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An Overview of the Forms of the
Central Referral System for Rehabilitation Services

The related forms of CRSRehab have been streamlined, but for clarity, each subsystem has its
own set of prefex on the forms. An overview of the forms is as below:

Form From To Name of the form Applicap,e in CRSRehab
No. IPD PMR | VI |SGHCMID| SET
F.1 Ref CRSRehab | Registration Form v v v v v
Cro| | crome | S EXIAon Fom f dmsion ot &
VIForm1
F.1A CRSRehab Ref Confirmation of Registration v v v v v
F.1B CRSRehab Ref HEERERS S E v v v v v
Ar'?i)éto CRSRehab Ref Notification of Assessment Result v x x x x
F.1C CRSRehab Ref Registration of Assessment Result v x x x x
F.1D Ref CRSRehab | Updating on Family Coping Condition v x x x x
F1E Ref CRSRehab m%igsaggﬂgg_i%go;g;?rlApplication of Part VII E3 v « N « «
Application for Transfer to Other Residential Care
F.1F RU CRSRehab | Unit for Persons with Disabilities Under Same v v v v x
Service Type
Outcome of Application for Transfer to Other
F.1G CRSRehab RU Residential Care Unit for Persons with Disabilities v v v v x
Under Same Service Type
F.2 Ref RU Application Form x v v x v
F.3 Ref CRSRehab | Data Updating Form v v v v v
F.4 CRSRehab Ref Removal from Waiting list v v v v v
FAA CRSRehab Ref J\;:ir:is:grufsrtom Active Waiting list to the Inactive v M N « «
Ar'\:nzz to CRSRehab Ref Qcali?icr)}\évlficgement on Transfer to the Inactive v M M M N
F.5 RU CRSRehab | Report of Vacancies v v v v v
F.6 CRSRehab Ref Selection for Placement v v v v v
F.6A CRSRehab RU Notification of Case Selection to Rehabilitation Unit v v v v v
F.7 Ref CRSRehab | Reply to CRSRehab on Selection for Placement v v v v v
Annex to Day/Residential Care Serv!ce _f_o_r Persons v_vith
F7 Ref CRSRehab Intellegtua_l or Physical Disabilities - Medical v x x x x
Examination Form
F.7A CRSRehab Ref 1st Reminder to Referrer v v v v v
F.7B CRSRehab Ref 2nd Reminder to Referrer x x x x
F.7C CRSRehab Ref Reminder to Referrer (for annual case review) v X X x x
F.8 CRSRehab RU Referral for Admission v v v v v
F.9 RU CRSRehab | Report of Case Intake/Discharge v v v v v
F.9A CRSRehab RU 1st Reminder to Rehabilitation Unit v v v v v
F.9B CRSRehab RU 2nd Reminder to Rehabilitation Unit X v x x x
F.10 Ref CRSRehab | Application for Priority Placement v v v v v
F.10A CRSRehab Ref Outcome of Application for Priority Placement v v v v v

Ref: Referrer
RU: Rehabilitation Unit

Updated forms in word format for the above subsystems can be downloaded from the SWD website
(https://www.swd.gov.hk/en/pubsvc/rehab/cat_crsrehab/centralref/) or the Online  Submission  platform  (https://www.online-
submission.swd.gov.hk) for use

For CRSRehab-PS, please refer to the Manual of Procedures of Central Referral System for Rehabilitation Services-Subsystem for Disabled
Pre-schoolers [July 2024 (Revised Edition)].
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Forms of the Subsystem for Persons with
Intellectual/Physical Disabilities
(CRSRehab-IPD)



CRSRehab-IPD Form 1
[RESTRICTED]
Central Referral System for Rehabilitation Services — Subsystem for Persons with Intellectual/Physical Disabilities
Application for DayN°® 1/Residential Care Services\°®2 and Standardised Assessment Tool
for Residential Care Services for Persons with Disabilities

l. Personal Particulars

1. Name (English) (Chinese)

2. Sex/Date of Birth [“Male _Female/ (dd) (mm) (yyyy)

3. HKID No. , or Certificate of Exemption:

4. Correspondence Address: Tel. No.:

Address & Tel. No.

5. Residential District Hong Kong & Islands:
[ Central & Western [ wan Chai [ Eastern [ Southern [islands
Kowloon:
[ Kwun Tong [ Wong Tai Sin [ Kowloon City [”_Mongkok [ Yau Ma Tei
" sham Shui Po [ Tseung Kwan O I Sai Kung
New Territories:
I Sheung Shui & Fanling [_Ma On Shan [ Shatin [ Tai Po " Yuen Long
[ Tuen Mun [ Tin Shui Wai " Tsuen Wan [” Kwai Chung & Tsing Yi

6. Service Receiving LNil [_Special School [_Boarding Section of Special School

[ District Support Centre [_Respite Services

" Integrated Home Care Services [” Others, please specify:

[ Integrated Vocational Rehabilitation Services Centre [ Sheltered Workshop

!'_supported Employment Training for Persons with [ Day Activity Centre
Disabilities

[ Private Hostel

" Supported Hostel

[_Hostel for Moderately Mentally Handicapped Persons

[ Hostel for Severely Mentally Handicapped Persons

" Hostel for Severely Physically Handicapped Persons

[ Care and Attention Home for Severely Disabled Persons

L_Psychiatric In-patient I_Non-Psychiatric In-patient

" Day Hospital

[_Out-patient clinic, please specify:

(may choose more
than one item)

Community support:

Day training:

Residential care service: I__Self-financed Rehabilitation Hostel

Medical treatment:

1.
1. Physical Disability

Disability

I_No physical disability (please proceed to Item 2) I_Quadriplegia I_Paraplegia

I_Hemiplegia I_Cerebral palsy I_Loss of upper or lower limbs
[ Loss of hand/foot or finger/toe [ Others, please specify:
[ Profound [” Moderate

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

2. Intellectual Disability  |I_No intellectual disability [ Severe " Mild

3. Other Disability
(may choose more than

I_Deaf / Hearing impairment
[ Autism
[ Other, please specify:

[ Speech impairment
[ visual impairment (L_Blind/[_Partially impaired) [_Down Syndrome

one item) " Mental illness, please specify:

4. lliness/Health Problem |Please specify if any:

5. Mobility

[“walk unaided  —Walk with escort [ Walk with aid " Wheelchair bound  ”Bed ridden

6. Ability to Climb

Stairs/Slope

[ Capable to climb stairs/slope by self [ Climb stairs/slope with other’s assistance

" Unable to climb stairs/slope even with other’s assistance

. Public Transport

(Excluding Taxi)

I_Manage without escort I_Manage with escort

[__Cannot manage with escort

[“Hearingaid  ”Wheelchair ~ [_Walking aids other than wheelchair [ Prosthesis / artificial limb

" others:
I_Occupational therapy  [_Physiotherapy

8. Assistive Devices Used

9. Treatment Receiving L Others:

Notel  Applicants who apply for day service only (Sheltered Workshop [SW], Integrated Vocational Rehabilitation Services Centre [I[VRSC] or
Day Activity Centre [DAC]) are only required to fill in Sections I, II, VIII and IX and have no need to go through the assessment of
Note 2 residential need in Sections III to VII.
ote

Carer’s age is not a prerequisite for conducting assessment or waitlisting for residential care service. Assessor should conduct assessment
for applicant requesting residential care service, irrespective of the age of the carer.
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I11. Nursing Care Need

Area of care Care item Score
1. Skin Problem 4 Bed sore which was extended to bone during the past month.
Applicant’s skin developed: 3 Ulcer or bed sore that required sterile dressing during the past month.
2 Repeated lesions that required observation on infection and sterile dressing during the
past month.
1 Recurrent skin problem such as seasonal skin rash that required application of ointment
as prescribed by medical practitioners during the past year.
0  None of the above.
2. Feeding Problem 4 Applicant is a person with severe/profound intellectual disability, and required tube
During the past month: feeding.
3 Applicant required thick and easy for the diet, and had frequent choking during
feeding.
3 Applicant is not a person with severe/profound intellectual disability, and required tube
feeding.
2 Applicant required thick and easy for the diet when feeding.
2 Applicant had swallowing problem.
0  None of the above.
3. Medication 2 Applicant was on long term diabetic/cardiac medication and required monitoring of
During the past month: blood sugar level/heart rate before medication.
2 Applicant required daily insulin injection.
0  None of the above.
4. Continence Control 3 Uncontrolled double incontinence.Not3
During the past month: 3 Applicant used indwelling urinary catheter or stoma and is a person with
severe/profound intellectual disability.
2 Applicant used indwelling urinary catheter or stoma and is not a person with
severe/profound intellectual disability.
1 Wetting/soiling of pants.
0  None of the above.
5. Epilepsy Condition 4 Epileptic seizures uncontrollable even with hospitalisation and drug treatment (medical
Any epileptic seizures during the certification required).
past three months: 2 Has been hospitalised for 6 times or above due to epileptic seizures.
2 Had episodes of epileptic fit causing serious physical injury requiring immediate
medical attention and hospitalisation.
1  Had episodes of epileptic fit.
0  None of the above.
6. Oxygen Therapy 4 Applicant is a person with severe/profound intellectual disability, and can perform
Requiring oxygen therapy for a daily activities after oxygen therapy.
total of 3 months during the past | 4  Applicant cannot perform daily activities after oxygen therapy.Note
year: 3 Applicant is not a person with severe/profound intellectual disability, and can perform
daily activities after oxygen therapy.
0  None of the above/Just using Positive Airway Pressure (PAP) Machine without oxygen
therapy.
7. Suctioning 4 Required regular suction.
During the past month: 0  None of the above.
8. Bed Ridden 4 Bed ridden and totally dependent in care.
During the past month: 0  None of the above.
9. Special Nursing Care 4 Required Tracheostomy care.
During the past month: 3 Required Continuous Ambulatory Peritoneal Dialysis (CAPD).
0  None of the above.

The highest score of the above care items

Note 3
Note 4

“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.
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IV. Functional ImpairmentNets

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 requires physical assistance that does not involve plenty of body transfer or lifting of trunk/body parts for completing the task; usually assistance
from 1 person is sufficient to complete task.

3 Applicant requires physical assistance that involves plenty of body transfer or lifting of trunk/body parts for completing the task; usually assistance from 2
persons or above are required to complete the task.

Activities of daily living Score
1. Bathing and Shampooing
1.1 Bathing (either shower or tub bath) ..ot ()
1.2 SRAMPOOING ...\ttt et e e e e et et e e e e a e as ()

(Please mark the higher score between items 1.1 and 1.2 as the score for Item 1)

2. Dressing and Undressing

2.1 Dressing upper body, including street cloths and underwear, in sitting or standing position (excludes buttoning)

........................................................................................................................................................... ()

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

2.3 Dressing socks & shoes (includes hand splint & Prosthesis) ........ccovevrerniiieinise e ()

(Please mark the highest score among items 2.1 to 2.3 as the score for Item 2)

3. Transfer

It refers to task that involves displacement of the entire body from a place to another (e.g., bed S chair/wheelchair,
wheelchair 5 toilet seat, etc)

Please specify the assistive / mobility aids required:

4.  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 “x” as the score for Item 4.)
5. Feeding and Drinking

5.1 Eating (if the applicant relies on tube-feeding, please put a “x” as the score for 5.1) ....cccvvvviriiniicrennnn. ()
Type of food: *Normal diet / Chopped diet / Minced
Feeding aids: *Angled Spoon / Enlarged-handle Spoon / Non-slip Mat / Special Plate / Others:

5.2 Drinking (if the applicant relies on tube-feeding, please put a “x” as the score for 5.2) ........ccocvvvirerennnn ()
Drinking aids: *Straw / 2-handle Mug / Mug with Cut-out Lip / Mug with Spouted Lip / Others:

(Please mark the higher score between items 5.1 and 5.2 as the score for Item 5)
6. Indoor Mobility (respond either to 6.1or 6.2)

6.1 INAOOT WAIKING ...ttt bbbkt b bbbt e bbbt e bbb e s e ne b e ()
Walking aids: *Stick / Tripod / Quadripod / Walking Frame / Walking Frame with Castors / Others:
6.2 INdOOr USE OF WREEICNGIT .....c..iiiieieieeee ettt b et ene e ()

Type of Wheelchair: *Manual / Power

(Please mark the score of the responded item as the score for Item 6)

Total score of items 1 to 6

* Delete if inappropriate

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

Note 5 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.
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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, etc.) in the past year?

0 No (Please proceed to item B1)

1 Yes

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

B. Self-injurious

1. Does the applicant have self-injurious behavior(s) (such as skin picking, self-biting, head

Behavior 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, etc.) in the past year?

No (Please proceed to item C1)
1 Yes
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)
3. Are there such self-injurious behaviors occurring at least once a week within the last year?
0 No
1 Yes
C. Property 1. Does the applicant have property destruction behavior(s) (causing damage to furniture, fittings,
Destruction buildings, vehicles etc by hitting, tearing, cutting, throwing, burning, marking or scratching,
Behavior etc.) in the past year?
0 No (Please proceed to item D)
1 Yes
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
D. Other Does the applicant have other challenging behaviors such as inappropriate sexual behavior
Challenging (including exposing self, masturbating in public, groping a member of the public, etc.), offensive
Behaviors behavior (including screaming, regurgitating, noisy behavior, smearing with saliva or faeces, or
any similar offensive habits, etc.), repetitive behavior (including rocking of body back and forth,
flapping hands, flicking fingers, pacing up and down, constant running, or similar stereotyped
behaviors, etc.) in the past year?
0 No
1 Yes (please tick all of the boxes that apply): I__inappropriate sexual behavior
[ offensive behavior I repetitive behavior
E. Coping (Continue to administer item E only when there is at least a score of 1 on items A1, B1, C1 or D.)
Difficulty Does the carer find it very difficult to manage the above situations?

0 No
1 Yes

Total score on items A1, B1, C1 and D

Total score on items A2, B2, B3 and C2*

Score on item E*

* 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.

* Ifthe 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.

Whether Living
together

Working [Care Hours|

Oceupation Hour |per Week*

Types of Carer Name Sex | Age | Relationship

(a) Primary carer

(b)Secondary carer

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

*Calculated by 168 hours (total no. of hours in a week) minus the no. of hours that the applicant receives residential or day care/training (if
applicable) and that the carer does not have to care for the applicant.

