

【RESTRICTED】
CRSRehab-MPH Form 1


(Revised 11/2010)

Central Referral System for Rehabilitation Services – Subsystem for the Mentally/Physically Handicapped
Application for Day/Residential Services and Standardized Assessment Tool for Residential Services for People with Disabilities

I.
Personal Particulars
	1.
Name
	(English)      
	(Chinese)      

	2.
Sex/Date of Birth
	[image: image1.wmf]Male [image: image2.wmf]Female /    (dd)    (mm)      (yyyy)

	3.
HKID No.
	     

	4.
Correspondence Address & Tel. No.
	Address:      
	Tel. No.:      

	5.
Residential District
	Hong Kong & Islands:

	
	[image: image3.wmf]Central & Western
	[image: image4.wmf]Wan Chai
	[image: image5.wmf]Eastern
	[image: image6.wmf]Southern
	[image: image7.wmf]Islands

	
	Kowloon:

	
	[image: image8.wmf]Kwun Tong
	[image: image9.wmf]Wong Tai Sin
	[image: image10.wmf]Kowloon City
	[image: image11.wmf]Mongkok
	[image: image12.wmf]Yau Ma Tei

	
	[image: image13.wmf]Sham Shui Po
	[image: image14.wmf]Tseung Kwan O
	[image: image15.wmf]Sai Kung
	
	

	
	New Territories:

	
	[image: image16.wmf]Sheung Shui & Fanling
	[image: image17.wmf]Ma On Shan
	[image: image18.wmf]Shatin
	[image: image19.wmf]Tai Po
	[image: image20.wmf]Yuen Long

	
	[image: image21.wmf]Tuen Mun
	[image: image22.wmf]Tin Shui Wai
	[image: image23.wmf]Tsuen Wan
	[image: image24.wmf]Kwai Chung & Tsing Yi

	6.
Service Receiving
	[image: image25.wmf]Nil
	[image: image26.wmf]Special School
	[image: image27.wmf]Boarding Section of Special School

	
(may choose more 
	Community support:
	[image: image28.wmf]Home-Based Training & Support Service
	[image: image29.wmf]Respite Services

	
than one item)
	
	[image: image30.wmf]Integrated Home Care Services
	[image: image31.wmf]Others, please specify:      

	
	Day training:
	[image: image32.wmf]Integrated Vocational Rehabilitation Services Centre
	[image: image33.wmf]Supported Employment

	
	
	[image: image34.wmf]On the Job Training for People with Disabilities
	[image: image35.wmf]Sheltered Workshop

	
	
	[image: image36.wmf]Day Activity Centre
	

	
	Residential service :
	[image: image37.wmf]Private Hostel
	[image: image38.wmf]Self-financed Rehabilitation Hostel

	
	
	[image: image39.wmf]Supported Hostel

	
	
	[image: image40.wmf]Hostel for Moderately Mentally Handicapped Persons

	
	
	[image: image41.wmf]Hostel for Severely Mentally Handicapped Persons

	
	
	[image: image42.wmf]Hostel for Severely Physically Handicapped Persons

	
	
	[image: image43.wmf]Care and Attention Home for Severely Disabled Persons

	
	Medical treatment:
	[image: image44.wmf]Psychiatric In-patient
	[image: image45.wmf]Non-Psychiatric In-patient

	
	
	[image: image46.wmf]Day Hospital

	
	
	[image: image47.wmf]Out-patient clinic, please specify:      


II.
Disability

	1.
Physical Disability
	[image: image48.wmf]Not physically disabled (please proceed to Item 2)
	[image: image49.wmf]Quadriplegia
	[image: image50.wmf]Paraplegia

	
	[image: image51.wmf]Hemiplegia
	[image: image52.wmf]Cerebral palsy
	[image: image53.wmf]Loss of upper or lower limbs

	
	[image: image54.wmf]Loss of hand/foot or finger/toe
	[image: image55.wmf]Others, please specify:      

	2.
Mental Disability
	[image: image56.wmf]Not mentally handicapped
	[image: image57.wmf]Profound
	[image: image58.wmf]Severe
	[image: image59.wmf]Moderate
	[image: image60.wmf]Mild

	
	
	Date of psychological assessment:    (dd)    (mm)      (yyyy)

	3.
Other Disability
	[image: image61.wmf]Speech impairment
	[image: image62.wmf]Deaf/Hearing impairment

	
(may choose more than 
	[image: image63.wmf]Visual impairment ([image: image64.wmf]Blind/[image: image65.wmf]Partially impaired)
	[image: image66.wmf]Autism

	
one item)
	[image: image67.wmf]Mental illness, please specify:      
	[image: image68.wmf]Other, please specify:      

