E 7 F Township/city
dREE R )
“%j? ol.4= =% ¢ 7 Initial application
—E_ﬁj/ - J‘; B 02.8 248 # (™) Request for reassessment
quL;_—FB_ 03. 5 #) £ # Reassessment upon expiry N
éfj—p—ﬁ—éh 4.5 (7¢ 3% SEASEEYIm D N 2 e 3 %13&?«?‘}?@
| Disability | DHF 7T R L CRR3B RSN )
%P Eligibilit Self-initiated status change request Affix photo here
Type &ﬁﬁate (proof of diagnosis issued in the most recent three-month period required)
for Foreign | O5-& = ¥ 3 Repeat application
Professionals | 06.#& Jf & 3‘759” F_}#% 7% Renewal without reassessment
and their 07.4p I P $% 3 Renewal on a specified date
Dependents
A AR TR
4+ % Name Alien Permanent Residence
Certificate (APRC) No.
0% Male
" i op oy ,
% %] Gender 0 Female Date of birth (yyyn)F (mm) (dd) P
OH # Other
0oo -] wiE B p & B
AR =
B § ¥ kb Address i W R 2 i3 F i 2
indicated on APRC Floor, No. , Alley/Lane , Section , Road/Street,
Neighborhood, Village, Township/Dist., County/City
O ¢ £ § 3 ht Same as address indicated on APRC
. 0oQ Rk FREE F . B . 5 B
R S ‘:f AR TR . ﬁ;
Residential address Fr - _T*r N
Floor, No. , Alley/Lane , Section , Road/Street,
Neighborhood, Village, Township/Dist., County/City
e B F # #t Same as address indicated on APRC
Mo sy O F B @ $ hF Same as residential address
2, IF 2
== B FRET : & 4
Address for HE :‘ ﬁ/f&,ﬂ\. tj 5 &é = E ﬁf
document delivery ¥ = fF - ;2
Floor, No. , Alley/Lane , Section , Road/Street,
Neighborhood, Village, Township/Dist., County/City
B % 7 35 Tel < #% Cell
K Y
w15 18
# 7. Fax Email
ol. % 23 Illiterate 02.% ¥2 F] Preschool 13.-| & Primary school
0w ALR 04. ® " Junior high 05.% # (%) Senior high/vocational school
Education 06.% #+ Junior college 07.= 5 College
0848 1. (7 ™ } ) Master’s degree and above
o ol. B +ki% 4 Agriculture/forestry/fishery/farming 02.1 27% Manufacturing/mining
Bk
Oceupation 03.7% Commerce 04.FR7% ¥ Service mdustry o5.p d ¥ Freelance

6.# Unemployed (0 %% In school 0%

&% Not in school)
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07.8 # Other:

B kR
Residency status

ol.3% B Resides alone 02.¥ 3§ ¢ i Resides with family
03.#% # & i Resides at an institution: 04.H © Other:

A5
Preferred method
of communication

ov 3% Spoken (08 3% Mandarin 04 % 5 3% Taiwanese 0% % % 3% Hakka
04 4 Rk i X 3% Taiwanese Indigenous languages o# # Other: )
04 B Written O T ¥ Interpreting service required

0% 4 <+ 3% Taiwan Sign Language 0H = Other:

PRAR B de AR in
Role as a caregiver

i

oL 32 & § R 35kt by o

Resides with family member(s) with disabilities over the age of 35
D278 W Bu3Sh T L eRE -
Resides with family member(s) with disabilities under the age of 35

O3. %P & F 65k & A (2w I‘ﬁ@“{"ﬁ )
Resides with one or more family members (without disabilities) over the age of

o KRR T

65
047> mH B PR ﬁiiﬂ‘ No other family members with disabilities
ok % (214 5 ) Congenital (present at birth) O J Illness Ox “b Accident

0% i€ ¥ # Traffic accident D%‘i ¥ % % Occupational injury

Cause of disability O# @ Other

5 2

ﬂ. FELF% f EW-y # Year:
Disability onset

2. b E ¥ A 4 2 F %4 % Dependent of the foreign professional
[¥ 34 2£4 £ A X > A{f < HE Required if the applicant is not the foreign professional.]

e S
4+ ¢ Name el
APRC No.
0% Male
M & 1 M4 p g )
L | Gender = Female Date of birth (yyy)F (mm)_ (dd) P
oH 5 Other
m ;%— A % H Ae i The applicant is the foreign professional’s spouse.
B % Relationship ov ;%— A 4 H KA =& 3 % The applicant is the foreign professional’s minor child.
’ 0¥ FA R AFL @ EE PR EL S E S L

to the applicant

The applicant is the foreign professional’s adult child, who is unable to support
themselves due to a disability.