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 55 years old or above

(b) The primary carer is deteriorating in physical health condition (e.g. physical strain) or suffering from chronic illnesses and
cannot look after the applicant

(C) The primary carer is a person with physical/intellectual disability or person in mental recovery
(d) The primary carer is deteriorating in mental health condition or emotionally disturbed and cannot look after the applicant

(e) The primary carer has to take care of other person(s) with disability or chronic illness and cannot look after the applicant

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

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

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

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

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

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

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

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

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

The applicant is/was being neglected from care

PlwidIPF

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




VII. Conclusion on Residential Care Need Assessment

A. Nursing Care

1. Assessment result of section 111 (please tick one only)

No or low nursing care need (please put a “x” in A2
and A3 and proceed to B1)

Moderate nursing care need r
High nursing care need C
Very high nursing care need L
2. Is there any family member, relative or other carer who can offer | 0 Yes, please specify:
assistance with regard to the situation indicated in section 111, such | 1 No
that residential care will not be necessary? x Not applicable
3. Is there any community support or community nursing service that | 0 Yes, please specify:
can offer assistance with regard to the situation indicated in section | 1 No
111, such that residential care will not be necessary? X Not applicable
B. Functional Impairment
1. Assessment result of section IV (please tick one only) No functional impairment (please put a “x” in B2 L
and B3 and proceed to C1)
Low functional impairment | ]
Moderate functional impairment C
High functional impairment C
2. s there any family member, relative or other carer who can offer | 0 Yes, please specify:
assistance with regard to the situation indicated in section IV, such | 1 No
that residential care will not be necessary? X Not applicable
3.1s there any community support or day training service that can | 0 Yes, please specify:
offer assistance with regard to the situation indicated in section IV, | 1 No
such that residential care will not be necessary? X Not applicable
C. Challenging Behaviour
1. Assessment result of section V (please tick one only) No challenging behaviour (please put a “x” in C2 C
and C3 and proceed to D1)
Has challenging behaviour but does not need L
rehabilitation service with more staff
Has challenging behaviour and needs rehabilitation L
service with more staff
2. 1s there any family member, relative or other carer who can offer | 0 Yes, please specify:
assistance with regard to the situation indicated in section V, such | 1 No
that residential care will not be necessary? X Not applicable
3. Is there any day training, treatment or counseling service that can | 0 Yes, please specify:
offer assistance with regard to the situation indicated in section V, | 1 No
such that residential care will not be necessary? X Not applicable
D. Family Coping
1. Assessment result of section VI (please tick whichever There is considerable risk in applicant’s care system C
appropriate
pprop ) There is serious problem in the applicant’s L
interpersonal relationship
There is considerable risk in applicant’s safety L

If D1 does not indicate any risk in applicant’s care system or safety or serious problem in interpersonal relationship, please put a “Xx” in

D2 and D3 and proceed to E1.

2. 1s 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
X Not applicable

3. 1s 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
X Not applicable




E. Assessment Result

|1

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

[

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 care service.

|1

According to the “Service Need Assessment |Community Support Service (referrer would make direct application to the service
Flowchart” in “Assessor Manual”, the type of |agency concerned), or Day Training, including Sheltered Workshop (SW),
service recommended to the applicant is: Integrated Vocational Rehabilitation Services Centre (IVRSC), Supported
(please choose one item only): Employment Training for Persons with Disabilities (SET) and Day Activity Centre
(DAC)

[

Community Residential Care Service (referrer would make direct application to the
service agency concerned) or Supported Hostel (SHOS)*

* (Assessor has to consider the applicant’s community living skills, e.g. using
public transport, using telephone, shopping, knowledge on road safety, etc., and
assess if he/she meets the eligibility criteria of SHOS)

[

Hostel for Moderately Mentally Handicapped Persons (HMMH)

|71

Hostel for Severely Mentally Handicapped Persons (HSMH)

[

Hostel for Severely Physically Handicapped Persons (HSPH)

[

Care and Attention Home for Severely Disabled Persons (C&A/SD)

|1

Beyond C&A/SD (Referrer may consider making direct application to the Hospital
Authority for Infirmary Service)

3.

In case there is situation that is not covered in the above assessment and warrants the need for residential care service or service different from
the type of service recommended above, 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 care service/reason(s) warranting the need for residential care service different from the type
of service recommended above:

c. Service recommendation by the assessor:

d. Endorsement by ADSWO of SWD/agency head of non-governmental organisation/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 the service recommended
is not listed below, please proceed to Declaration and Section IX direct.)

Day Training [ Sheltered Workshop/Integrated Vocational Rehabilitation Services Centre (for Persons with Intellectual
Disabilities) [SW/IVRSC (MH)]

(referrer should

complete Section | [ Sheltered Workshop/Integrated Vocational Rehabilitation Services Centre (for Persons with Physical

and 1 before Disabilities) [SW/IVRSC(PH)]

completing this part) [ Sheltered Workshop/Integrated Vocational Rehabilitation Services Centre (for Persons with Visual
Impairment) [SW/IVRSC(VI)]

[” Day Activity Centre (for Persons with Intellectual Disabilities) [DAC(MH)]

Residential Care [ Supported Hostel (for Persons with Intellectual Disabilities) [SHOS(MH)]

g%;‘{&%enst/ig%a?gd [ Supported Hostel (for Persons with Intellectual Disabilities and Visual Impairment) [SHOS(MH+VI)]
Services [ Supported Hostel (for Persons with Physical Disabilities) [SHOS(PH)]

(referrer should I Hostel for Severely Physically Handicapped Persons (HSPH)

complete Section | to
VIl and confirm that [ Hostel for Moderately Mentally Handicapped Persons (HMMH)

licanth - S .
ErigsF?dlgﬁ?iaI 2Zed [ Sheltered Workshop/Integrated Vocational Rehabilitation Services Centre and Hostel for Moderately

before completing this Mentally Handicapped Persons (SW/IVRSC and HMMH)

part) [ Sheltered Workshop/Integrated Vocational Rehabilitation Services Centre and Hostel for Severely
Physically Handicapped Persons (SW/IVRSC and HSPH)

[” Day Activity Centre and Hostel for Severely Mentally Handicapped Persons [DAC & H(MH)]

[ care and Attention Home for Severely Disabled Persons (for Persons with Intellectual or Physical
Disabilities) (C&A/SD)

BPS Option ™“°for | [ Also apply for private home(s) under BPS

Residential Care (for applicant applying SHOS(MH), SHOS(MH+VI), SHOS(PH), HMMH or SW/IVRSC and HMMH only)
Services/ Day and
Residential Care

Services above

2. Does the applicant willing to accept day training first when waiting for residential care service? [_Yes I_No

3. Location Preference

Day Placement Residential Placement

[ Applicant has no location preference I Applicant has no location preference and would receive
residential care services as soon as possible
[ Applicant would have the following location preference and [ Applicant would have the following location preference and
understand that the waiting time of receiving the related understand that the waiting time of receiving the related
services would be longer: services would be longer:

=
[N

2. 2
3 3
4,
5.
Declaration

[ Referrer has declared that there is no conflict of interest in handling this application. Referrer is not a family member or personal
friend of the applicant and has no personal or social ties with the applicant, and she/he has notified the applicant/family
member(s)/guardian/carer(s) that SWD and the referring agency will not charge for the application and referral for service. The
applicant/family member(s)/guardian/carer(s) should report to the Independent Commission Against Corruption (ICAC) immediately
in case anyone offers to assist in application for placement in return for remuneration. Attempted bribery by any person is also an
offence in law, SWD will refer the case to ICAC for investigation.

IX. Referrer Information

Case Ref. No.: Service Unit:
Name of Referrer: (Chi) Tel./Fax No.: /
(Eng) Date:

Note 6 BpS refers to “Bought Place Scheme for Private Residential Care Homes for Persons with Disabilities”

10



CRSRehab-IPD Form 1

[FRBIS ]

BRSSP 2 — I R TE A T A
SN iy i e
L e JE AR
L #% @) )
2w wenw [l e ® B 8
3. BRI SR BT YRR ¢
4. Wt BB |t : B
5. (LA wseerme: [ |rme  [Jsr [we [ se Dw@%
U - [l e [ o mr [ oo
ks [gmm [ e
o [ exmps e [Jom [hos U [ Jps
[ ekm [ e [ empsx
6. 3 IF B2 1 R 5| e [ e [ Iesmeskesmmmes
(TS @i - [ e rigd [ escemms sexzremns
[ [t stenn -
AR - [ Jeomenamstn [ EeTs
WIS
e ke [ oamgmer ke [ lspee [ bess i tee
| mmmm o tee [ nemmee ) bee | e ek
wpERs | MR [ Deseriesmn s
[ Iraems - e
. AR (e R R 2
1. AT [ lutdenemmmne Cammass o) [ lounomen [ Irmenen
[ e mesrs [ Iochsmen [ o o
[ s msst s gt st seem -
2. [ Jueaemne [ g [ m= [ e [ lasr
LEBMEES: 4 B H
3. HfEEE WET: [ lmameim e [ lwsss (e s
(rmmEzE) (L amE R F
[ Jotsn - stavmy -
4./ R | s
5. SEBIEES) Ulames [ mmmissces [ ouammeassds | wmme] momk
6. Limtistarsng ||| ET by [ Jmmmsem Ammm s
i R NS AR s
7 AsEr | |maamsaiaoBT A [ A misrss A st2cm T A
91 (sn) | s AR F R T A A T B
s priemommTa | ome  [ww [ lweoswmmres e [l
o HEBEZIEE | |Mian W TR

;4—» Y=

H o/l Rk s (Jecs€ TH5[SW] ~
VI R IX B35y - SEE R N 2

IR R HY SRR T AR TR P A Blm R (E TR AR B e R R > A3

FYEHEE N HET TR -

GrEBERE RS T LIIVRSCIEERE .0 [DAC]) FYHHEEA »
VI By 15 58 TP -

HES 1

i TR 2 Y i Rl 5P Al B R R PRt R R (E 1 E RS

11



AR

ST HIE EHIEH GAk 1
1. RS 4 fEEF—EHANBER REFER -
KE M 3 fE{E—EA NSRS - BT RERE -
2 e AN REEERGREZG S RIEN » W2 MR TRE
/E /5%151:[
1 W —E N R IR S AR R B L R 85 E - WM
g%‘ o
0 JZHD AT —FEEN -
2. REE 4 FHEEHRE HHEANRERE Y REEEAL -
EEFE—EANES |3 (HHEERSEMEEERTTETHRE - HEE HERHZE -
3 FHEE#HE W ALIERE TEREEEAL -
2 FHhnsEE E T E
2 HEUEME
0 %F LXLE@*@%% °
3. EHEEYIE 2 /EFEEHE’LFHJ@E/ LoREEEY) » R EERTEE 2R MAE K0
TEBE—{E A N e 2 THERPEZEREEYST -
P 0 AL EAFA—FEENR o
4. etttz 3 RfER/IMESERLEE -
A —EANEet | 3 (FERERESEOHE - F5E A RE R REE AL -
REJT : 2 (FRHERESGECHEN - B AWIRRE R mEEE AL -
1 HEREEEN -
0 AL EAFA—FEENR o
5. RERE 4 FERIE BT AR K IR FHEER A A ?”%U (FRE&BEAEH) -
fEmAE=EAREAR | 2 A6RELL ERSREEEmEZ s
FsE{F - 2 HARSRRESIEECERRERZS %%%%a%)\%ﬁﬂ%iéﬁ&%%
{Eﬁﬂj/m‘}% °
1 EHEEHEE -
0 B AT —FEEN -
6. AFREHE 4 TEEHAERERNEREEHEFR  HEEARRE S REEEA
ERFE—FNEEHS + -
H=HHFEFZERE |4 HHEANEFERHERERDELEIEHFEER™ -
P 3 TEFHERERIEEEHEIER - Fe5 AIERE R R E A
£
0 JZAHLLEF—FEEN, A B AEIRNE A (MIEEREHR) -
7. Hhk R 4 TN E TR
FEEE—EANEE: |0 FEMLEENR -
8. RIHEAR 4 FTRIARNARIG 58 2 A B -
EEF—-EARNES: |0 ZAEMLEER -
9. F il R 4 FEZRESEIEH -
TEdE—EANES © |3 HEZEEM TR ETaE (B8 TR, ) -
0 /Rng/J\J: FE/E
S TE H B o 8

=

i

SERRFAEAE R MELEA B BB 2RI IE I TR -
A N E S/ N EEE S [ 2R e -

12




IV. ZhEERRE™

el

0 HIEFEASERIEILSERGEIHEE) - AT A2 I N 2 et e B AR A Z0R (B MR )

1 HHEATRERAEFEESIERA fEE R (AR = ORI )

2 HIEFATEERERE > EATERERUMBNHE - SUeRHH A\ SREERE © —fREX T > — A5
rBhseRGZ I H

3 WBEREFRGT RERUREANGE - SRERHFEASERRES R E il HE - — R TR A
PLEAFA Tt Bh5e i H 2

EENHE TR
1. e Ro%EH
L1 B0 BT AE AR ) o ()
L2 T o ( )

(EREEAL. 122 1. 20 e o3 BUAE B s 5 28 H LR REIR 3 850

2. FHARY)

2.1 DIARSRULHIZEBA SR EBARY) > EFEIMR AR (FIEEERIE ) o ¢
2.2 DIAASUUERIZREEEN N AR - BIRIME R A (FLALBRERIE ) o ¢
2.3 FERREERE (EFETHTLEZEAT ) oo C

(FREEAN2.1 22 2. 30 ey /3 BUE s U5 28 H 20V BEIH 3 850

3. uEE®
RSB H— B 2 S — A EI (B IRSEER, Tl iSRS )
Ay T AR BB TR BT E ¢

4. WUHT (EERALRTESGEET) - BRER/IMERAVER « EIREARRR (WA F
(i R 5 A\ [0 P AR PR R s LIt » BB Iy B A Tx ) )

5. R RERR
51 & (MEHFAFEHEERE  FROBIERAEL "% ) s C
BT - VIR R
HEEEITH - *#h3E WS e Rl Hith
5.2 EER (MEHE AFERASEEE  BHRNOBIESRAEL "% ) ) C
HEEREREN T H © *8E S HM VIO A ZEBREE,HAL -
(EBBENS. 1 285. 2095 i o B E s 75 78 H SR TE 57 850

