Appendix 9

CRSRehab–MPH Form 9

(Rev. 1/2005)


Report on Case Intake / Discharge
	From:
	     
	
	
	To:
	Central Referral System for Rehabilitation Services 
Subsystem for the Mentally / Physically Handicapped 
Social Welfare Department
9/F Wu Chung House, 213 Queen’s Road East, 
Wan Chai, Hong Kong

	
	(Name of Rehabilitation Unit)
	
	
	
	

	
	     
	
	
	
	

	
	(Address of Organization)
	
	
	
	

	Tel.:
	     
	Fax:
	     
	
	
	
	

	Date:
	     
	
	
	Tel.:
	28925141 / 28925565
	Fax:
	2893 6983

	
	
	
	
	
	


1.
Case information

	Name:
	     
	HKIC No.:
	     
	CRSRehab No.:
	     


2.
Please be informed that the above-named case has been:

	 FORMCHECKBOX 

	admitted into service on
	     
	(date).

	
	

	 FORMCHECKBOX 

	unable to be admitted into service as there is no vacancy.

	
	

	 FORMCHECKBOX 

	found not suitable for the service upon re-assessment by the referrer under Standardized Assessment Mechanism, the original Form 1 and relevant documents are attached.

	 FORMCHECKBOX 

	Rejected upon case screening due to (applicable to day services only):

	
	 FORMCHECKBOX 

fail in job test
 FORMCHECKBOX 

low ability / motivation for training

	
	 FORMCHECKBOX 

health problem (please specify):      

	
	 FORMCHECKBOX 

severely behavioral problem (please specify):      

	
	 FORMCHECKBOX 

others (please specify):      

	
	

	 FORMCHECKBOX 

	self-withdrawn by applicant upon admission due to:

	
	 FORMCHECKBOX 

open employment
	 FORMCHECKBOX 

living in private / self-financing home

	
	 FORMCHECKBOX 

supported employment
	 FORMCHECKBOX 

prefer to live with / cared by family member(s)

	
	 FORMCHECKBOX 

unfavourable location
	 FORMCHECKBOX 

attending special school at present

	
	 FORMCHECKBOX 

lost contact
	 FORMCHECKBOX 
 applicant / family members do not disclose any reason

	
	 FORMCHECKBOX 

others (please specify):      
	

	
	

	 FORMCHECKBOX 

	discharged from our service on
	     
	(date) due to the following reason:

	
	 FORMCHECKBOX 

admitted to another day / residential service of the same type

	
	 FORMCHECKBOX 

admitted to other type of day / residential service due to improvement of ability, pl. specify:           

	
	 FORMCHECKBOX 

admitted to other type of day / residential service due to deterioration, pl. specify:                    

	
	 FORMCHECKBOX 

admitted to hospital (including psychiatric hospital) for more than 2 months

	
	 FORMCHECKBOX 

admitted infirmary
	 FORMCHECKBOX 

compassionate rehousing or independent living

	
	 FORMCHECKBOX 

return home or family union
	 FORMCHECKBOX 

deceased

	
	 FORMCHECKBOX 

others (please specify):      


	Signature:
	
	Name:
	     
	Post:
	     

	c.c.
	Referring office:
	     

	
	(case ref.
	     
	)
























