	4.
Illness/Health Problem
	Please specify if any:      

	5.
Mobility
	[image: image69.wmf]Walk unaided
	[image: image70.wmf]Walk with escort
	[image: image71.wmf]Walk with aid
	[image: image72.wmf]Wheelchair bound
	[image: image73.wmf]Bed ridden

	6.
Ability to Climb
	[image: image74.wmf]Capable to climb stairs/slope by self
[image: image75.wmf]Climb stairs/slope with other’s assistance

	
Stairs/Slope
	[image: image76.wmf]Unable to climb stairs/slope even with other’s assistance

	7.
Public Transport
	[image: image77.wmf]Manage without escort
[image: image78.wmf]Manage with escort

	
(Excluding Taxi)
	[image: image79.wmf]Cannot manage with escort

	8.
Assistive Devices Used
	[image: image80.wmf]Hearing aid
	[image: image81.wmf]Wheelchair
	[image: image82.wmf]Walking aids other than wheelchair
	[image: image83.wmf]Prosthesis/artificial limb

	
	[image: image84.wmf]Others:      

	9.
Treatment Receiving
	[image: image85.wmf]Occupational therapy
[image: image86.wmf]Physiotherapy
[image: image87.wmf]Others:      


[image: image88.wmf]
Applicants who apply for day service only (Sheltered Workshop[SW], Integrated Vocational Rehabilitation Services Centre[IVRSC]or Day Activity Centre[DAC]) have no need to go through the assessment of residential need in Sections III to VII.  Please proceed to Sections VIII and IX.
III.
Nursing Care Need
	Area of care
	Care item
	Score

	1. Skin Problem
Applicant’s skin develops:
	      IF "" = "4" (4) 4 
4

Bed sore which was extended to bone during the past month.

      IF "" = "3" (3) 3 
3

Ulcer or bed sore that required sterile dressing during the past month.

      IF "" = "2" (2) 2 
2

Repeated lesions that required observation on infection and sterile dressing during the past month.

      IF "" = "1" (1) 1 
1

Recurrent skin problem such as seasonal skin rash that required application of ointment as prescribed by medical practitioners during the past year.

      IF "" = "0" (0) 0 
0

None of the above.
	 FORMDROPDOWN 


	2. Feeding Problem
During the past month:
	      IF "" = "4" (4) 4 
4

Applicant is a severely/profoundly mentally handicapped person, and required tube feeding.

      IF "" = "3" (3) 3 
3

Applicant required thick and easy for the diet, and had frequent choking during feeding.

      IF "" = "3 " (3) 3 
3

Applicant is not a severely/profoundly mentally handicapped person, and required tube feeding.

      IF "" = "2" (2) 2 
2

Applicant required thick and easy for the diet when feeding.

      IF "" = "2 " (2) 2 
2

Applicant had swallowing problem.

      IF "" = "0" (0) 0 
0

None of the above.
	 FORMDROPDOWN 


	3. Medication 

During the past month:
	      IF "" = "2" (2) 2 
2

Applicant was on long term medication and requires following up of drug reactions.

      IF "" = "2 " (2) 2 
2

Applicant required daily injection and is a severely/profoundly mentally handicapped person.

      IF "" = "1" (1) 1 
1

Applicant required daily injection and is not a severely/profoundly mentally handicapped person.

      IF "" = "0" (0) 0 
0

None of the above.
	 FORMDROPDOWN 


	4. Continence Control
During the past month:
	      IF "" = "3" (3) 3 
3

Uncontrolled double incontinence.

      IF "" = "3 " (3) 3 
3

Applicant used indwelling urinary catheter or stoma and is a severely/profoundly mentally handicapped person.

      IF "" = "2" (2) 2 
2

Applicant used indwelling urinary catheter or stoma and is not a severely/profoundly mentally handicapped person.

      IF "" = "1" (1) 1 
1

Occasional incontinence or wetting/soiling of pants.

      IF "" = "0" (0) 0 
0

None of the above.
	 FORMDROPDOWN 


	5. Epilepsy Condition
Any epileptic seizures during the past three months:
	      IF "" = "4" (4) 4 
4

Epileptic seizures uncontrollable even with hospitalization and drug treatment (medical certification required).
      IF "" = "1" (1) 1 
1

Had episodes of epileptic fit.