6. =ATTEIRET] (HAFEEE6.1506.2)

8.1 B PUTTIE woeeeeeeeeeeeeee ettt ettt ettt ettt ( )
EHEEITTES R - * L =sURI AL B T4E T B TR EAM
6.2 BB FHERIZ covoeveveeeeeee oottt ( )

Tt - < TE)ERE)
(G BEHAE FH Y 53 TR AR R ks 05 TH H RV TR 0

THH1E6485

* MEANEHE

HEE A GRZEREEE (A= SEVRTE) MR HE RAThseRIE 2 57 - 5

UL R A A K TR B B B IR ) BARE - WHISERU TEIET ¢ K - 05K
# ~ SR EEE (WKEREER - KEEE EEEE) R(AOZENTTE -

13



V. {TRHEE

17 Ry RS A {7 R H el it
A TRy L FERE—EN > HENAERMARINET R (NHEEEAA - M

MEREMA ~ BAA ~ FEA ~ IO~ HEAEAEE ~ A - FRES B A ~ 8 A M

%) ?
0 & (FFEMBLIH)
1 5

2. fEEE—EN > AOREFFARBASY  5(RMAFBEEZE - FEH

Reedia 7
0 #
175

B.B®EGETR |1 HREFN HEAFGRRAREGETR (WHEC > REC - BENE
HE A - 0 -~ S Ae AR - HHRE OB - 2BERACS
e HECIR - REC - HLAFEC ~ fEC - HLEEAC - WE - i
HOfER - e HA g %) 7

0 & (FHHEHECLH)

1 B

N

BB B AESRRARGETR - SEECHBREZS - 51
) —RAETEE N A5 ?
0 =
L # GEMRCUR)

3. EBE—FEN > HHAFGEENE V- REREHRESTR?
U
1 F
C. BT R 1L EdE—FN > HFEAEERABURT R (ST ~ #ik - U)E] - 590 - 5

8~ BSEIEDTEERFA - FEEE - BRY) - HWERRE) 7
0 & (FFEMDI)

175
2. fERE—EN > FHEAAGTERREYENIR - M/BEEEON TR L&
T2 g
0 &
1 B

D. T AEE | ERE—FN > HEANFETREEMT BEE > OAEEETR (BEATH T #
BEHC - ARHITER  EEMAE) o RET R (BRER - KBS THEY) -
SHIERE - FCUKSREFER)T - REMEEBRETHE) - EETA (EHEHER
ShE - EEETE - TS - POEE - RS REBEETRE)

0 &

1 Fo o G c[IRkEnaslBEas 58Tk
E. FE(EH (ETEEAL BL, CLXDE /D —IEH15Y » 4 EEMIEME )

AR BRI DL AT Rl - B PRI

0 &

15

Al, B1, C1HIDIEMYEE 53

A2, B2, B3FIC2IE 44 45>

EIHAIIS S

*EMRASERIEE - HET00 -

14



VI A IERRE I E(TAE
A TERAZR
1. MRRRE &
o " EEIRERE ) BT REREE ) BRGSO R AR IR IR A - BIE R R -
o WORHF RIS - BhsEPRSERE ERES - RILIHE A@éﬁﬁ%ﬁfﬁﬁ’%ﬁﬁﬁm%@ IR EE AHY
AN T EEEREE ) X FT\%E”EE%J FEEFERZT - My " BT Tﬁﬁgﬁxﬁ%@%i
 E AL TR REIREE o SFERRY TS, R rm
o THhBREE ) s %ﬂﬁmﬂﬂﬁ%ﬁf‘ R SIS IR ARRIER L - BN fEh S s E BA -

sl e MRl i) BAtR | BAEE | BESE | TENE] SRR

(a) EERRE

(b) KR E

(c) HAhMEREE
(AT ZH—{L)

SR A R — B 168/ NS A A $2 52 1 b e I e e/ ok (A P ) o R P B2 (A IR PO RF 5

2. IR AT R

HFHER LU MEN - 5Pl BEE 3R A IR A CmEEH & Rt ke
1 HSRATEAY S
0 IRAFTHAYIEN - SEEENE TE IR E

(a) FEEHBEHEFHEELEE 55 Bk b

(b) FEREEESBEREEE (PlHSe5E) A RIRSE - BRI

(c) FHIEEEBREEGEAL - BEALBHEHET AL

(d) FFEREE IR SRR - DI AR 5

(e) T ZEURRAE T FIF IR AR s R BRI R > DB A R 55

() FTEREE T R TIF  FLASE 2ot L R S R

(0) HEE NIRRT N TR (L p s B

(h) HFE AR EEAEEREEEE  WER A SG A R A AR e

B. ABRRH %

FFSEHER LU EDE - 5Pl SR8 R HH s AR A A R BRI R 8 H 2R i R
1 HSRATEHY S
0 IRARTHEVEN - SHFE N RAHER ARG

1 HHEAMEBE=(EAN - 82 VRIRES ASKEE# LR

2. HENEBE=EAN > G2/ DRI EMNEN T BB ERZE

3. HRFAEBI \SRAEmERZ  UHREIBHRERGE - 2SR AHERRNHE ARIR

C. HAtrabz fatdAZ=

HIR EUTR AT - il Ewl Ry H R AR 23R A E et smlbe - 05 1F Ll E R
1 HSRATEET R
0 RAFTHAEN

HEE A NERFERIE (BRESRER  OHER - HRIEE)

HEE A A LERFERIE (BESIRER - OHEER - HRIIF)

HH 5 A\ i 2 Ik

Pl b

HER AE NIRRT R (ESEEERUUE - 40K - S2EUEREEE) » 5

15



VII. (E1EF 25 4E4E
A GEHET

LESMIER bR (A asE—IH)

H R
(EEIYA2ASIE E T x | Ii#%BL)

rf s T AR B

e

it S T A
QS HEHR A ~ A HMIEREETE |0 B sEake
BN T I EFTERERIEM: |1 8F
Tl - SRR N\ IEFR P2 (R TE IR © x R
BIRAMIE RS IR S RE LSRN | 0 BB > SEskHA ¢
SRR TRV R A » SR |1 REES
A NI R 12 (L 1 e 2 x R

B. TAEGAIE

LEBIVE P RHEEER (HAE—T)

AR (F5RB2RB3IE E x| W% CL)

(EETHRERRIE

T ETHRERRIE
= ELIRE IR
2HFFHIARA ~ FUCKEMIREEE gL |0 A 5
FIVE T THRERMBRFAS T BURAVIE Rt |1 RA
Al - I EE AR R (1 e 2 x A
A ME L HERISREESREIVER > | 0 BESY - S5k
TRt ERHSFTBURRY IR LR Bl - 58 | 1 ARES
R N IR R 2 (15 I 7 x A

C. 1T RHE

LEEVERSRPELE R (0I5

AT REE (FERC2RCIAE x| WEEDL)

AT RAE > BEFEES B THBRERS

AT REE > URERES R TARERE

2HRFARARA ~ FUCHMIREEE 5L | 0 A 5
FVEIFBURHITT R - R |1 J2F
R IR R 2 (15 I 7 x  AEH

A NN ~ GRS ERBRESHE | 0 AESY - S5kl
VERSTFTBURIIIT B ESE A7) - B | 1 ABES
A NI RE R EI0RE 7 x  AEH

D. N IREAEHIE(TREST

LEBVIEabEEER (SFaBEEMAEE )

BA TR A4 C AR 2 B E i

HE A PER (R E 3R B E A

HsE AV L 2R E R E i sUn b

5 DI /R A BURETHY IR A SE

2BARFAIRA N ~ B S IR Tk
FVIERT BRI IR S 0t - FHEE
AP e = B b P it il - EHEE
NIRRT 2

0 A W
1 ®”F
x A

HAIIE IR ~ FUEMRBFEREDIEVIE
Carslr AL NG ER S E PN PN S
s e ie (il - s AR
PESZAETE IR 7

0 AE% > GHEEHT -
=2l
x A

16

FEH A\ PR B 2 b > 55 D2 D3 E x| A& EL




E.

EREREE S

1 &re EMAZDIRFSGEER » B (R

LD

BRI 240 ~ H AT SREcr LI S PR IR 55 L REFR (L F 38 A5
HNFTEAIED - TP A 7 Ewm e ke (835 H S
HI&EAHRE o BT R TEHE)

B IR A e E H RETFIAR ~ AR ST s S A Re e it H 3R
NEHE NPT RRE) > HaE A R i b s

2. f8 (RS R T EF‘EI’\J (k5 7 22
sHEAE) o S EE AT IR
AlEy (RAE—TD) E

SRR (Pl SR B R A RS g ) SH R
Sk o BIEEE T (W) ~ &ZaBEREERE T O
(IVRSC) ~ 5 A\ LB 5553 (SET) K AE 0. (DAC)

@ EERS (FHE R/ ER R AR ) e
fE&(SHOS)*

* (aFfl BB E A NS AETERE ) - WEEASOE TR
(B ~ Y~ BRTE2A#HE > BETe AEEHMES
S[ESESy)

TR A L5 (HMMH)

B B R A 1E # (HSMH)

B E R EG (5 A\ L 1E - (HSPH)

By A\ R (C&AISD)

s {665 SR O S B s A\ LR FR e R (3 TS T
BhrEHm R RS )

3. i tHER AL AR AT HE S A IR LI 2525 P 5 A T o o e 2 PR B3 i o PR _E s IR B A [RI A e
IR EEFANS I RO P R s 551 - IAE AR EBEEN R S HEE TR A B REEEE

a. SHE AR I VBN

b. BHEE AR Em R & IR B VIR B S A\ 75 Sm 5 R LAl st s A R e S AR s Y SR A

c. il B R P AR A S A A

d rEIEENER HMEERRE N PR RES

- Wiz
e (59 et
() i -
F. 2l B &R
SRS T () ST B4R -
(25) i -

17



VI fR#s 25k

L e AR CGARSERGEM % » L BERATEE - 0L T ARG B A A TR MRS - S E R
R IX H5Y - )
1 2 [ et T8 S SRR RS 0 R IR AT
s oty | ) FERE T SR RIS 0 (ARSI A LTT3E)
PRI | O e, WA e, (AILA-ETIR
[T rmsehe O£z
B [wmhias (RERALmR) [wmhias (RERRSTRALTR)
AR R s | [ #ES R A £m)
sz | BERRERALES
o o | L PR AL
e EEEE e | L RS G AR RS L R A e
et [ et T8 v (s o L B R AR 19 A
[ mgeh o R B A s
[ s Attt (o 578 A L)
waap A ae | [ e ibes CURSRER B SRR SR LTIREEES -
frt®l ™ FHIEE | EERALES - RS TH So B RO R P EERALEE O A)
1 o R

2. HisE \ BT SRR BRI - ez aamse (12 [ 5

3. Ml TS

H FeTalll ok (EXE e

(] st oaamse
WREEIC 3 )

[ B/ CeaEsEE Y ERA RS
[ Hiss AFSmE D FHIE SRR EA - W

7
TSR R AL - W

g AR P55 ] ] B DAL 0 fip AR PSR ] T BE Er LR B A
1. 1.
2. 2.
3. 3.
4.
5.

ak

i
e
Lo

N

A

LVl
% RENED

Ir

IX. WL

R ST TR © 258 A BB A T R R 25
ey o (L] A B THE » TS - X B BB A B AT -

P Lt AL RN = D R TS L VIR E IS PN E A= NS s = B DAV S PN

OBHIFE A B A IR L E R R R R R B (g R (B K

HEE A RIE B A IR e 1 R A BRI

1ML ASZ

[EERTEA WA AL
WaEES () B HE /
GD) H -

TE(irbed  BESH TREREEA e B TE ) bt

18



CRSRehab-IPD Form 1A

RESTRICTED
Confirmation of Registration

From: Central Referral System for Rehabilitation Services
Subsystem for Person with Intellectual/Physical Disabilities
Social Welfare Department
6/F, West Coast International Building
290-296 Un Chau Street, Sham Shui Po, Kowloon

To:

3586 3809 / 3586 3826 / 3422 3995  Your Ref.:
3755 4946 Your Fax:

CRSRehab-IPD Tel.:
Fax:
Date:

The following applicant has been registered in CRSRehab-IPD for rehabilitation service. Please kindly
verify the following data, raise amendment and update any subsequent change to CRSRehab-IPD by Form 3 (Section
I, 11 or VIII only) or Form 1 (including but not limited to Section 11l to VII). For case enquiries, please contact the
staff-on-duty at 3586 3647 / 3586 3648. For data protection, only enquiries from the referrer will be answered.

