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RESTRICTED

Central Referral System for Rehabilitation Services 

Subsystem for the Aged Blind (CRSRehab-AB) Data Input Form

	Person aged 60 or above and is certified as total blindness or with severe low vision is eligible to apply for the service of Care and Attention Home for the Aged Blind.


	Please use BLOCK LETTERS to fill in the information or give a ‘(’ in the boxes, whichever is required.  


	PART A
	Applicant’s Personal Information



	1.
	Name of Applicant:
	
	
	(
              )

	
	
	(In English, Surname first)                       (In Chinese)

	
	
	
	
	

	2.
	HKID No.:
	(     )
	
	or

	
	
	

	
	Certificate of Exemption : L/M (       ) in RP 3/3/220/(
  )

	
	
	

	3.
	Date of Birth :
	/        /
	

	
	                    Day    Month    Year
	

	
	
	

	4.
	Sex:              FORMCHECKBOX 
 Male              FORMCHECKBOX 
 Female

	
	

	5.
	Marital Status:

	
	 FORMCHECKBOX 
 Single      FORMCHECKBOX 
 Married      FORMCHECKBOX 
 Divorced/ Separated      FORMCHECKBOX 
 Widowed      FORMCHECKBOX 
 Unknown

	
	

	6.
	Residential District:

	
	Hong Kong and Islands

	
	 FORMCHECKBOX 
 Central and Western    FORMCHECKBOX 
 Eastern    FORMCHECKBOX 
 Southern    FORMCHECKBOX 
 Wanchai    FORMCHECKBOX 
 Islands/Tung Chung

	
	

	
	Kowloon

	
	 FORMCHECKBOX 
 Kwun Tong    FORMCHECKBOX 
 Wong Tai Sin    FORMCHECKBOX 
 Kowloon City    FORMCHECKBOX 
 Mongkok    FORMCHECKBOX 
 Shamshuipo

	
	 FORMCHECKBOX 
 Yaumatei      FORMCHECKBOX 
 Tseung Kwan O  FORMCHECKBOX 
 Sai Kung

	
	

	
	New Territories

	
	 FORMCHECKBOX 
 Kwai Chung    FORMCHECKBOX 
 Tsuen Wan    FORMCHECKBOX 
 Tsing Yi       FORMCHECKBOX 
 Tuen Mun    FORMCHECKBOX 
 Yuen Long

	
	 FORMCHECKBOX 
 Tin Shui Wai    FORMCHECKBOX 
 Shatin        FORMCHECKBOX 
 Ma On Shan   FORMCHECKBOX 
 Tai Po  

	
	 FORMCHECKBOX 
 North (Sheung Shui and Fanling)


	
	


	7.
	Type of Accommodation:

	
	 FORMCHECKBOX 
 Public Housing Estate

	
	 FORMCHECKBOX 
 Private Tenement

	
	 FORMCHECKBOX 
 Temporary Shelter

	
	 FORMCHECKBOX 
 Others (please specify):
	

	
	

	8.
	Physical and Mental Condition:

	8.1
	Degree of Visual Impairment:

	
	 FORMCHECKBOX 
 Total blindness
	Please attach the Visual Examination Form at Annex 1


	
	 FORMCHECKBOX 
 Severe grade low vision
	

	
	Certified in 
	
	 /
	

	
	
	Month
	
	Year

	
	

	8.2
	Mobility:

	
	 FORMCHECKBOX 
 Walk independently

	
	 FORMCHECKBOX 
 Self-ambulatory with walking aid or wheelchair

	
	 FORMCHECKBOX 
 Walk with escort

	
	 FORMCHECKBOX 
 Chairbound / bedridden / paralysed

	
	
	

	8.3
	Mental State:

	
	 FORMCHECKBOX 
 Normal / alert
	

	
	 FORMCHECKBOX 
 Disturbing / apathetic

	
	 FORMCHECKBOX 
 Confused

	
	 FORMCHECKBOX 
 Others (please specify):
	
	

	
	
	

	8.4
	Incontinence:

	
	 FORMCHECKBOX 
 Nil

	
	 FORMCHECKBOX 
 Occasional urine or faecal soiling

	
	 FORMCHECKBOX 
 Frequent urine or faecal soiling

	
	
	

	8.5.
	Welfare Assistance Currently Receiving:

	
	 FORMCHECKBOX 
 Disability Allowance

	
	 FORMCHECKBOX 
 Comprehensive Social Security Assistance

	
	 FORMCHECKBOX 
 Old Age Allowance

	
	 FORMCHECKBOX 
 Enhanced Home and Community Care Services / Home Help Service

	
	 FORMCHECKBOX 
 Community Nursing Service

	
	 FORMCHECKBOX 
 Day Care Centre Service


	PART B
	Location Preference

	
	(Three parallel choices of home / district / region can be specified below.  Please tick “No” if applicant does not have special location preference.)

	
	 FORMCHECKBOX 
   No
	
	

	
	 FORMCHECKBOX 
   Yes: Location preferences -
	1.
	

	
	
	2.
	

	
	
	3.
	

	
	

	
	

	PART C
	Source of Referral

	
	Referring Office:
	

	
	Referring Agency:
	

	
	Address:
	

	
	
	

	
	File Ref. No.:
	
	
	

	
	Tel No.:
	
	Fax No.:
	

	
	
	(for contacting the referrer)
	
	

	PART D
	I, the Responsible Officer, hereby confirm that the applicant has been informed that the information contained in this form will be used by the Social Welfare Department and the Hospital Authority for consideration of his / her application for admission to residential care services for the elderly and for related purposes.
PART D  Declaration


	
	 FORMCHECKBOX 

I also declare that I have no conflict of interest in handling this application. I am not a family member or personal friend of the applicant and have no personal or social ties with the applicant.

	
	Signature:
	

	
	Name of Responsible Officer: 
	

	
	Date:
	

	
	

	
	Supervisor’s Endorsement

	
	

	
	I have examined the case file as well as information provided in this referral form, and am satisfied that the applicant is in need of service of care and attention home for the aged blind.

	
	

	
	Signature:
	

	
	Name of Supervisor:
	

	
	Date:
	