      IF "" = "0" (0) 0 
0

None of the above.
	 FORMDROPDOWN 


	6. Oxygen Therapy
During the past month:
	      IF "" = "4" (4) 4 
4

Applicant is a severely/profoundly mentally handicapped person, and can perform daily activities after oxygen therapy.

      IF "" = "4 " (4) 4 
4

Applicant cannot perform daily activities after oxygen therapy.

      IF "" = "3" (3) 3 
3

Applicant is not a severely/profoundly mentally handicapped person, and can perform daily activities after oxygen therapy.

      IF "" = "0" (0) 0 
0

None of the above.
	 FORMDROPDOWN 


	7. Suctioning
During the past month:
	      IF "" = "4" (4) 4 
4

Required frequent suction.

      IF "" = "0" (0) 0 
0

None of the above.
	 FORMDROPDOWN 


	8. Bed Ridden
During the past month:
	      IF "" = "4" (4) 4 
4

Bed ridden and totally dependent in care.

      IF "" = "0" (0) 0 
0

None of the above.
	 FORMDROPDOWN 


	
	The highest score of the above care items
	      = MAX(  - 0 ,       - 0 ,       - 0 ,       - 0 ,       - 0 ,       - 0 ,       - 0 ,       - 0 ) 
0



IV.
Functional Impairment

Class A: Activities of daily living that demand intensive assistance.
Rating Criteria

0
Applicant completes the task independently (with or without aids) and meets the basic hygiene requirements within reasonable time.
1
Applicant completes the task under supervision or with verbal or physical prompting.
2
Applicant participates partially in the activity and requires physical assistance that does not involve plenty of body transfer or lifting of trunk/body parts for completing the task.

3
Applicant is highly dependent or resistive and has scarcely participated in the activity and requires physical assistance that involves plenty of body transfer or lifting of trunk/body parts or that involves great effort in completing the task.
	Activities of daily living
	Score

	A1.
Bathing

Either shower or tub bath (excludes shampooing)
	 FORMDROPDOWN 


	A2.
Dressing and Undressing 

A2.1 Dressing upper body, including street cloths and underwear, in sitting or standing position (excludes buttoning)
( FORMDROPDOWN 
)

A2.2
Dressing lower body, including street cloths and underwear, in sitting or standing position (excludes zipping)
( FORMDROPDOWN 
)

A2.3 Dressing socks & shoes (includes hand splint & prosthesis) 
( FORMDROPDOWN 
)


(Please mark the highest score among items A2.1 to A2.3 as the score for A2)
	      = MAX(  - 0 ,       - 0 ,       - 0 ) 
0


	A3.
Transfer
It refers to task that involves displacement of the entire body from a place to another (e.g., bed ( chair/wheelchair, wheelchair ( toilet seat, etc)
Please specify the assistive / mobility aids required:      
	 FORMDROPDOWN 


	Total score of items A1 to A3 
	      = SUM(  - 0 ,       = MAX(  - 0 ,       - 0 ,       - 0 ) 
0
 - 0 ,       - 0 ) 
0



Class B: Activities of daily living that require relatively less intensive assistance.
Rating Criteria

0
Applicant completes the task independently (with or without aids) and meets the basic hygiene requirement within reasonable time.

1
Applicant completes the task under supervision or with verbal or physical prompting.
2
Applicant completes the task with partial to full physical assistance.
	Activities of daily living
	Score

	B1.
Toilet Use (either sitting or squatting type toilet), including buttock and perineal cleaning, changing napkins (if applicable), etc. (If the applicant used catheter and stoma at the same time, please put a “×” as the score of B1.)
	 FORMDROPDOWN 


	B2.
Feeding and Drinking
B2.1 Eating (if the applicant relies on tube-feeding, please put a “×” as the score for B2.1)
( FORMDROPDOWN 
)


Type of food:  FORMDROPDOWN 


Feeding aids:  FORMDROPDOWN 
:      
B2.2 Drinking (if the applicant relies on tube-feeding, please put a “×” as the score for B2.2)
( FORMDROPDOWN 
)
Drinking aids:  FORMDROPDOWN 
:      
(Please mark the highest score between items B2.1 and B2.2 as the score for B2)
	      IF  = x x       IF  = x x       = MAX(  - 0 ,       - 0 ) 
0
 
0
 
0


	B3.
Indoor Mobility (respond either to B3.1or B3.2)

B3.1 Indoor walking for 2 minutes
( FORMDROPDOWN 
)
Walking aids:  FORMDROPDOWN 
:      
B3.2 Indoor Use of Wheelchair
( FORMDROPDOWN 
)