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

Sex: Date of Birth:

HKIC No.:
Service received:

1. Disability
Physical disability:
Intellectual disability:
Date of assessment:
Other disability/illness:

I11.  Nursing Care Needs

Score Score Score
Skin Problem: Feeding Problem Medication:
Continence Control: Epilepsy Condition: Oxygen Therapy:
Suctioning: Bed Ridden: Special Nursing Care:
Overall:
IV. Functional Impairment
Score Score Score
Bathing and Shampooing: Dressing and Undressing: Transfer:
Toilet Use: Feeding and Drinking: Indoor Mobility:
Overall:
V.  Challenging Behaviour
Score(s)
Aggressive Behaviours: Al: A2:
Self-injurious Behaviours: B1: B2: B3:
Property Destruction Behaviours: CL C2:
Other Challenging Behaviours: D:
Coping Difficulty E:

Total scores on items Al, B1, C1 & D:

Score on item E:

Residential district:

Mobility:

Climb stairs/slope:
Public transport:
Rehabaid used:
Treatment receiving:

Total scores on items A2, B2, B3 and C2:
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CRSRehab-IPD Form 1A

RESTRICTED
VI. Family Coping
Al. Care System
Types of carer Name Sex/Age Relationship  Live Togthr.  Occupation/Wkg. Hr. Care Hrs/Wk.
(a) Primary carer / /
(b) Secondary carer / /
(c) Other carer(s) / /

A2. Risks Encountered by the Care System:
B. Interpersonal Relationship:
C. Other Risk Factors:

VI1I. Conclusion on Residential Care Need Assessment
A. Nursing Care

Level of nursing care:

Whether family can offer assistance:

Whether social service can offer assistance:

B. Functional Impairment

Level of functional impairment:

Whether family can offer assistance:
Whether social service can offer assistance:

C. Challenging Behaviour

Whether there is challenging behaviour:
Whether family can offer assistance:
Whether social service can offer assistance:

D. Family Coping

Problem/Risk:

Whether family can offer assistance:
Whether social service can offer assistance:

E. Assessment Result

Whether there is need for residential care service at present:
Service recommended according to the Assessor Manual:
Whether justification for altering the assessment result is
provided:

Whether the justification is approved:

VIII. Placement Arrangement

Service: Application date:
(i) Residential
Availability for day service: (ii) Day
Waiting List: CRSRehab no.:
Location preference:
Day placement Residential placement
( )

Oi/c CRSRehab-IPD
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CRSRehab-IPD Form 1B

PR
RESTRICTED

(SRl
FER RS o S %iﬁ
HER R EIRB A

Notification of Registration for Rehabllltation Services
Central Referral System for Rehabilitation Services

Social Welfare Department

2 BERBHFA (EEFEETEEE)

To: Applicant (Via Caseworker/Referrer)

THIHRFEEEEENE (5 BERE T RE 2AET - FEE0T
The following application has been registered in the Central Referral System for Rehabilitation Services
of the Social Welfare Department (SWD) with details listed as below:

R

Name:

S

Hong Kong Identity Card:
EREEH A -

Date of Application:

FF S o AR RS -

Rehabilitation Service(s) Applying for:

i fEEiRo -

Status on Waiting List:
FEZE5RA

Your Reference:
FHEE A 4Rt -
CRSRehab No.:

Pk s s lem 58 15

Location Preference:

{5 (A& 54 FC P R SR AR S -

%@Hﬁm@lﬁiﬁm%%ﬁ%LLVTEI’J{I??HI/ W H BT > LA

BRI o By o2 T HIPREF RBIRAS - B R IRAVBRaE st - SRR AT RR AR i 1iHJL%D{I?§’¥iI/ LV

DUGEA,~ i A R BRI A 24T -

AR S Y R 5 &i%ﬂ%ﬂ %’i%&i%il\ff&%xﬁ WHUETE A - E5H AFE

AR B TR H % HH 3 AEIZ BN A R A 88 - (B NEETTHE - NEEE - (B g EEE R A E AT -

Once you are selected for a placement in rehabilitation unit, the Central Referral System for Rehabilitation Services will

inform you via the Caseworker/Referrer to prepare for acceptance of placement offer.

For maintaining good contacts among all

parties concerned, please inform the Caseworker/Referrer as early as possible if you have changes in your address, telephone
number or rehabilitation services required, so that information may be updated at the Central Referral System for Rehabilitation
Services. SWD and the referring agency will not charge for the application and referral for service. The applicant should report
to the Independent Commission Against Corruption (ICAC) immediately in case anyone offers to assist in application for
placement in return for remuneration. Attempted bribery by any person is also an offence in law, SWD will refer the case to ICAC

for investigation.

WIRE DA ERT SRR T A5

FAERRAE ZE L A

Should you have any enquiry on the above application, you may contact your Caseworker/Referrer:

EZA T E a4

Caseworker/Referrer Name:
AT

Centre Name:

) NE= U3

Office Address:

ek EEsE (N4)

Phone Contact No. (ext.):
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CRSRehablIPD Form 1B

After explanation by the Caseworker/Referrer, I , , the applicant/family member(s)/carer(s)/guardian* of
, understand and agree that the application has been registered in the Central Referral System for Rehabilitation

Services of the Social Welfare Department (SWD).
SCAE A T B R KA » RIS EEE A e YE R N
HI B R BB S S Rt EE BRI i 2 B

MRS N R TR B N\

Applicant/family member(s)/carer(s)/guardian *:

e =LiR
Date of Signature:

*MEABEHE

*Delete whichever is inapplicable
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Annex to CRSRehab-IPD Form 1B

To:
Date:
Notification of Assessment Result
You have received the Standardised Assessment for Residential Care Services for Persons with
Disabilities on (Date). The assessment result is as follows:
= You are suitable for service.
= Your residential care services need is not confirmed. Hence, your application for residential
care services is rejected.
= You are not suitable for residential care services for persons with disabilities. Please apply

to the Hospital Authority for Infirmary Service.

Please note that this assessment result is based on your current situation. If you disagree with
the assessment result, you may lodge an appeal to the Secretariat to Appeal Panel for Standardised
Assessment for Residential Care Services for Persons with Disabilities (Address: 6/F, West Coast
International Building, 290-296 Un Chau Street, Sham Shui Po, Kowloon) within 6 weeks from the date
of this notification.

If you encounter any changes in health and family conditions in future, you may *re-apply for
residential care services/apply for change of service waitlisted. Examples of the changes include:

(i) significant changes in health condition or need for nursing/personal care;

(i) increase or decrease in challenging or uncontrollable behaviour;

(iii)  significant changes in physical and psychological condition of primary carer;

(iv)  changes in family circumstances leading to different caring pattern for the applicant; and

(v) any significant event, e.g. abuse or neglect incident concerning the applicant or the family
members.

You may approach the social workers of the Rehabilitation Services Units you are currently
attending/Medical Social Services Units/Integrated Family Services Centres at your home vicinity for
arrangement of re-assessment of your residential care services needs.

If you have any enquiries, please contact our social worker at

( Referring Social Worker )

( Service Unit )

*Please delete as inapplicable
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Annex to CRSRehab-IPD Form 1B
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CRSRehab-IPD Form 1C

Reqistration of Assessment Result

From: Central Referral System for Rehabilitation Services
Subsystem for Persons with Intellectual/Physical Disabilities
Social Welfare Department
6/F, West Coast International Building
290-296 Un Chau Street, Sham Shui Po, Kowloon

To:

CRSRehab-IPD Tel.: 3586 3809 / 3586 3826 / 3422 3995 Your Ref.:
Fax: 3755 4946 Your Fax:
Date:

Name:
HKIC No.:

The assessment result on the above-named has been registered. The CRSRehab-IPD Form 1 is returned
to you for retention.

D Recommendation for residential care services in Part VII E3 of CRSRehab- IPD Form 1 is approved.

D Recommendation for residential care services in Part V11 E3 of CRSRehab- IPD Form 1 is considered not
justified; the applicant has been waitlisted for residential care service in accordance with the assessment result.

D The applicant is assessed to have no residential care service need. Please consider application for day training
service/community support service.

|:| The residential care service need of the applicant is beyond the care level of Care and Attention Home for
Severely Disabled Persons. Please consider application for infirmary service.

If you have any question, please contact the staff-on-duty at 3586 3809 / 3586 3826 / 3422 3995 for discussion on the
case.

Oi/c CRSRehab-IPD
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CRSRehab-IPD Form 1D
RESTRICTED
Updating on Family Coping Condition

From: To: Central Referral System for Rehabilitation Services
(Name of Referring Office) Subsystem for Persons with Intellectual/Physical Disabilities
Social Welfare Department
6/F, West Coast International Building
(Address of Referring Office) 290-296 Un Chau Street
Ref.: Sham Shui Po, Kowloon

(Name of Organisation)

Tel.: 3586 3809 (DAC/HSMH/C&A/SD)
h 3586 3826 (SW/IVRSC/SHOS/HMMH/HSPH)
Fax: Tel.: 3422 3995 (Inactive Waitlisting Mechansim)

Date: Fax: 3755 4946

Name: HKIC No.: CRSRehab No.:

Date of removal to inactive waiting list:

Upon the below case review, the applicant’s caring condition has been changed and he/she is in need of residential care services.
Please put him/her* back to the active waiting list for RCHD services.

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.

* [fthe 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.

* Ifthe 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.

L . Care
: .| Whether Living : Working
Types of Carer Name Sex | Age | Relationship Occupation Hours per
together Hour Week*

(a) Primary carer

(b)Secondary carer

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

*Calculated by 168 hours (total no. of hours in a week) minus the no. of hours that the applicant receives residential or day care/training (if
applicable) and that the carer does not have to care for the applicant.

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

(&) The primary carer is 55 years old or above

(b) The primary carer is deteriorating in physical health condition (e.g. physical strain) or suffering from chronic
illnesses and cannot look after the applicant

(c) The primary carer is a person with physical/intellectual disability or person in mental recovery

(d) The primary carer is deteriorating in mental health condition or emotionally disturbed and cannot look after the
applicant

(e) The primary carer has to take care of other person(s) with disability or chronic illness and cannot look after the
applicant

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

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

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

CRSRehab-IPD Form 1D

Interpersonal Relationship

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

problem:

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

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

2. 'Il'qhe applicgnt had at least two occasions of serious conflict arising from disturbing the neighbours in the past
three months

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

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 Notoccurred

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

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

The applicant is/was being neglected from care

N

The _%plicant has uncontrollable behaviour (e.g. runaway, arson or participate in unlawful activities), please
specify:

Assessment Result
After considering the above assessment result of item A to C, it indicates that the existing care system, day training or

community support services cannot provide adequate assistance to the applicant and his/her” family. His/her” application for
residential care service needs to be reactivated.

Remarks

Signature:

Name:

Post:

* Please delete as appropriate
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CRSRehab-IPD Form 1D
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CRSRehab-IPD Form 1D
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CRSRehab-IPD Form 1E

RESTRICTED

Day/Residential Care Service for Persons with Disabilities under
Central Referral System for Rehabilitation Services —
Subsystem for Persons with Intellectual/Physical Disabilities (CRSRehab-1PD)

Medical Enquiry Form
for Application of Part VIl E3 of CRSRehab-IPD Form 1
(Template - for reference only)

Personal Data of Applicant
Name: (English)
Sex/Age/D.O.B.

Service recommended:

. Major Diagnosis

[ ] mild

L.Intellectual Disability
2.Date of psychological assessment:

(Chinese)
HKIC No.

|:| Moderate

|:| Severe |:| Profound |:| NA

3.Physically Disability Please specify:

4.Psychiatric IlIness Please specify:

5.Medical follow-up interval

Once in

*weeks / months

I1. Need for Special Diet
1. Need for Special Diet |:| No |:| Yes, please specify:
2. Tube feeding

II1. Doctor’s Recommendations:

|:| No |:| Yes, please specify:

|:| Nasogastric tubes
|:| Percutaneous endoscopic gastrostomy feeding tubes
Present condition:
|:| Stable/|:| Unstable
|:| Medical follow-up intervals
Once in weeks / months

|:| No medical follow-up

1. The applicant is physically and intellectually |:| fit/ |:| unfit for group living.

2. The applicant is / is not * suitable to receive the recommended service mentioned above.

3. Further comments (if any):

Official chop

Remark:

] Please tick in the appropriate box
* Delete where inappropriate

Doctor’s Signature:

Name in Block Letter:

Hospital/Clinic:
Ref. No.:
Tel. No.:

Date:

This medical enquiry form is valid for 6 months from the date of issue.
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CRSRehab-1PD Form 1F

RESTRICTED

Central Referral System for Rehabilitation Services —
Subsystem for Persons with Intellectual/Physical Disabilities
RERGHREN G —EFEKEEBALTRE

Application for Transfer to Other Residential Care Unit for Persons with Disabilities!

Under Same Service Type

B A R E A F R RS & A E

Part | Information of Residential Care Unit
F—Eka S U
Name of Service
Unit
et
Service Type ]  Supported Hostel (for Persons with Intellectual Disabilities) [SHOS(MH)] #ifBh1E< (A2 A+m
izl L
[0 Supported Hostel (for Persons with Intellectual Disabilities and Visual Impairment) [SHOS(MH+V1)] ##
Bhtas (R s gg i A timae)
[0 Supported Hostel (for Persons with Physical Disabilities) [SHOS(PH)] a4 (e A 11
B4
[0 Hostel for Severely Physically Handicapped Persons (HSPH) g% EEfL iS55 N +-TEa
O Hostel for Moderately Mentally Handicapped Persons (HMMH) tf 58 A+ 154
[0 Sheltered Workshop/Integrated Vocational Rehabilitation Services Centre and Hostel for Moderately
Mentally Handicapped Persons (SW/IVRSC and HMMH) JEEZE T35/ 47 & Tk FFE AR RS o0 by T
[CYNaw
[0 Sheltered Workshop/Integrated VVocational Rehabilitation Services Centre and Hostel for Severely
Physically Handicapped Persons (SW/IVRSC and HSPH) JEe:E T 15 /47 & T2 BEIE IR Tl B B EE B
REEATEE
[0 Day Activity Centre and Hostel for Severely Mentally Handicapped Persons [DAC & H (MH)] EZ&E .0
o4 ek VNS R s
[0 Careand Attention Home for Severely Disabled Persons (for Persons with Intellectual or Physical
Disabilities) (C&A/SD) i EF A -36Fle (hy B a i 157 A LTt
Part 1l Particulars of Resident
i) BEAERL
Name Sex Age/ D.O.B.
A =] il HE H
HKIC No. Date of
EAEG TS Admission
AfErEdH
Intellectual [“No intellectual Disability L Profound L Severe [“Moderate | C_Mild
Disability I BRERE | WS i P
B Date of psychological assessment
OEEHE HEA
Part 111 Reason (s) of Application for Transfer
F=8 HEg bR A

! This Application Form must be completed by social worker / nurse of existing residential care unit

