CRSRehab-SGHMMHC Form 7

(Revised 1/2011)


Reply to CRSRehab-SGHMMHC on Selection for Placement

	From:
	     
	
	
	To:
	Central Referral System for Rehabilitation Services
Subsystem for Small Group Home for Mildly Mentally Handicapped Children
Social Welfare Department
9/F Wu Chung House
213 Queen’s Road East
Wanchai, Hong Kong

	
	(Name of Referring Office)
     
	
	
	
	

	
	(Name of Organisation)
     
	
	
	
	

	
Ref.:
	(Address of Referring Office)
     
	
	
	
	

	Tel.:
	     
	
	
	
	

	Fax:
	     
	
	
	Tel.:
	2892 5134

	Date:
	     
	
	
	Fax:
	2893 6983

	
	
	
	
	
	


	Application for Admission to (name of rehabilitation unit):      


	Name:
	     
	HKIC No.:
	     
	CRSRehab No.:
	     


	formcheckbox 

	Applicant accepts the offer.  The following documents are attached:

	
	formcheckbox 

	CRSRehab–SGHMMHC Form 1
	formcheckbox 

	Case summary

	
	formcheckbox 

	Psychological/psychiatric/medical* report
	formcheckbox 

	Agency application form

	
	formcheckbox 

	School progress/VTC* report
	formcheckbox 

	Certificate of blindness

	
	formcheckbox 

	Referral Form for Placement in Residential Child Care Services (CRSRC 3)

	formcheckbox 

	Applicant declines the offer (Please 揆 only one box):

	
	formcheckbox 

	Applicant considers the location of rehabilitation unit unfavourable.

	
	formcheckbox 

	Prefer to live with/be looked after by family member(s).

	
	formcheckbox 

	No immediate need for service.

	
	formcheckbox 

	Transport not available/cannot be arranged.

	
	formcheckbox 

	Applicant left Hong Kong or emigrated overseas.

	
	formcheckbox 

	Lost contact with applicant.

	
	formcheckbox 

	Applicant passed away.

	
	formcheckbox 

	Applicant is engaged in open/supported employment at present.

	
	formcheckbox 

	Applicant is attending special school at present.

	
	formcheckbox 

	The placement offer does not match applicant’s service request or location preference.

	
	formcheckbox 

	Change of service type required due to improvement of ability.  Form 3 is attached to update placement request.

	
	formcheckbox 

	Change of service type required due to deterioration of ability.  Form 3 is attached to update placement request.

	
	formcheckbox 
 

	Others, please specify: 
	
     

	formcheckbox 

	Applicant is temporarily hospitalized.

Name of Hospital: 
     

Admission date: 
     

Diagnosis/Treatment required: 
     

	formcheckbox 


	(for day and residential service applicant only) Applicant prefers that day service be offered with residential placement together.


	
	Signature:
	

	
	Name:
	     

	* Please delete as appropriate
	Post:
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