Type of Wheelchair:  FORMDROPDOWN 

(Please mark the score of the responded item as the score for B3)
	      = MAX(  - 0 ,       - 0 ) 
0


	Total score of items B1 to B3 
	      IF  = x x       IF  = x x       IF  = x x       = SUM(  - 0 ,       = MAX(  - 0 ,       - 0 ) 
0
 ,       = MAX(  - 0 ,       - 0 ) 
0
 ) 
0
 
0
 
0
 
0



* Delete if inappropriate

If the applicant’s performance is constrained by the home environment (e.g. lack of handrails), please specify:      ﻿

V.
Challenging Behavior
	Types of Challenging Behaviors
	Items
	Score

	A.
Aggressive Behavior
	1.
Does the applicant have aggressive behavior(s) towards others (such as punching, slapping, pushing or pulling, kicking, pinching, scratching, pulling hair, biting, using weapons, choking, throttling) in the past year? 

0
No (Please proceed to item B1)

1
Yes
	 FORMDROPDOWN 


	
	2.
Are there one or more such episodes causing serious physical injury (requiring immediate medical attention) to others within the last year?
0
No
1
Yes
	 FORMDROPDOWN 


	B.
Self-injurious Behavior
	1.
Does the applicant have self-injurious behavior(s) (such as skin picking, self-biting, head punching/slapping, head-to-object banging, body-to-object banging, hair removal, body punching/slapping, eye poking, skin pinching, cutting with tools, poking, banging with tools, lip chewing, nail removal, teeth banging) in the past year?
0
No (Please proceed to item C1)

1
Yes
	 FORMDROPDOWN 


	
	2.
Are there such behaviors causing severe self-injury and requiring a medical personnel’s immediate attention at least once a month within the past year?
0
No
1
Yes (Please proceed to item C1)
	 FORMDROPDOWN 


	
	3.
Are there such self-injurious behaviors occurring at least once a week within the last year?
0
No
1
Yes
	 FORMDROPDOWN 


	C.
Property Destruction Behavior
	1.
Does the applicant have property destruction behavior(s) (causing damage to furniture, fittings, buildings, vehicles etc by hitting, tearing, cutting, throwing, burning, marking or scratching) in the past year?
0
No (Please proceed to item D)

1
Yes
	 FORMDROPDOWN 


	
	2.
Are there serious property destruction within the past year and/or minor property damage on six or more occasions within the past year?
0
No
1
Yes
	 FORMDROPDOWN 


	D. Other Challenging Behaviors


	Does the applicant have other challenging behaviors such as inappropriate sexual behavior (including exposing self, masturbating in public, groping a member of the public), offensive behavior (including screaming, regurgitating, noisy behavior, smearing with saliva or faeces, or any similar offensive habits), repetitive behavior (including rocking of body back and forth, flapping hands, flicking fingers, pacing up and down, constant running, or similar stereotyped behaviors) in the past year?
0
No
1
Yes (please tick all of the boxes that apply):
[image: image89.wmf]inappropriate sexual behavior 
[image: image90.wmf]offensive behavior
[image: image91.wmf]repetitive behavior
	 FORMDROPDOWN 


	E. Coping Difficulty
	(Continue to administer item E only when there is at least a score of 1 on items A1, B1, C1 or D.)

Does the carer find it very difficult to manage the above situations?
0
No
1
Yes
	 FORMDROPDOWN 


	
	Total score on items A1, B1, C1 and D 
	      = SUM(  - 0 ,       - 0 ,       - 0 ,       - 0 ) 
0


	
	Total score on items A2, B2, B3 and C2* 
	      = SUM(  - 0 ,       - 0 ,       - 0 ,       - 0 ) 
0


	
	Score on item E* 
	      =  - 0 
0



* Please give score 0 to item(s) that is/are not administered.
VI.
Family Coping

A. Care System
1. Particulars of Carer(s)

· “Primary carer” and “secondary carer” refer to family members that offer or would offer care or assistance to the applicant, including parents, relatives and kins.
· If the applicant is receiving institutional care, hospital treatment or boarding school service in special school, “primary carer” or “secondary carer” should be the family members who look after the applicant during his/her home leaves or after he/she is discharged from institution or hospital.  Their care hours per week may be quite low or even zero.

· If the applicant has no primary or secondary carer, please enter “No” in the corresponding “Name” field.