2R HEEE OHI AR EE S T S
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Part IV Functional Condition and Implication for Care (During the past month)
SEVOER SRR H E REEEEH BFAAEFEFERD
Skin Condition 0O | Had ulcer or bed sore | [0 | Repeated lesions or [0 | Required application |3 | None of the above
KIS 1E 7S R RS s infection and sterile of ointment as JGE D T —FE
dressing required prescribed by medical 35
S EEEESE practitioners
A P AR EEis EUE
51
Feeding O | Required tube feeding | O | Required thick and O | Had swallowing O | None of the above
EREER THEERE easy for the diet problem A AT — T
FRIEEE R TR R A 1535
Medication O | On long term diabetic | O | Required monitoring | O | Required daily insulin | O | None of the above
ESEE / cardiac medication of blood sugar level / injection A AT
JARIARR FIRERR 0 heart rate TREREEZNER, B UL
fig ey R M0 YES
1
Continence Control | O | Uncontrolled double O | Used indwelling O | Wetting/ soiling of 0 | None of the above
b2 oliie el incontinence urinary catheter or pants A LA BT
PNINGEE stoma HHEREER i
i R E Bs 18k
i
Epilepsy Condition | O | Uncontrollable O | Frequent epileptic O | Had episodes of O | None of the above
(during the past 3 epileptic seizures seizures epileptic fit A Y AR —
months) BRI R A NS TS E Lei
STl
(FEBE=(EH)
Mobility 0O | Wheelchair bound O | Walk with aid O | walk with escort O | Walk unaided
BT s e LB BB 8 TEM AT BTES
AD.L. O | Independent 5223817, R FH 758
SEREEEEE (No supervision or assistance needed in all daily living activities, including bathing, dressing, toileting, transfer,
urinary and faecal continence and feeding)
CHAPEME ~ 2R ~ 200 ~ ArEiERS ~ K/IMERER R & )7 R e E=k8h)
0 | Occasional assistancezs 3L B sk e~
(Need supervision or assistance or verbal/physical prompting in bathing and other daily living activities)
(A58 R ot H S 2B 6 E )7 T 3 Zefa s ) )
O | Frequent assistance 4%+ 25 5517781
(Need supervision or physical assistance in bathing and other daily living activities which does not involve plenty
of body transfer or lifting of trunk/body parts for completing the task; usually assistance from 1 person is
sufficient to complete task)
(I8 B Bt B AR S S B T 7R SR Re i 8h - BN TRER SRS - BHSEE 5 A SR
BeRS - — RSN — AMEARE)ERREZIEE )
O | Totally dependent 5248522 {77 8)
(Need physical assistance in all daily living activities that involves plenty of body transfer or lifting of trunk/body
parts for completing the task; usually assistance from 2 persons or above are required to complete the task)
(7 BEAEEE T HI RS S EIEERAE TR SRR ML nT il - SR HEE N SRS fE
e kaZ I . — MR T i ABPL EAFA A s kaz 1 E )
Other Nursing/ O | Required O | Required oxygen O | Required regular O | Nil
Care Needs Tracheostomy care therapy suction Y H A ER IR
HAEEREHaRAR T REE T2 ERER TR N R R EE R
£ 0O | Required Continuous Ambulatory Peritoneal Dialysis (CAPD)
TR EE M T RR ISA T AR (B8 TR )
Challenging 0O | Aggressive behavior O | Self-injurious O | Destruction behavior O | Inappropriate sexual
Behavior WEAT By behavior T R behavior
17 Fsft1RE BB ET A MEEMIT R
O | Offensive behavior O | Repetitive behavior 0 | None of the above
FREIT R HETR D= YNl e o e

m
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Part vV Location/Service Unit Preference?
BAE 3 Bk Hg EELA B
Preferred Region/ | O Hong Kong & Islands HFH#E MEEE
District [ | Central & Western 1 75[&: O | Wan Chai {7 O | Eastern B
i 61 0 | Southern Fl& | O] 1slands g5
[0 Kowloon J15E
O | Kwun Tong & I# O | Wong Tai Sin & AAll O | Kowloon City J1EEDK O | Mongkok HEFS
O | Yau Ma Tei Jgiiiist,. | O | Sham Shui Po J%E7K3% O | Tseung Kwan O &% | O | Sai Kung P55
0 New Territories 5%
O | Sheung Shui & Fanling _F/K k755 O | Ma On Shan E##([] O | Shatin y>H
(1 | Tai Po KIg O | Tin Shui Wai “K/K[E I | Tuen Mun iP5 I | Yuen Long JTEH
[0 | Tsuen Wan Z53& O | Kwai Chung & Tsing Yi 2&58 & 54K
Preferred Service
Unit
HR % LA EE
Part VI Endorsement by agency head/service coordinator of non-governmental organisation
SNER B E IR
Remarks izt
Signature: Post:
Name: (Eng) Tel. No.:
(Chi) Date:
Part VII Information of the Referrer and Declaration

ELES W EER R

Referrer has declared that there is no conflict of interest in handling this application. Referrer is not a family member or personal friend of the
applicant and has no personal or social ties with the applicant, and she/he has notified the applicant/family member(s)/guardian/carer(s) that SWD
and the referring agency will not charge for the application and referral for service. The applicant/family member(s)/guardian/carer(s) should
report to the Independent Commission Against Corruption (ICAC) immediately in case anyone offers to assist in application for placement in
return for remuneration. Attempted bribery by any person is also an offence in law and SWD will refer the case to ICAC for investigation.

7 E R R R PR RS A N SN 2R 28 I E IR AN R B STIFR » B AN E A S STRE  REE O
BAIEH N RE BN RS DA SR s B (g EAE (HF) KE RS G ER &N - 58 A
slBh AR 4 - AN XE F N\ RS R LA R A B4, - (A NRETTH - NEEE - B R E R,
FREUANZFETE -

Signature: Case Ref. No.:

Name: (Eng) Tel. No.:
(Chi) Fax No.:

Post: Date:

3 Applicant could choose either a specific region/ district or a specific service unit. It is the responsibility of the referrer to make sure that the
chosen district has the type of services that suits the applicant.

* EREE AT A S S A S B i o SRR L o — T - N E R 5 A PR ARS BE A PR L FR S AT RR VRS
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CRSRehab-IPD Form 1G

RESTRICTED

Outcome of Application for Transfer to
Other Residential Care Unit for Persons with Disabilities
Under Same Service Type

From: Central Referral System for Rehabilitation Services
Subsystem for Persons with Intellectual/Physical Disabilities
Social Welfare Department
6/F, West Coast International Building
290-296 Un Chau Street, Sham Shui Po, Kowloon

To:
CRSRehab-IPD Tel.: 3586 3809 / 3586 3826 Your Ref.:
Fax: 3755 4946 Your Tel:
Date: Your Fax:
Name:
HKIC No.:

CRSRehab No.:

The application for transfer to other residential care unit under same service type of the above-named has been received.

D Applicant has been put back to the active waiting list. The application date of residential care service on
is retained.

D The application is considered not justified and hence not approved. Should there is any change in circumstances
in future warranting application for transfer, applicant may make a fresh application again.

Oi/c CRSRehab-IPD
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CRSRehab-IPD Form 3
RESTRICTED

Data Updating Form

From: To: Central Referral System for Rehabilitation Services
(Name of Referring Office) Subsystem for Persons with Intellectual/Physical Disabilities
N Oraaieat Saocial Welfare Department
(Name of Organisation) 6/F, West Coast International Building
(Address of Referring Office) 290-296 Un Chau Street
Ref. Sham Shui Po, Kowloon
Tel.: 3586 3809 (DAC/HSMH/C&A/SD)
" 3586 3826 (SW/IVRSC/SHOS/HMMH/HSPH)
Fax: Tel.: 3422 3995 (Inactive Waitlisting Mechansim)
Date: Fax: 3755 4946
Name: ID No.: CRSRehab No.:

Information to be updated: (please v" in the appropriate box)

-

[ Change in applicant’s personal particulars (residential district, disability, etc.):

Placement is no longer required. Case can be deleted from CRSRehab-IPD. Please give reason:

[ Applicant has passed away

[ Other reasons (please specify):

Applicant is not yet ready for admission to RCHD at the current stage. | confirm that the applicant is not an existing
service user of subvented residential care unit. Case can be transferred to the inactive waiting list and be reviewed
annually.

Note: The applicant/family member(s)/carer(s)/guardian should note that the case would not be selected for RCHD
placement as far as the applicant is in the inactive waiting list.

Applicant who is currently on the inactive waiting list is still not yet ready for admission to RCHD. Case can be
remained in the inactive waiting list.

Applicant who is currently on the inactive waiting list is now ready for admission to RCHD. Case can be put back to
the active waiting list.

[ Change in the applicant’s health condition (please also submit CRSRehab-IPD- Form 1)

[ No change in the applicant’s health condition (please also submit CRSRehab-IPD Form 1D)

Referring office is changed to:

Change in placement request (with original application date be retained) :

-

-

Applicant is assessed to have other residential care services need under the Standardised Assessment Mechanism.
(please also submit CRSRehab-IPD Form 1)

For SW/IVRSC and HMMH applicant, change in request for single HMMH [*also apply for private home(s)
under BPS#] (please make sure that applicant has secured/engaged in day programme)

For single HMMH applicant, change in request for SW/IVRSC and HMMH [*also apply for private home(s)
under BPS#]

For SW/IVRSC and SHOS applicant, change in request for single SHOS [*also apply for private home(s) under
BPS#](please make sure that applicant has secured/engaged in day programme)

For single SHOS applicant, change in request for SW/IVRSC and SHOS [*also apply for private home(s) under
BPS#]
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CRSRehab-IPD Form 3

CRSRehab No.:

[ Change in location preference:

[ Day placement Residential placement
1. 1.
2. 2
3. 3
4.
5

(for applicant waitlisting for single day rehabilitation service only)

[ Applicant is discharged/ready for discharge* from hospital. Please put the case back on the active waiting list. Attached
please find the updated CRSRehab-IPD Form 1.

[ Applicant is ready for leaving the school. Please put the case back on the active waiting list. Attached please find the
updated CRSRehab-IPD Form 1.

(for day and residential care service applicant only)
[ Applicant prefers day placement be offered first.
Note : For applicant opted for Inactive Waiting List, the residential care service application would remain inactive.

[ Applicant prefers day placement be offered with residential placement together.

Remarks

Signature:

Name:

Post:

* Please delete as appropriate
# BPS refers to “Bought Place Scheme for Private Residential Care Homes for Persons with Disabilities”

c.C. New Referring Office (for reporting change of referring office):
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CRSRehab-IPD Form 4

RESTRICTED

Removal from Waiting List
From: Central Referral System for Rehabilitation Services
Subsystem for Persons with Intellectual/Physical Disabilities
Social Welfare Department
6/F, West Coast International Building
290-296 Un Chau Street, Sham Shui Po, Kowloon

To:

CRSRehab-1PD Tel.: 3586 3809 / 3586 3826 / 3422 3995 Your Ref.:

Fax: 37554946 Your Tel:
Date: Your Fax:
Name:
HKIC No.:
CRSRehab No.:

The above-named application has been removed from the waiting list due to the following reason:

| Case closed in CRSRehab-IPD upon:
[ Hospitalisation of applicant. Please refer to the Manual of Procedures for CRSRehab for further information.

[ Applicant being rejected twice by different agencies in the same service. Please arrange re-assessment of
the applicant’s genuine service need.

Oi/c CRSRehab-IPD
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CRSRehab-IPD Form 4A
RESTRICTED
Transfer from Active Waiting List to the Inactive Waiting List

From: Central Referral System for Rehabilitation Services
Subsystem for Persons with Intellectual/Physical Disabilities
Social Welfare Department
6/F, West Coast International Building
290-296 Un Chau Street, Sham Shui Po, Kowloon

To:
CRSRehab-IPD Tel.: 3422 3995 Your Ref.:
Fax: 37554946 Your Fax:
Date:
Name:
HKIC No.:
CRSRehab No.:

The residential care service need of the above-named has been confirmed by the Standardised Assessment but
he/she is currently not ready for admission to RCHD. His/her application has been transferred to the inactive
waiting list.

The application date of residential care service on is retained and can be reactivated upon submission of
CRSRehab-IPD Form 3 and CRSRehab-IPD Form 1/Form1D.

Oi/c CRSRehab-IPD
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B ~ 5 g Annex to CRSRehab-1PD Form 4A
=R

Social Welfare Department

\OY

Central Referral System for Rehabilitation Services
Subsystem for Persons with the Intellectual/Physical
Disabilities

6/F., West Coast International Building,

290-296 Un Chau Street,

Sham Shui Po, Kowloon.

Date :

To: Applicant applying for transfer to the “Inactive Waiting List”
(Via : Referring Social Worker)

Acknowledgement on Transfer to the Inactive Waiting List

Name of Applicant : CRSRehab No. :

Your application for transferring to the “Inactive Waiting List” had been received

and processed.

If you need to update any information regarding your application, please contact
your referring social worker who would make relevant report to the Central Referral System
for Rehabilitation Services accordingly. The responsible social worker will also keep in
contact with you and conduct regular review on your service needs.

Officer in Charge
Central Referral System for Rehabilitation Services
Subsystem for Persons with Intellectual/Physical Disabilities
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CRSRehab-IPD Form 5
Report of Vacancies

From: To: Central Referral System for Rehabilitation Services
(Name of Rehabilitation Unit) Subsystem for Persons with Intellectual/Physical Disabilities
Social Welfare Department
6/F., West Coast International Building
290-296 Un Chau Street

(Name of Organisation)

(Address of Rehabilitation Unit)

Ref.: Sham Shui Po, Kowloon
Tel.: 3586 3809 (DAC/HSMH/C&A/SD)
Fax: 3586 3826 (SW/IVRSC/SHOS/HMMH/HSPH)
ax. Tel.: 3422 3995 (Inactive Waitlisting Mechansim)
Date: Fax: 3755 4946
1. Number of vacancies as at (date):
Service Day only | Residential only | Day cum residential
Sex Both sexes M F M F

(a) Capacity

(b) Enrolment

(c) No. of referral(s) approved and pending admission

(d) No. of referral(s) being processed

(e) No. of referral(s) CRSRehab-1PD can send

(a-b-c-d)
Remarks
2. Number of vacancies anticipated (excluding those reported in item 1):
Service Day only | Residential only | Day cum residential
Sex Both sexes M F M F
Vacancies
Available date(s)
Remarks
Signature:
Name:
Post:
SWD 644A
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CRSRehab-IPD Form 6
RESTRICTED
Selection for Placement

From: Central Referral System for Rehabilitation Services
Subsystem for Persons with Intellectual/Physical Disabilities
Social Welfare Department
6/F, West Coast International Building
290-296 Un Chau Street, Sham Shui Po, Kowloon

To:
CRSRehab-IPD Tel.: 3586 3809 / 3586 3826 Your Ref.:
Fax: 3755 4946 Your Tel:
Date: Your Fax:

The following applicant has been selected for placement in rehabilitation unit with details
shown below. Please reply to CRSRehab by Form 7 within 3 week(s).