44 Fho2L
B i % < 5 Cell
i Tel.
™ Et/ﬁ ééjs / L - 2, E
o leasw| 7° - _:fg‘” tj A i"lﬁ B f 5
Contact | Residential F - . = - o
address Floor, No. , Alley/Lane , Section , Road/Street,
Neighborhood, Village, Township/Dist., County/City
3. B % % Contact person
[OF P R% ¥4 25 BERAKE T LH]
[cLeave this section blank if the contact person is the same as the foreign professional’s
dependent.]
o 114 p ¥ Date of birth E
Name w1 = 57 Late ol bir Gy mm? dd)

R % Relationship
to the dependent

o<¥ /- Father-child o#* < /% Mother-child O % % %} 4 Siblings
DAz % Spouse O 7 Other relative (F3} Please specify: )
0% ¥ #4 * § Welfare institution personnel

2
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0# i Other (557 F" Please specify: )

1+ %] Gender

09 Male o% Female oH # Other

2 3 h 2L
TR 5 % £ 4% Cell
w2 Tel.
iy oo B SRAE - . B 3
Falearn| ° ROEH oo = %
. . ? R 2 fe=3 + i 2
Contact| Residential :

address Floor, No. , Alley/Lane , Section , Road/Street,
Neighborhood, Village, Township/Dist., County/City

i & RAEF Primary caregiver [OF B2 A S0k R& F 4 4 2 FREAES

121 # 3 ] [Leave blank if the primary caregiver is the same as the 0 contact person / o foreign

professional’s dependent. ]

4+ ¢ Name

14 p gy
7 n
Date of birth Gy F  (mm) dd) P

1+ %] Gender

0% Male o Female oH # Other

k# % Relationship
to the dependent

0<% &+ /- Father-child o* - /% Mother-child o % # 4} 4% Siblings
Dfe % Spouse O 7 Other relative (F3} Please specify: )
OH # Other

ErEy %

5 2, Tel. Cell
K B Py ] 4 £ 3
g | pasn | 09RO MR Boog £k
: kL LA 2 fe=3 = i

Contact Residential .

address Floor, No. , Alley/Lane , Section , Road/Street,
Neighborhood, Village, Township/Dist., County/City

5. & & #2 JR 7 3¢ 9| Disability category

ATH FEE

TR P e 5
Newly added
disability
category(-ies)
[based on current

O% L84 S0k sfiad 2 A ~ A it
Type 1: Mental Functions & Structures of the Nervous System
OF UM~ DA MR SR 2 AR
Type 2: Sensory Functions & Pain; The Eye, Ear, and Related Structures
D%3&‘F'_/*F3‘ %"‘ '*’”’%f?:,g H
Type 3: Functions & Structures of/ 1nvolved in Voice and Speech
D%4&‘FV‘LI§ B o~ AR & Jﬁ#igaﬁﬂm('v#ﬁ _n_"g L F
F)

Type 4: Functions & Structures of/Related to the Cardiovascular, Hematological,
Immunological, and Respiratory Systems

O%SEEIP I ~ AT N 28 s S AP MG 2 B X (B~ 8 - Sy
BT
Type 5: Functions & Structures of/Related to the Digestive, Metabolic, and

category] Endocrine Systems
D%362ﬁ;?i:&ﬂll;’5?ifi R 1Y *#—33 B (T 2 R)
Type 6: Functions & Structures of/Related to the Genitourinary and Reproductive
Systems
DR THH A g~ B BE A MAEE R Bt
Type 7: Neuromusculoskeletal and Movement Related Functions & Structures
D% ST B AR HRE £ B 5 i
Type 8: Functions & Related Structures of the Skin
T ATHE T D% I8gd 0 o sutiad 2 A~ o ap s i
T R 5 ) Type 1: Mental Functions & Structures of the Nervous System
Reappraised OF28FP ~ B 2 ApRE R IR F # L 2 RA
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disability Type 2: Sensory Functions & Pain; Eye, Ear, and Related Structures

category(-ies) ODF38EH2 B3 BT He 2 200

[based on current | Type 3: Functions & Structures of/ involved in Voice and Speech

category] D48 0RTR ~ i ~ ARSI ARG 2 HA (L § AR R
¥)

Type 4: Functions & Structures of/Related to the Cardiovascular, Hematological,
Immunological, and Respiratory Systems