· Other carer(s) refers to the neighbours, friends, or employed domestic helpers who provide care to the applicant, but not staff of institutions or hospitals.
	Types of Carer
	Name
	Sex
	Age
	Relationship
	Whether Living together
	Occupation
	Working Hour
	Care Hours per Week

	(a)Primary carer
	     
	 FORMDROPDOWN 

	   
	     
	 FORMDROPDOWN 

	     
	     
	    

	(b)Secondary carer
	     
	 FORMDROPDOWN 

	   
	     
	 FORMDROPDOWN 

	     
	     
	    

	(c)Other carer(s) (may indicate more than one)
	     
	 FORMDROPDOWN 

	   
	     
	 FORMDROPDOWN 

	     
	     
	    

	
	     
	 FORMDROPDOWN 

	   
	     
	 FORMDROPDOWN 

	     
	     
	    

	
	     
	 FORMDROPDOWN 

	   
	     
	 FORMDROPDOWN 

	     
	     
	    

	
	     
	 FORMDROPDOWN 

	   
	     
	 FORMDROPDOWN 

	     
	     
	    

	
	     
	 FORMDROPDOWN 

	   
	     
	 FORMDROPDOWN 

	     
	     
	    

	
	     
	 FORMDROPDOWN 

	   
	     
	 FORMDROPDOWN 

	     
	     
	    

	
	     
	 FORMDROPDOWN 

	   
	     
	 FORMDROPDOWN 

	     
	     
	    

	
	     
	 FORMDROPDOWN 

	   
	     
	 FORMDROPDOWN 

	     
	     
	    


2. Risks Encountered by the Care System

	Due to the following circumstances, the referrer considers that the existing care system is encountering considerable risk(s):
1
The description is applicable to the existing care system
0
The description is not applicable to the existing care system, or the applicant has no primary carer

	(a) The primary carer is 60 years old or above
	 FORMDROPDOWN 


	(b) The primary carer’s health condition deteriorates and cannot look after the applicant
	 FORMDROPDOWN 


	(c) The primary carer is a physically/mentally handicapped person or has severe mental illness
	 FORMDROPDOWN 


	(d) The primary carer is emotionally disturbed (e.g. prolonged depression) and cannot look after the applicant
	 FORMDROPDOWN 


	(e) The primary carer has to take care of other disabled or chronically illed persons and cannot look after the applicant
	 FORMDROPDOWN 


	(f) The primary carer has long hour work and cannot make other care arrangement for the applicant
	 FORMDROPDOWN 


	(g) The applicant loses contact with family or relatives and no one can provide care for the applicant
	 FORMDROPDOWN 


	(h) The applicant is a Ward of Director of Social Welfare, and no family or relatives would provide care
	 FORMDROPDOWN 



B. Interpersonal Relationship

	Due to the following circumstances, the referrer considers that the interpersonal relationship of the applicant has serious problem: 

1
Occurred
0
Not occurred, or the applicant is not living with family members

	1.
The applicant had at least two occasions of serious conflict with family member or inmate in the past three months
	 FORMDROPDOWN 


	2.
The applicant had at least two occasions of serious conflict arising from disturbing the neighbours in the past three months
	 FORMDROPDOWN 


	3. The applicant was hospitalized for psychiatric treatment due to serious conflict with family member. The latter still refuse to accept him/her returning home.
	 FORMDROPDOWN 



C. Other Risk Factors
	Due to the following circumstances, the referrer considers that there is considerable risk regarding the applicant’s safety and has follow-up action(s) accordingly:
1
Occurred
0
Not occurred

	1.
The applicant is/was being physically/psychologically/sexually abused by family member
	 FORMDROPDOWN 


	2.
The applicant is/was being physically/psychologically/sexually abused by other person
	 FORMDROPDOWN 


	3.
The applicant is/was being neglected from care
	 FORMDROPDOWN 


	4. The applicant has uncontrollable behaviour (e.g. runaway, arson or participate in unlawful activities), please specify:      
	 FORMDROPDOWN 



VII.
Conclusion on Residential Need Assessment
A. Nursing Care
	1.
Assessment result of section III (please tick one only)
	No or low nursing care need (please put a “×” in A2 and A3 and proceed to B1)
	[image: image92.wmf]

	
	Moderate nursing care need
	[image: image93.wmf]

	
	High nursing care need
	[image: image94.wmf]

	
	Very high nursing care need
	[image: image95.wmf]

	2.
Is there any family member, relative or other carer who can offer assistance with regard to the situation indicated in section III, such that residential care will not be necessary?
	0
Yes, please specify:      ﻿
1
No
×
Not applicable
	 FORMDROPDOWN 