Your early reply will facilitate the applicant’s admission for service. You may consider contacting the
rehabilitation unit for arrangement of visits for the applicant or information on the service as appropriate. (For priority
placement, please review and confirm the applicant still has urgent service need.)

Name of applicant:

HKIC No.:

CRSRehab No.:

Name of Rehabilitation Unit:
Type of Service:

Address:

Tel. No.:

Fax No.:

Date of Selection:

For applicant accepting the placement offer, please forward the following required papers:
Form 1
Psychological Report
Form 7
Medical report
Case Summary
Medical Examination Form (Annex to CRSRehab-IPD Form 7) ( Please submit the MEF Directly to the
rehabilitation unit concerned)

ok wdPE

Please be reminded that you should have declared that there is no conflict of interest in handling the above
application. You are not a family member or personal friend of the applicant and has no personal or social ties with
the applicant. You should ensure the data collection and transfer of data are authorised by the applicant during the
application process.

Oi/c CRSRehab-IPD
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CRSRehab-IPD Form 6A

RESTRICTED
Notification of Case Selection to Rehabilitation Unit

From: Central Referral System for Rehabilitation Services
Subsystem for Persons with Intellectual/Physical Disabilities
Social Welfare Department
6/F, West Coast International Building
290-296 Un Chau Street, Sham Shui Po, Kowloon

To:
CRSRehab-IPD Tel.: 3586 3809 / 3586 3826 Your Ref.:
Fax: 37554946 Your Fax:
Date:

Listed below for your information are the application(s) that have been selected from the waiting list for placement
in your service unit. These applicants have 3 week(s)’ time to decide whether they accept the placement offer or not. Subject
to their acceptance of placement offer, the referrer and/or CRSRehab will send relevant documents to you for case intake
once they are available.

While the applicants are considering acceptance of placement offer, they and/or their family members may, through
the referring officers, approach your unit for visits or information on services provided.

Since some of the applicants may eventually decline the placement offer, if you need updated referral situation of the
above list, please contact the undersigned officer of the CRSRehab.

Name Gender/ CRSRehab Referring Office Name of Tel Normal/
Age No. Referrer Priority

Please be reminded that your staff should have declared that there is no conflict of interest in handling the
application(s). They are not a family member or personal friend of the applicant and have no personal or social ties with
the applicant.

Oi/c CRSRehab-IPD
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From

Tel.:
Date:

CRSRehab-IPD Form 7
RESTRICTED

Reply to CRSRehab-1PD on Selection for Placement

To: Central Referral System for Rehabilitation Services
Subsystem for Persons with Intellectual/Physical Disabilities

Social Welfare Department
6/F, West Coast International Building

(Name of Referring Office and Organization) 290-296 Un Chau Street
Sham Shui Po, Kowloon

(Address of Referring Office)

Fax: 3586 3809 (DAC/HSMH/C&A/SD)

Ref - 3586 3826 (SW/IVRSC/SHOS/HMMH/HSPH)

Tel.: 3422 3995 (Inactive Waitlisting Mechansim) Fax: 37554946

Selection for Placement to (name of rehabilitation

unit):
Name: ID No.: CRSRehab No.:

r Applicant accepts the offer of day service / applicant is assessed to have need for residential care service
under the Standardised Assessment Mechanism *. (For priority placement, the applicant is confirmed to have
urgent service need.)

The following documents are attached:
[ CRSRehab-IPD Form 1 [ Case summary
[ Psychological/psychiatric/medical* report [ Medical Examination Form (MEF)
[ School progress/VTC* report/Occupational [ Certificate of blindness
Therapist report
-

Applicant is assessed to have residential care service need under the Standardised Assessment Mechanism but
he/she is not yet ready for admission to RCHD at the current stage. | confirm that the applicant is not an
existing service user of subvented residential care unit. Case can be transferred to the inactive waiting list and
be reviewed annually.

Note: The applicant /family members/carer/guardian should note that the case would not be offered RCHD placement as far as
the applicant is in the inactive waiting list.

Applicant is assessed to have other residential care service need under the Standardised Assessment
Mechanism.

Applicant declines the offer (Please v" only one box):

Applicant considers the location of rehabilitation unit unfavourable.

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

Satisfied with the present arrangement of day training or community support service.
Transport not available/cannot be arranged.

Applicant left Hong Kong or emigrated overseas.

Lost contact with applicant.

Applicant passed away.

Applicant is engaged in open employment at present.

Applicant is engaged in Supported Employment Training for Persons with Disabilities at present.
Applicant is attending special school at present.

Applicant is residing in self-financing or private home.

0 R A R AR AR AR AR AR

Applicant applies for Continuation of Study (COS). The applicant will continue to study in school until
(Date)

-

Others, please
specify:
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CRSRehab-IPD Form 7

CRSRehab No.:

[ Applicant is temporarily hospitalised.
Name of Hospital:
Admission date:

Please transfer the applicant to the inactive waiting list if he/she is waitlisting for residential care service or
paired up day and residential care service.

| Applicant is assessed to have no residential care service need under the Standardised Assessment Mechanism. Case
can be deleted from CRSRehab-IPD.

(for day and residential care service applicant only)

| Applicant prefers day placement be offered first
Note: For applicant opted for Inactive Waiting List, the residential care service application would remained inactive.

| Applicant prefersday placement be offered with residential placement together.

Signature:

Name:

* Please delete as inapplicable Post:
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Annex to CRSRehab-IPD Form 7

RESTRICTED

Day/Residential Care Service for Persons with Intellectual or Physical Disabilities
Medical Examination Form

Personal Data of Applicant
Name: (English)

(Chinese)

Sex/Age/D.O.B.: HKIC No.:

Tel.:

Major Diagnosis

|:| Severe |:| Profound

Intellectual Disability |:| Mild |:| Moderate
Physical Disability Please specify:
Psychiatric Iliness Diagnosis:

Follow-up Interval:

Medical History

Symptoms of Infectious Diseases e.g. diarrhea,
rash, frequent cough, past chest infection, etc.

Allergy to Food or Drug
Epilepsy

Swallowing Difficulties/Easy Choking

Recent Auditory/Visual Deterioration

OO0 Of Oe
HiN NN

Other Significant IlIness

Previous Operations

<
3

If yes, please elaborate:

mild (once a month)
moderate (once a week)

severe (once a day)

Dates

Current Treatment (specify dosage):

Name(s) of Treatment Providers (e.g. clinic):

Others (please specify):
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RESTRICTED

Physical Examination

Satisfactory Fair

Poor
General Condition |:| |:| |:|

Normal  Abnormal If abnormal, please elaborate:

Skin Condition, e.g. scabies, jaundice

Lymphatic System

Dental Condition

Thyroid

Chest

Cardiovascular System

Abdomen

Limbs, Spine

HiNNN NN
HiNNN NN

Possible Signs of Infectious Diseases

Z
o
<
(]
(2]

If yes, please specify:
Need for Special Diet

]
]

Body Weight: kg Blood Pressure: mmHg Pulse: /min

Other Findings:

Doctor’s Recommendations:

1. The applicant is |:| fit/ |:| unfit for admission to day/residential care service.
(No evidence of infectious disease or significant physical condition contraindicating placement into a group
environment.)

2. The applicant should be referred to the following specialist for follow up examination:

Doctor’s Signature: Hospital/Clinic:
Name in block letter: Tel.:
Date: Ref. No.:

Remark: 1. This medical examination form is valid for 6 months from the date of issue.
2. Medical examination primarily serves the purpose of formulating individual care plan rather than
screening. Flexibility should be applied whenever necessary.
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CRSRehab-IPD Form 7A
RESTRICTED
Reminder to Referrer

From: Central Referral System for Rehabilitation Services
Subsystem for Persons with Intellectual/Physical Disabilities
Social Welfare Department
6/F, West Coast International Building
290-296 Un Chau Street, Sham Shui Po, Kowloon

To:
CRSRehab-IPD Tel.: 3586 3809 / 3586 3826 Your Ref.:
Fax: 37554946 Your Tel:
Date: Your Fax:

Name of applicant:

HKIC No.:

CRSRehab No.:

Name of Rehabilitation Unit:

Date of Selection:

CRSRehab-IPD has not received your reply to the placement offer for the above-named
applicant. I would be grateful if you would reply to CRSRehab-IPD via Form 7 within 2 week(s).

Otherwise, the applicant would be removed from the waiting list.

If you have already replied to this, I would much appreciate if you would forward a copy of
Form 7 to CRSRehab-IPD.

Oi/c CRSRehab-IPD

c.c. Agency Head
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CRSRehab-IPD Form 7C
RESTRICTED

Reminder to Referrer
(for Annual Case Review)

From: Central Referral System for Rehabilitation Services
Subsystem for Persons with Intellectual/Physical Disabilities
Social Welfare Department
6/F, West Coast International Building
290-296 Un Chau Street, Sham Shui Po, Kowloon

To:
CRSRehab-IPD Tel.: 3422 3995 Your Ref.:
Fax: 3755 4946 Your Tel:
Date: Your Fax:

Name of Applicant:
HKIC No.:
CRSRehab No.:
Date of Application:

The above-named applicant has been registered on the Inactive Waiting List since
Please review the applicant’s current condition and see if he/she would like to remain in the Inactive Waiting
List. Otherwise, please reactivate his/her application and put him/her back to the Active Waiting List. Please
reply to CRSRehab-IPD via Form 3 within 3 weeks.

Oi/c CRSRehab-IPD
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CRSRehab-IPD Form 8
RESTRICTED
Referral for Admission

From: Central Referral System for Rehabilitation Services
Subsystem for Persons with Intellectual/Physical Disabilities
Social Welfare Department
6/F, West Coast International Building
290-296 Un Chau Street, Sham Shui Po, Kowloon

To:
CRSRehab-IPD Tel.: 3586 3809 / 3586 3826 Your Ref.:
Fax: 3755 4946 Your Fax:
Date:

Referral for Admission to

| forward the referral papers listed below of the following applicant for admission to your centre.
Please kindly reply by completing the Report on Case Intake/Discharge (Form 9) within 28 day(s).

By copy of this, the referrer is requested to contact the rehabilitation unit for case intake.

Case particulars:

Name of applicant: Hong Kong Identity Card:
Gender / D.O.B.: CRSRehab No.:

Referral papers attached:

1. Forml

2. Psychological Report
3. Case Summary

4.  Medical Report

Oi/c CRSRehab-IPD

c.c. Referring office (without enclosure):
(Fax no.: )

(case ref. )
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CRSRehab-IPD Form 9
Report on Case Intake / Discharge

From: _ _ To: Central Referral System for Rehabilitation Services
(Name of Rehabilitation Unit) Subsystem for Persons with Intellectual/Physical Disabilities
Social Welfare Department
(Address of Organization) 6/F, West Coast International Building
290-296 Un Chau Street, Sham Shui Po, Kowloon
Tel.: Fax:
3586 3809 (DAC/HSMH/C&A/SD)
Date: Tel.: 3586 3826 (SW/IVRSC/SHOS/HMMH/HSPH) Fax: 3755 4946
1. Case information
Name: HKIC No.: CRSRehab No.:
2. Please be informed that the above-named case has been:
[ admitted into service on (date).
[ unable to be admitted into service as there is no vacancy.
[~ found not suitable for the service upon re-assessment by the referrer under Standardised Assessment
Mechanism, the original Form 1 and relevant documents are attached.
[ Rejected upon case screening due to:
[ fail in job test
[ low ability / motivation for training
[ health problem (please specify):
[ severely behavioral problem (please specify):
[ others (please specify):
[~ self-withdrawn by applicant upon admission due to:
[ open employment [ living in private / self-financing home
[ Supported Employment Training for [ prefer to live with / cared by family member(s)
Persons with Disabilities
[ unfavourable location [ attending special school at present
[ lost contact [ applicant / family members do not disclose any
reason
[ others (please specify):
[ discharged from our service on (date) due to the following reason:
[ admitted to another day / residential care service of the same type
[ admitted to other type of day / residential care service due to improvement of ability, pl. specify:___
[ admitted to other type of day / residential care service due to deterioration, pl. specify:
[ admitted to hospital (including psychiatric hospital) for more than 2 months
[ admitted infirmary [ compassionate rehousing or independent living
[ return home or family union [ deceased
[ others (please specify):
Signature: Name: Post:
c.c. Referring office:
(case ref. )
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CRSRehab-IPD Form 9A
Reminder to Rehabilitation Unit

From: Central Referral System for Rehabilitation Services
Subsystem for Persons with Intellectual/Physical Disabilities
Social Welfare Department
6/F, West Coast International Building
290-296 Un Chau Street, Sham Shui Po, Kowloon

To:
CRSRehab-IPD Tel.: 3586 3809 / 3586 3826 Your Ref.:
Fax: 3755 4946 Your Fax:
Date:

The following application(s) has/ have been referred to your unit for consideration of admission for
more than 4 week(s). So far, no reply has been received by CRSRehab. | would be grateful for your
prompt decision on this/ these application(s) and reply to CRSRehab via Form 9 with a copy to the referrer
concerned within 2 week(s).

Date of Referral CRSRehab No. Name of Applicant Gender Age

Oi/c CRSRehab-IPD

c.c. Agency Head
Referrer:
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CRSRehab-IPD Form 10

Application for Priority Placement

From: To: Central Referral System for Rehabilitation Services
(Name of Referring Office) Subsystem for Persons with Intellectual/Physical Disabilities
Social Welfare Department
(Name of Organization) 6/F, West Coast International Building
290-296 Un Chau Street
Sham Shui Po, Kowloon
(Address of Referring Office)

Ref..

Tel.:
3586 3809 (DAC/HSMH/C&A/SD)

Fax: Tel.: 3586 3826 (SW/IVRSC/SHOS/HMMH/HSPH)

Date: Fax: 3755 4946

1.  Case Particulars

Name: Sex/D.O.B.: HKIC No.:

Residential address:

Placement required:

CRSRehab No.:

2. Family Particulars

Name

Relationship

Sex/Age

Occupation/
Schooling

Whether Living
Income/ Disability/ with Applicant
School fee | Illness (if any) (v or X)

3. Case/Family background

4. Description of applicant’s disabilities, assessment and treatment given, and recommendation made by relevant
professional(s). Relevant report(s) is/are/not attached (please delete where inappropriate).