O% SEEH 1 ~ FTHUR B N &0k Sudp B Jf#i% EH G (B~ S
£ Bq’—ﬁg‘;g)
Type 5: Functions & Structures of/Related to the Digestive, Metabolic, and
Endocrine Systems

D%?'6i*éﬁi:¥sﬁjll;55?i5§_ Suip B f?:g B (TS K)
Type 6: Functions & Structures of/Related to the Genitourinary and Reproductive
Systems

O% 7840 55~ vep ~ B A2 BB 4p B f?i"é 2 H o
Type 7: Neuromusculoskeletal and Movement Related Functions & Structures
0¥ SHFA K L Ap M i 2 B # i
Type 8: Functions & Related Structures of the Skin

6. F¥ 2 7 R kB Appraisal and needs assessment location
gagor OB (FF) N % Inan institution (hospital)
Appraisal [0 ( ¥ o) “E (Y HRGZEEP )
location Outside an institution (hospital) [proof of diagnosis required]
02L& 432 Not performed concurrently with the appraisal (O 7 2 #7 Residence 0%
® ¥ 1 Welfare institution 01 %37 Workplace 0# # Other: )
O3 F 7432 Performed concurrently with the appraisal (%5 F~ & # Hospital name: ;

PRI H-d L, ) . . K
& T\;I l; a %5 2 #7 .3+ Hospital location: B+ County/# City )
eeds etk o n e g s & ) s A 1 e EE g e o
assessment | £ AR PREEL S S8 RGP AFROFLEFEL T > 2 B LF
location F® o The applicant must arrive at the designated clinic at the designated time in the

designated hospital if they wish to have their needs assessment performed
concurrently with their disability appraisal. They may not choose a specific
physician.

7. 4G4 PR7%¥ 378 P Requested welfare services
KT PRFERITEMN Z P F R 0] FREGAIARABE LR BB EPABTIRIEN B
Once the applicant’s disability eligibility certificate is issued, a social worker in charge of needs assessment

will call (over the phone) to explain the following service details:

PR - R F’ i® A PR R PR F% Personal care services for persons with disabilities

2.8 0% R % ar, TR }é;' PRF% Services for the family caregiver of persons with disabilities
@P@%ﬁﬂﬁgﬁmmiww~%ﬂﬁ%{ﬁ¢7%ﬁ?$+ﬁiwiw%g%ﬁﬁi
B PEFATUSE . A PR R R E ] R LR R R
PRA% 7 ]‘\’Llpﬁ/z FIFERTREFATTR M 2T F ‘}'  TREX M NS AHA
FEMR - T AR RELEERMBPETE TG 24pM T > % ERBE =07 5 REIRF
N
Services described under Articles 50 and 51 of the People with Disabilities Rights Protection Act may only be
provided to applicants who undergo the needs assessment and meet the relevant eligibility criteria. I hereby
agree that my signature signifies my understanding of the aforementioned regulations and my willingness to
provide the necessary supporting documents required under Article 3 of the Regulations Governing Disability
Welfare and Service Needs Assessments for Foreign Professionals and Their Dependents. 1 hereby authorize
the application receiving agency to look up my residency data and agree that the assessment team may forward
my appraisal and needs assessment results to service providers as a reference for service planning.




115# 6% 30 p gx* Effective June 30, 2026

PHA(BEEAER: EipPH: & *» p
Signature by applicant (guardian): Date: YYYY MM DD

Byt d g iho} B REES MAFEE A EE
Note: If the applicant has a legal guardian, the signature of the legal guardian is required.

wIRY 43 (4&4) E Power of attorney

£k (¥ ;%—&) [Ei]
Signatory (the applicant): [signature]
R A (- Yl ): [$%)
Representative (National ID: ): [signature]

L300 BBE MY E CHRETAME Y > 130 (BHE) £ 4304 8¢ 3 doF

LoopRd B FfRA e REARGEEE C BORAAAMEET -

The Signatory certifies their understanding of the terms of disability appraisal and hereby appoints (authorizes)

the Representative to handle the service application on their behalf. Any disputes arising from this Power of]

Attorney are to be resolved between the Signatory and Representative themselves, who will be held legally

liable for any misrepresentation found.

AL BRI REE A4 2 B F RS CHRF AR E IR T A= R vk $3ER T L300
AL ;al_iﬂ—z , ;@yuﬁj\_‘ggs—%; %;@;ﬁ&iﬁ//ﬁ\gﬁps <> iE o

Note: Pursuant to Article 3 of the Regulations Governing Disability Welfare and Service Needs Assessments

for Foreign Professionals and Their Dependents, those who wish to submit an application through a
proxy must additionally provide a power of attorney and the proxy’s identification documents.