	3.
Is there any community support or community nursing service that can offer assistance with regard to the situation indicated in section III, such that residential care will not be necessary?
	0
Yes, please specify:      ﻿
1
No
×
Not applicable
	 FORMDROPDOWN 



B. Functional Impairment

	1.
Assessment result of section IV (please tick one only)
	No functional impairment (please put a “×” in B2 and B3 and proceed to C1)
	[image: image96.wmf]

	
	Low functional impairment
	[image: image97.wmf]

	
	Moderate functional impairment
	[image: image98.wmf]

	
	High functional impairment
	[image: image99.wmf]

	2.
Is there any family member, relative or other carer who can offer assistance with regard to the situation indicated in section IV, such that residential care will not be necessary?
	0
Yes, please specify:      ﻿
1
No
×
Not applicable
	 FORMDROPDOWN 


	3.
Is there any community support or day training service that can offer assistance with regard to the situation indicated in section IV, such that residential care will not be necessary?
	0
Yes, please specify:      ﻿
1
No
×
Not applicable
	 FORMDROPDOWN 



C. Challenging Behaviour

	1.
Assessment result of section V (please tick one only)
	No challenging behaviour (please put a “×” in C2 and C3 and proceed to D1)
	[image: image100.wmf]

	
	Has challenging behaviour but does not need rehabilitation service with more staff
	[image: image101.wmf]

	
	Has challenging behaviour and needs rehabilitation service with more staff
	[image: image102.wmf]

	2.
Is there any family member, relative or other carer who can offer assistance with regard to the situation indicated in section V, such that residential care will not be necessary?
	0
Yes, please specify:      ﻿
1
No
×
Not applicable
	 FORMDROPDOWN 


	3.
Is there any day training, treatment or counseling service that can offer assistance with regard to the situation indicated in section V, such that residential care will not be necessary?
	0
Yes, please specify:      ﻿
1
No
×
Not applicable
	 FORMDROPDOWN 



D. Family Coping

	1.
Assessment result of section VI (please tick whichever appropriate)
	There is considerable risk in applicant’s care system
	[image: image103.wmf]

	
	There is serious problem in the applicant’s interpersonal relationship
	[image: image104.wmf]

	
	There is considerable risk in applicant’s safety
	[image: image105.wmf]

	If D1 does not indicate any risk in applicant’s care system or safety or serious problem in interpersonal relationship, please put a “×” in D2 and D3 and proceed to E1.

	2.
Is there any family member, relative or other carer who can offer assistance with regard to the risk in care system, applicant’s interpersonal relationship or risk in safety indicated in section VI, such that residential care will not be necessary?
	0
Yes, please specify:      ﻿
1
No
×
Not applicable
	 FORMDROPDOWN 


	3.
Is there any community support or family service that can offer assistance with regard to the risk in care system, applicant’s interpersonal relationship or risk in applicant’s safety indicated in section VI, such that residential care will not be necessary?
	0
Yes, please specify:      ﻿
1
No
×
Not applicable
	 FORMDROPDOWN 



E. Assessment Result

	1. After considering the above assessment result of Sections A to D, it indicates :(Please choose one item only):
	the existing care system, day training or community support services have already provided the applicant and his/her family with adequate assistance.  There is no need to wait for residential services at present.  (The applicant can re-apply and be assessed again in the future whenever necessary.)
	[image: image106.wmf]

	
	the existing care system, day training or community support services cannot provide adequate assistance to the applicant and his/her family.  The applicant needs to wait for residential service.
	[image: image107.wmf]

	2. According to the “Service Need Assessment Flowchart” in “Assessor Manual”, the type of service recommended to the applicant is: (please choose one item only):
	Community Support Service (referrer would make direct application to the service agency concerned), or Day Training, including Sheltered Workshop(SW), Integrated Vocational Rehabilitation Services Centre (IVRSC), On the Job Training Programme for People with Disabilities and Day Activity Centre (DAC)
	[image: image108.wmf]

	
	Community Residential Service (referrer would make direct application to the service agency concerned) or Supported Hostel (SHOS)
	[image: image109.wmf]

	
	Hostel for Moderately Mentally Handicapped Persons (HMMH)
	[image: image110.wmf]

	
	Hostel for Severely Mentally Handicapped Persons (HSMH)
	[image: image111.wmf]

	
	Hostel for Severely Physically Handicapped Persons (HSPH)
	[image: image112.wmf]

	
	Care and Attention Home for Severely Disabled Persons (C&A/SD)
	[image: image113.wmf]