SWD 655A

53



CRSRehab-IPD Form 10
5. Welfare service(s) received/receiving by applicant

Month/Year Name of Service Centre Type of Service Reason(s) for Discharge

6. Challenging behaviour, including (please select whichever appropriate):

[~ Offensive behaviour e.g. screaming, regurgitating, noisy behaviour, smearing with faeces or any similar offensive or
antisocial habits, etc.

.

Self-abusive behaviour e.g. biting self, eye-poking, scratching self, picking at sores, slapping self or similar behaviours
resulting in self harm, etc.

Aggression toward others, i.e. causing bodily harm in others (with or without weapon)
Destructive behaviour, i.e. causing damage to furniture, fittings, buildings, vehicles, etc.
Inappropriate sexual behaviour e.g. exposes self, masturbates or groping others in public, etc.

101717

Repetitive behaviour e.g. rocking of body back and forth, flapping hands, flicking fingers, pacing up and down,
constant running, or other stereotyped behaviours, etc.

Please provide a detailed description on the behaviour, the context where it happened, its severity and frequency,
treatment made and whether any improvement is observed.

7. Present accommodation arrangement and description of home living environment.

8. Any deterioration in carer’s physical/mental health condition, and his/her present capability to look after applicant.
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CRSRehab-IPD Form 10

9. Whether applicant is exposed to any physical/moral danger, and what kind of intervention is made.

10. Reason(s) for priority placement (for priority placement in residential care service, justification for not staying
in present accommodation should also be provided).

Recommended by

Signature: Post Title:

Name: Date:

11. Comment by Supporting Officer:

Supported by*

Signature: Tel.:
Name: Fax:
Post Title: Date:

* Support should be obtained from agency head/designated representative of non-governmental organization, principal
of special school, or DSWO/ADSWO of SWD.
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CRSRehab-IPD Form 10A
RESTRICTED
Outcome of Application for Priority Placement

From: Central Referral System for Rehabilitation Services
Subsystem for Persons with Intellectual/Physical Disabilities
Social Welfare Department
6/F, West Coast International Building
290-296 Un Chau Street, Sham Shui Po, Kowloon

To:
CRSRehab-IPD Tel.: 3586 3809 / 3586 3826 Your Ref.:
Fax: 3755 4946 Your Tel:
Date: Your Fax:

Name of applicant:
HKIC No.:
CRSRehab No.:

[ I ampleased to inform you that your application for priority placement for the above-named applicant
is approved. The details of the placement are detailed below:

Type of Placement:
Date of Priority Assigned:
Location preference:

[ The captioned application for priority placement is not approved or not necessary due to the
following reason:

If you have any question, please contact the staff-on-duty at 3586 3809 or 3586 3826 for discussion on the case.

Oi/c CRSRehab-IPD
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Part 11

Forms of the Subsystem for

Persons in Mental Recovery
(CRSRehab-PMR)
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A

RESTRICTED

CENTRAL REFERRAL SYSTEM FOR REHABILITATION SERVICES
SUBSYSTEM FOR PERSONS IN MENTAL RECOVERY (CRSRehab-PMR)

REGISTRATION FORM

Name of Applicant:

CRSRehab-PMR Form 1

(This part should be completed for facsimile purpose)

Instruction: Please use BLOCK LETTERS to fill the information or givea ‘/ in the boxes, whichever is required.

Part A

Source of Referral

Case reference no.

Name of referrer Signature
Office / Centre
Tel. no. Fax no. Date

© a0 w npoE

Personal Particulars

Name of applicant: ( )
HKIC No.:
Date of birth: / / (DD/IMMI/YYYY) 4. Sex:
Residential district:
Whether the client is living in institution or hospital? [_JNo[_]Yes  Since (DD/MM/YYYY /
Name of institution or hospital:
Medical History:
Psychiatric diagnosis:
Onset of mental illness in: (YYYY)
Other illness, please specify:
L]A. Conditional discharge / [B. Unconditional discharge
[]JA. Intensive care case / [ ]B. Non-intensive care case
[]B.1. Special care case
[]B.2. Conventional care case
[]C. Ex-intensive care case
[JA. Yes [ IN.No
Other medical history  [JA. Anti-social behavior [IB. Suicidal tendency
[]C. Drug addiction [ID. Alcoholism
[|E. Sexual deviation [_]F. Others
Whether the case has been consulted with the case medical officer? [ ] Yes or [_] No
Other conditions
Ex-offender IN. No LJA. Yes, with imprisonment  [_]B. Yes, without imprisonment

Member of Triad Society [ IN. No [JA. Yes
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C.

Particular of placement required

CRSRehab-PMR Form 1

1. Day Placement (please select by ticking one type of day placements only)

Code

Service Type

Location Preference  Location Preference Location Preference
1 2 3

B[]

Sheltered Workshop /
Integrated Vocational
Rehabilitation Service Centres

2. Residential Placement (please select by ticking one type of residential placements only)

Location Preference  Location Preference Location Preference

Code Service Type 1 2 3
Halfway house
CO | [subvented]
Halfway house
[Subvented + Bought Place
L[] | Scheme for Private Residential
Care Homes for Persons with
Disabilities]
Halfway house with special
E[] | provision (previously known as
Purpose-built Halfway House)
Long Stay Care Home
GL] [Subvented]
Long Stay Care Home
[Subvented + Bought Place
H[] | Scheme for Private Residential
Care Homes for Persons with
Disabilities]
1] Supported Hostel
[Subvented]
Supported Hostel
[Subvented + Bought Place
N [] | Scheme for Private Residential
Care Homes for Persons with
Disabilities]

D. Priority Placement
Whether the client is in need of priority placement? [_JN. No [] A. Yes (If yes, please give reason)
1. For referring units serving dischargees of correctional institutes, i.e. Siu Lam Psychiatric Centre and other prisons,

please input the reasons for priority placement here.

2. For other referring units, please submit Form 1 together with Form 10 for the application in need of priority placement.

E. Declaration

[] Referrer has declared that there is no conflict of interest in handling this application. Referrer is not a family member
or personal friend of the applicant and has no personal or social ties with the applicant, and she/he has notified the
applicant/family member(s)/guardian/carer(s) that SWD and the referring agency will not charge for the application

ferral for service. The applicant/family member(s)/guardian/carer(s) should report to the Independent

Commission Against Corruption (ICAC) immediately in case anyone offers to assist in application for placement in

return for remuneration. Attempted bribery by any person is also an offence in law, SWD will refer the case to ICAC

and re

for investigation.
Endorsed by: Prepared by:
Signature: Signature:
Name: Name:
Designation: Designation:
Office: Office:
Date: Date:
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CRSRehab-PMR Form 1A
RESTRICTED

Confirmation of Registration

From: Central Referral System for Rehabilitation Services
Subsystem for Persons in Mental Recovery
Social Welfare Department
Room 901, 9/F Wu Chung House
213 Queen's Road East, Wanchai, Hong Kong

To:

The following applicant has been registered in CRSRehab-PMR for rehabilitation service. Please
kindly verify the following data, raise amendment and update any subsequent change to CRSRehab-PMR by
Form 3. For case enquiries, please contact the staff-on-duty at 2892 5134 / 2892 5347. For data protection,
only enquiries from the referrer will be answered.

I. Information of referrer
Tel No.: Fax No.:

I1. Case particulars

Name: 44

Sex: HKIC:

D.O.B. Res. District.:
Ref. No.: CRSRehab No.:
Registered: Last Update:
Medical History

Living in institution: Hospital:

Date of admission:

Psychi. Diagnosis: Onset date:
Other illness: Other history:

Conditional discharge:

Intensive care case:

Other condition

Ex-offender: Imprisonment:
Triad society member:

I11. Day Placement required (application date) Res. Placement required (application date)

Status of day service: Status of res. service:
Offer at the same time:

IV. Status of application Priority (day/residential) : Normal / Normal

Name:
Post: Oi/c CRSRehab - PMR
Date of issue:
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Eg
To:

CRSRehab-PMR Form 1B

FRBESCHF
RESTRICTED

fHEEE
FEAE s o g %Z}E
FEERHE R B0
Notification of Registration for Rehabllltation Services
Central Referral System for Rehabilitation Services
Social Welfare Department

FHER A A (BEEZEAE T 5
Applicant (Via Caseworker/Referrer)

THIHRBEE T EEAE (T BERBHREN RGNS sFEOT
The following application has been registered in the Central Referral System for Rehabilitation Services of the
Social Welfare Department (SWD) with details listed as below:

/120

P

Name:

L -

Hong Kong Identity Card:
FEEH A

Date of Application:

FH S i R AR RS
Rehabilitation Service(s) Applying for:
T fE R

Status on Waiting List:

& ZE5RHS

Your Reference:
EHER A 4moit

CRSRehab No.:

R 755 i I J5E5E

Location Preference:

(i 5 PRI IS SR T HH SR AR IS - BE(RARS o RIS S S B a8 fRAHL T ﬁﬁ\%ﬁiﬁ“ﬂ% & o LHEE

SRR - BS ST HERFFEERSE - SRR - EEEATRAVIRBEESE  FEPERIEZEL
T #8505 > DU, A A R Hi%i_zli%% Wb AR R A R R ﬁ%&ﬁ% PR UL
EfE A - A AR B R EE TR AU 2 > 5 a5 A ETL BRI BRI A B R4, - Eﬁ}\i’ilﬁﬂﬁ INEEE
HEBGREEENRBAZES

Once you are selected for a placement in rehabilitation unit, the Central Referral System for Rehabilitation

Services will inform you via the referring social worker to prepare for acceptance of placement offer. For maintaining
good contacts among all parties concerned, please inform the referring social worker as early as possible if you have
changes in your address, telephone number or rehabilitation services required, so that information may be updated at
the Central Referral System for Rehabilitation Services. SWD and the referring agency will not charge for the
application and referral for service. The applicant should report to the Independent Commission Against Corruption
(ICAC) immediately in case anyone offers to assist in application for placement in return for remuneration. Attempted
bribery by any person is also an offence in law, SWD will refer the case to ICAC for investigation.

WIRELL BRIV EE AR AR - SEEIRAYHE T E A

Should you have any enquiry on the above application, you may contact your referring social worker:

[amIpg - STy e
Caseworker / Referrer Name:
TR

Centre:

WO\ EHbE

Office Address:

ek EERE (N4R) -

Phone Contact No. (ext.):
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CRSRehab-PMR Form 1F

CENTRAL REFERRAL SYSTEM FOR REHABILITATION SERVICES
SUBSYSTEM FOR PERSONS IN MENTAL RECOVERY (CRSRehab-PMR)
Application for Transfer to Other Residential Care Unit for Persons with Disabilities
Under Same Service Type

Name of Applicant:

(This part should be completed for facsimile purpose)
Instruction: Please use BLOCK LETTERS to fill the information or givea ‘,/’ in the boxes, whichever is required.

Part A

A. Source of Referral

Case reference no.

Name of referrer Signature
Office / Centre
Tel. no. Fax no. Date

B. Personal Particulars

1. Name of applicant: (

2. HKIC No.:

3. Date of birth: / / (DD/IMMIYYYY) 4. Sex:

5. Name of Residential Unit:

6. Date of Admission: / / (DD/MM/YYYY)

7. Whether the client is living in institution or hospital? [_JNo,[_]Yes Since (DD/MM/YYYY) _ [ _ |/

Name of institution or hospital:

8. Medical History:

Psychiatric diagnosis:

Onset of mental illness in: (YYYY)

Other illness, please specify:

[]A. Conditional discharge / [1B. Unconditional discharge
[JA. Intensive care case / []B. Non-intensive care case

[IB.1. Special care case

[ ]B.2. Conventional care case
[]C. Ex-intensive care case

[JA.Yes [IN.No

Other medical history []A. Anti-social behavior []B. Suicidal tendency
[]C. Drug addiction []D. Alcoholism
[]E. Sexual deviation []F. Others

9. Whether the case has been consulted with the case medical officer? [ ] Yes or [_]No

10. Other conditions
Ex-offender [ IN. No L]A. Yes, with imprisonment  []B. Yes, without imprisonment
Member of Triad Society [ IN. No [JA. Yes
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CRSRehab-PMR Form 1F
C. Particular of placement required

1. (please tick the same type of residential placement that the applicant currently resides and indicate the location
preference if necessary)
Location Preference  Location Preference Location Preference

Code Service Type 1 2 3
Halfway house

cl [Subvented]
Halfway house

[Subvented + Bought Place
L[] | Scheme for Private Residential
Care Homes for Persons with
Disabilities]
Halfway house with special
E ] | provision (previously known as
Purpose-built Halfway House)

Long Stay Care Home
GU | [subvented]
Long Stay Care Home
[Subvented + Bought Place
H[] | Scheme for Private Residential
Care Homes for Persons with
Disabilities]
I Supported Hostel

[Subvented]
Supported Hostel
[Subvented + Bought Place
N [] | Scheme for Private Residential
Care Homes for Persons with
Disabilities]

D. Reason(s) of Application for Transfer
Please state the reasons for the application for transfer (supplemented with other supporting document if necessary).

E. Declaration

[] Referrer has declared that there is no conflict of interest in handling this application. Referrer is not a family
member or personal friend of the applicant and has no personal or social ties with the applicant, and she/he has
notified the applicant/family member(s)/guardian/carer(s) that SWD and the referring agency will not charge for
the application and referral for service. The applicant/family member(s)/guardian/carer(s) should report to the
Independent Commission Against Corruption (ICAC) immediately in case anyone offers to assist in application
for placement in return for remuneration. Attempted bribery by any person is also an offence in law, SWD will
refer the case to ICAC for investigation.

Endorsed by*: Prepared by:
Signature: Signature:
Name: Name:
Designation: Designation:
Office: Office:
Date: Date:

* Endorsement should be obtained from agency head/designated representative of non-governmental organisation or
DSWO/ADSWO of SWD.
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CRSRehab-PMR Form 1G

RESTRICTED

Outcome of Application for Transfer to
Other Residential Care Unit for Persons with Disabilities
Under Same Service Type

From: Central Referral System for Rehabilitation Services
Subsystem for Persons in Mental Recovery
Social Welfare Department
Room 901, 9/F Wu Chung House
213 Queen's Road East, Wanchai, Hong Kong

To:
CRSRehab Tel.: Your Ref:
Fax: Your Tel:
Date: Your Fax:

Name:
HKIC:
CRSRehab No.:

The application for transfer to other residential care unit under same service type of the above-named has been
received.