	
	Infirmary Service (referrer would make direct application to the Hospital Authority)
	[image: image114.wmf]

	3. In case there is situation that is not covered in the above assessment and warrants the need for residential service, please specify in detail the situation and service recommended to the applicant: 

	a. Situation that is not covered in the above assessment:      

	b. Reason(s) warranting the need for residential service:      

	c. Service recommendation by the assessor:      

	

	d. Endorsement by ADSWO of SWD/agency head of non-governmental organization/principal of special school:

	Signature:
	
	
	Post:
	     
	

	Name:
	(Eng)
     
	
	Tel. No.:
	     
	

	
	(Chi)
     
	
	Date:
	     
	

	
	
	
	
	
	


F. Assessor Information

	Name of Assessor:
	(Chi) 
     
	
	Assessor Code:
	     

	
	(Eng) 
     
	
	Date:
	     


VIII.
Placement Arrangement
1. Service recommended for applicant (please tick the appropriate item(s) after completing the assessment.  If community support service, community residential service or infirmary service is recommended, please proceed to Section IX and make application to the agency concerned direct.)

	Day Training

(referrer should complete Section I and II before completing this part)
	[image: image115.wmf]
Sheltered Workshop/Integrated Vocational Rehabilitation Services Centre (for Mentally Handicapped Persons) [SW/IVRSC (MH)]

[image: image116.wmf]
Sheltered Workshop/Integrated Vocational Rehabilitation Services Centre (for Physically Handicapped Persons) [SW/IVRSC (PH)]

[image: image117.wmf]
Sheltered Workshop/Integrated Vocational Rehabilitation Services Centre (for Visually Impaired Persons) [SW/IVRSC (VI)]

[image: image118.wmf]
Day Activity Centre (for Mentally Handicapped Persons) [DAC (MH)]

[image: image119.wmf]
Day Activity Centre (for Mentally Handicapped and Blind Persons) [DAC (MH+VI)]

[image: image120.wmf]
Others, please specify:      

	Residential Services/
Day and Residential Services

(referrer should complete Section I to VII and confirm that applicant has residential need before completing this part)
	[image: image121.wmf]
Supported Hostel (for Mentally Handicapped Persons) [SHOS(MH)]

[image: image122.wmf]
Supported Hostel (for Mentally Handicapped and Visually Impaired Persons) [SHOS(MH+VI)]

[image: image123.wmf]
Supported Hostel (for Physically Handicapped Persons) [SHOS(PH)]

[image: image124.wmf]
Hostel for Severely Physically Handicapped Persons (HSPH)

[image: image125.wmf]
Hostel for Moderately Mentally Handicapped Persons (HMMH)
[image: image126.wmf]
Hostel for Moderately Mentally Handicapped Persons (HMMH) [also apply for private home(s) under BPS
]
[image: image127.wmf]
Sheltered Workshop/Integrated Vocational Rehabilitation Services Centre and Hostel for Moderately Mentally Handicapped Persons (SW/IVRSC and HMMH)
[image: image128.wmf]
Sheltered Workshop/Integrated Vocational Rehabilitation Services Centre and Hostel for Moderately Mentally Handicapped Persons (SW/IVRSC and HMMH) [also apply for private home(s) under BPS]
[image: image129.wmf]
Sheltered Workshop/Integrated Vocational Rehabilitation Services Centre and Hostel for Severely Physically Handicapped Persons (SW/IVRSC and HSPH)

[image: image130.wmf]
Day Activity Centre and Hostel for Severely Mentally Handicapped Persons [DAC & H (MH)]

[image: image131.wmf]
Day Activity Centre and Hostel for Severely Mentally Handicapped Persons with Visual Impairment [DAC&H(MH+VI)]

[image: image132.wmf]
Care and Attention Home for Severely Disabled Persons (for Mentally or Physically Handicapped) (C&A/SD)

[image: image133.wmf]
Others, please specify:      


2. Does the applicant willing to accept day training first when waiting for residential service? [image: image134.wmf]Yes  [image: image135.wmf]No

3. Location Preference

	Day Placement
	Residential Placement

	[image: image136.wmf]
Applicant has no Location Preference
[image: image137.wmf]
Applicant would have the following location preference and understand that the waiting time of receiving the related services would be longer:
	[image: image138.wmf]
Applicant has no location preference and would receive residential services as soon as possible
[image: image139.wmf]
Applicant would have the following location preference and understand that the waiting time of receiving the related services would be longer:
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	5.
	 FORMDROPDOWN 
      
	

	
	
	
	
	
	


IX. Referrer Information

	Case Ref. No.:
	
     
	
	Service Unit:
	     

	Name of Referrer (if not the same as Assessor)
	(Chi)
     
	
	Tel./Fax No.:
	      /      

	
	(Eng)
     
	
	Date:
	     


� “Long term medication and required following up of drug reactions” refers to diabetic and cardiac medication only. (e.g. monitoring blood sugar level when taking diabetic drugs, monitoring heart rate when taking cardiac drugs)


� “Double incontinence” refers to unable to control bladder and bowel.


� “Applicant cannot perform daily activities” refers to applicant develop shortness of breath even with a minor movement.





� Applicant’s self-care ability in the past month is evaluated through interview.  If deemed necessary, observation on the following activities is recommended: (a) drinking; (b) dressing; (c) transfer e.g., moving to and from bed and chair/wheelchair; and (d) walking indoor.


� BPS refers to “Bought Place Scheme for Private Residential Care Homes for Persons with Disabilities”






_1364735440.unknown

_1364735472.unknown

_1364735488.unknown

_1364735496.unknown

_1364735500.unknown

_1364735502.unknown

_1364735503.unknown

_1364735501.unknown

_1364735498.unknown

_1364735499.unknown

_1364735497.unknown

_1364735492.unknown

_1364735494.unknown

_1364735495.unknown

_1364735493.unknown

_1364735490.unknown

_1364735491.unknown

_1364735489.unknown

_1364735480.unknown

_1364735484.unknown

_1364735486.unknown

_1364735487.unknown

_1364735485.unknown

_1364735482.unknown

_1364735483.unknown

_1364735481.unknown

_1364735476.unknown

_1364735478.unknown

_1364735479.unknown

_1364735477.unknown

_1364735474.unknown

_1364735475.unknown

_1364735473.unknown

_1364735456.unknown

_1364735464.unknown

_1364735468.unknown

_1364735470.unknown

_1364735471.unknown

_1364735469.unknown

_1364735466.unknown

_1364735467.unknown

_1364735465.unknown

_1364735460.unknown

_1364735462.unknown

_1364735463.unknown

_1364735461.unknown

_1364735458.unknown

_1364735459.unknown

_1364735457.unknown

_1364735448.unknown

_1364735452.unknown

_1364735454.unknown

_1364735455.unknown

_1364735453.unknown

_1364735450.unknown

_1364735451.unknown

_1364735449.unknown

_1364735444.unknown

_1364735446.unknown

_1364735447.unknown

_1364735445.unknown

_1364735442.unknown

_1364735443.unknown

_1364735441.unknown

_1364735408.unknown

_1364735424.unknown

_1364735432.unknown

_1364735436.unknown

_1364735438.unknown

_1364735439.unknown

_1364735437.unknown

_1364735434.unknown

_1364735435.unknown

_1364735433.unknown

_1364735428.unknown

_1364735430.unknown

_1364735431.unknown

_1364735429.unknown

_1364735426.unknown

_1364735427.unknown

_1364735425.unknown

_1364735416.unknown

_1364735420.unknown

_1364735422.unknown

_1364735423.unknown

_1364735421.unknown

_1364735418.unknown

_1364735419.unknown

_1364735417.unknown

_1364735412.unknown

_1364735414.unknown

_1364735415.unknown

_1364735413.unknown

_1364735410.unknown

_1364735411.unknown

_1364735409.unknown

_1364735392.unknown

_1364735400.unknown

_1364735404.unknown

_1364735406.unknown

_1364735407.unknown

_1364735405.unknown

_1364735402.unknown

_1364735403.unknown

_1364735401.unknown

_1364735396.unknown

_1364735398.unknown

_1364735399.unknown

_1364735397.unknown

_1364735394.unknown

_1364735395.unknown

_1364735393.unknown

_1364735384.unknown

_1364735388.unknown

_1364735390.unknown

_1364735391.unknown

_1364735389.unknown

_1364735386.unknown

_1364735387.unknown

_1364735385.unknown

_1364735376.unknown

_1364735380.unknown

_1364735382.unknown

_1364735383.unknown

_1364735381.unknown

_1364735378.unknown

_1364735379.unknown

_1364735377.unknown

_1364735372.unknown

_1364735374.unknown

_1364735375.unknown

_1364735373.unknown

_1364735370.unknown

_1364735371.unknown

_1364735368.unknown

_1364735369.unknown

_1364735366.unknown

_1364735367.unknown

_1364735365.unknown