D Applicant has been put back to the active waiting list. The application date of residential care service
on is retained.

D The application is considered not justified and hence not approved. Should there is any change in
circumstances in future warranting application for transfer, applicant may make a fresh application
again.

Oi/c CRSRehab-PMR
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CRSRehab-PMR Form 2

| From: | [To:

Standard Agency Application Form
(This part should be completed by the referrer) [RESTRICTED]

Total no. of pages included: () page 1|+ page 2[v page 3]~ page 4~ (please M as appropriate)

Name of applicant: ( ) : Sex / Age: /
D.0O.B.: / / (DD/MMIYYYY)  CRSRehab no.: Hospital/Clinic ref. no.:
Service required:

Part I Applicant's Information (to be completed by Referrer)

Place of birth: Spoken language: Year arrived at HK:

Marital status: [~ Single /[~ Married /[ Divorced /[ Separated / [~ Widowed

Address & Tel.: ( )
Type of accommodation: [ Hut/ [ Cubicle /[ Bed-spacer /[ Room /[ Flat [ Others:

Name of carer: Relationship with applicant:

Contact address & Tel.: ( )

Education level:
Financial support: T CSSA/I SSA/ [ Self-supporting / I Others (please specify)

Particular of Family member / Close relatives (living together with applicant):
Name Relationship Sex / Age Occupation Level of support #

/
/
/

/
# Level of support to the applicant: Rejecting, Indifferent, Supportive, Overprotective.

Recent occupational record: e.g. Open employment / Sheltered workshop / Supported Employment Training for
Persons with Disabilities(SET) etc.
Duration Post / Title Salary Reason for leaving the job
to
to

Social welfare services waitlisted: e.g. Halfway house / Hostel / Sheltered workshop / Supported Employment Training
for Persons with Disabilities(SET)etc.
Date of referral made Service requested Referring organization Remarks

Undesirable habits: Anti-social behavior / Drug addiction / Alcoholism / Heavy smoking / Gambling etc. if any please
specify:-

Reason for referral:

Name of referrer (in BLOCK): (Signature):
Office / Centre: Organisation:
Telephone no.: ext.: Fax no.:
Date:
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CRSRehab-PMR Form 2

| From: | | To:

Standard Agency Application Form
(This part should be completed by the referrer) [RESTRICTED]

Name of applicant: ( ) HKID: Sex / Age: /
D.0O.B.: / / (DD/IMM/IYYYY) CRSRehab no.: Hospital/Clinic ref. no.:
Hospital / Clinic: Ward:

Part Il Medical history (to be completed by case medical officer)

Diagnosis:

Case nature: Intensive care case / Special care case / Conventional case */ Others:

Ex-Intensive Care Case: [ Yes [ No (Please tick)

Intelligence: Normal / Borderline / Mild / Moderate / Severe*  1Q Score: (if available)
Date of assessment:

Premorbid personality:

Relevant medical illness(es) or disability(s):

Date of onset of mental illness: Total no. of admissions:

Reason(s) for present hospitalization:

Dates of last three admissions: (include the present admission)

Duration Name of hospital Diagnosis Voluntary / Compulsory
to

to
to

Symptoms at present attack:

Anti-social behavior: Prognosis:

[~ Problemdrinking [ Drug addiction Maintenance treatment:

[~ Problemgambling [ Others: (include medication)

[ Criminal record (Details: ) Response to treatment:
Suicidal tendency: history:

History of violence / aggressiveness:

Nature of violent / aggressive behavior:

Outcome / Sentence:

Predisposing factors to violence:

Psychological / Social / Biological * (please specify)

Free from violent / aggressive behavior in the last months / years *
Is applicant a conditionally discharged case? [ Yes [ No
The applicant [ is/ [~ is not recommended to receive the service applied:

Additional remarks : (supplementary sheet if required, e.g. insight into mental illness)

Referring CMO: (Signature) Name in BLOCK:
Tel. no.: ext: Date:

*please delete as appropriate.
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CRSRehab-PMR Form 2

| From: | | To:
Standard Agency Application Form
(This part should be completed by the referrer) [RESTRICTED]
Name of applicant: ( ) HKID: Sex / Age: /
D.0O.B.: / / (DD/IMM/IYYYY) CRSRehab no.: Hospital/Clinic ref. no.:
Hospital / Clinic: Ward:
Part 111 Nursing report (to be completed by ward nurse) Please tick as appropriate
Remarks
A. Personal hygiene: Reluctant to perform self-care like B °
bathing or changing underwear
Need prompting B
Able to look after personal hygiene u
independently
B. Cooperation in Not willing to do his share I °
ward life: Willing to do his share but no more u
Willing to do more than his share B
C. Drug Shows strong reluctance even being prompted B )
compliance: Take medication when being advised B
Take medication on his own initiative -
D. Social mixing / Withdraws from social mixing - °
Ward life: Mixes with other in organized groups only —
Mixes with others spontaneously B
E. Attitude towards Resists the idea - °
placement: Will do whatever is suggested u
Welcomes the idea B
F. Money Spends appropriately |— °
management: Reluctant to spend u
Fails to keep money I
G.  Nursing care Intensive nursing care needed e
dependency: Medium level of nursing care needed B
Minimum nursing care needed B
H.  Overall comment:
. Other remarks:
Referring nurse: (Signature) Name in BLOCK:
Tel. no.: ext: Ward: Date:
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CRSRehab-PMR Form 2

| From:

| | To:

Standard Agency Application Form

(This part should be completed by the referrer) [RESTRICTED]

Name of applicant:

D.O.B.

(

) HKID:

/ / (DD/IMMIYYYY)

Hospital / Clinic:

CRSRehab no.:

Hospital/Clinic ref. no.:

Ward:

Sex / Age:

/

Part IV Occupational therapy record (to be completed by occupational therapist)

General performance

A.

Household management skills

Meal preparation skills
Laundry

Household cleansing

Home safety

Community living

Use of community resources
Use of transportation

Road safety

Money management

Work performance
Attendance

Punctuality

Concentration

Following instructions

Work motivation

Work tolerance and endurance
Work skills

Social behavior
Cleanliness / Appearance
Getting along with others
Cooperation

Special vocational skill / interest:

(please ,/" as appropriate)

V. Good

171717

71711117 171 717

1717

Good

171717

71711117 171 717

1717

Fair

171717

71711117 171 717

1717

Poor

171717

EEEENEE RN En RN 171717

1717

In view of the applicant's employment record and present work capability, the applicants work potential can reach :
[JSheltered workshop/ I Supported Employment Training for Persons with Disabilities(SET)/ CIPart-time employment/ CIFull-
time employment.

Other remarks:

Referring OT: (Signature)

Tel. no.:

Name in BLOCK:

ext:

Ward / Team / Unit:

68

Date:



CRSRehab-PMR Form 3
RESTRICTED

Data Updating Form

From: To: Central Referral System for Rehabilitation Services
(Name of Referring Office) Subsystem for Persons in Mental Recovery
Saocial Welfare Department
(Name of Organisation) Room 901, 9/F Wu Chung House
Ref.: 213 Queen's Road East, Wanchai, Hong Kong
Tel.: Your Ref.:
Fax: Tel.: 2892 5136
Date: Fax: 2893 6983
Name of applicant: HKIC No.: CRSRehab No.:

Information to be updated: (v in the appropriate box)

[~ Day placement is no longer required. (Case will be removed from Day placement waiting list)
[~ Residential placement is no longer required. (Case will be removed from Residential placement waiting list)

[ Update in placement request: Day placement: [~ Sheltered Workshop/ Integrated VVocational
Rehabilitation Services Centre

Residential placement:

" SHOS (Subvented) " SHOS (Subvented + BPS*)

[ HWH (Subvented) | HWH (Subvented + BPS*) [ HWH(SP)
[ LscH (Subvented) " LscH (Subvented + BPS*)

[ Change in location preference: [~ Day placement: [~ Residential placement:
[~ Change in referring office #: (New office name)
[~ Change in referrer #: (New referrer name)

(Phone number) (Fax number)

[~ Change in applicant’s personal particulars
(residential district, disability, etc.):

[~ Update status in Special Care [ Intensive care case
System: [ Non-intensive care case (Special / Conventional care case)

[~ Others, please specify:

Signature:

Name: (in block letter)

Post:

*BPS = Bought Place Scheme for Private Residential Care Homes for Persons with Disabilities
#c.c. New referrer (Fax: )
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CRSRehab-PMR Form 4

RESTRICTED

Removal from Waiting List

From: Central Referral System for Rehabilitation Services
Subsystem for Persons in Mental Recovery
Social Welfare Department
Room 901, 9/F Wu Chung House
213 Queen's Road East, Wanchai, Hong Kong

To:
CRSRehab Tel.: Your Ref.:
Fax: Your Tel:
Date: Your Fax:

Name:
HKIC:
CRSRehab No.:

The above-named application has been removed from the waiting list due to the following reason:
[0 Case closed in CRSRehab-PMR upon:

[0 Hospitalisation of applicant. Please refer to the Manual of Procedures for CRSRehab for further
information.

O Applicant being rejected twice by different agencies in the same service. Please arrange for re-
assessment in the applicant’s genuine service need.

( )
Oi/c CRSRehab - PMR
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CRSRehab-PMR Form 5

Report of Vacancies

From: To: Central Referral System for Rehabilitation Services
(Name of Rehabilitation Unit) Subsystem for Persons in Mental Recovery
Room 901, 9/F Wu Chung House
(Name of Organization) 213 Queen’s Road East
Ref.: Wanchai, Hong Kong
Tel.:
Fax: Tel.: 2892 5136
Date: Fax: 2893 6983
1. Number of vacancies as at / / (DD/MMIYYYY)
Service LSCH/HWH / SHOS * HWH - SP
Sex M F M F
(a) Capacity
(b) Enrolment
(c) No. of referral(s) approved and pending admission
(d) No. of referral(s) being processed
(e) No. of immediate vacancy
[(e) = (a) - (b) - (c) - (d) ]
Remarks
2. Number of vacancies anticipated in forthcoming 2 months (excluding those reported in item 1):
Service LSCH/HWH / SHOS * HWH - SP
Sex M F M F
Vacancies
Available date(s)
Remarks
* Please delete as appropriate
Signature:
Name:
Post:
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CRSRehab-PMR Form 6

RESTRICTED

Selection for Placement

From: Central Referral System for Rehabilitation Services
Subsystem for Persons in Mental Recovery
Social Welfare Department
Room 901, 9/F Wu Chung House
213 Queen's Road East, Wanchai, Hong Kong

To:
CRSRehab Tel.: Your Ref.:
Fax: Your Tel:
Date: Your Fax:

The following applicant has been selected to the placement in a rehabilitation unit with details shown below.
Please reply to CRSRehab via Form 7 within week(s).

Your early reply will facilitate the applicant’s admission for service. You may consider contacting the
rehabilitation unit for arrangement of visits for the applicant or information on the service as appropriate. (For
priority placement, please review and confirm the applicant still has urgent service need.)

Name of applicant:
CRSRehab No.:

Name of Rehabilitation Unit:
Type of Service:

Address:

Tel. No.:

Fax No.:

Date of Selection:

If the applicant accepts the placement offer, please send the following required documents to the
rehabilitation unit directly:

1. Standard Agency Application Form (CRSRehab-PMR Form 2)

( )
Oi/c CRSRehab - PMR
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CRSRehab-PMR Form 6A
RESTRICTED

Notification of Case Selection to Rehabilitation Unit

From: Central Referral System for Rehabilitation Services
Subsystem for Persons in Mental Recovery
Social Welfare Department
Room 901, 9/F Wu Chung House
213 Queen's Road East, Wanchai, Hong Kong

To:
CRSRehab Tel.: Your Tel:
Fax: Your Fax:

Date:

Listed below for your information are the application(s) that have been selected from the waiting list for placement in your
service unit. These applicants have 14 day(s)’ time to decide whether they accept the placement offer or not. Subject to their

acceptance of placement offer, the referrer will send relevant documents to you for case intake once they are available.

While the applicants are considering acceptance of placement offer, they and/or their family members may, through the

referring officers, approach your unit for visits or information on services provided.

Since some of the applicants may eventually decline the placement offer, if you need updated referral situation of the list,

please contact the undersigned officer of the CRSRehab.

Name Sex/ CRSRehab  Referring Office Name of Tel Normal/
Ade No. Referrer Priority
( )

Oi/c CRSRehab - PMR
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From:

Ref:
Tel:
Fax:
Date:

CRSRehab-PMR Form 7

RESTRICTED

Reply to CRSRehab-PMR on Selection for Placement

To: Central Referral System for Rehabilitation Services
(Name of Referring Office) Subsystem for Persons in Mental Recovery
Saocial Welfare Department
(Name of Organisation) Room 901, 9/F Wu Chung House

213 Queen's Road East, Wanchai, Hong Kong

Tel: 2892 5136
Fax: 2893 6983

Application for placement to:

(name of rehabilitation unit)

Name of applicant: HKIC No.: CRSRehab No.: D

(v in the appropriate box)

O Applicant accepts the offer.  (For priority placement, the applicant is confirmed to have urgent service need.)
The completed CRSRehab-PMR Form 2 have already been sent to the rehabilitation unit ~ / /
for further action on
3 Applcantdeclines the offer. (0 b e o amaney
O Unfavourable location
O I health / unstable mental or emotional condition
O Temporary leave of Hong Kong / emigration
O Open employment/ Supported Employment Training for Persons with Disabilities
O Lost trace of applicant
0 No longer in need of placement upon case review
O Ability improved, upward movement required
O Ability deteriorated, downward movement required
O Self-withdrawal/ unmotivated / unwillingness
O Already receiving day programme in rehabilitation unit (please specify):
Name of unit:
Admission date:
0 Others, please specify:
For case declining BPS offer, please tick below box if residential service is no longer required
O (Case will be removed from waiting list directly)
O Applicant is temporarily (not applicable to the applicants who are admitted to psychiatric hospital or psychiatric
hospitalised. ward of general hospital, please refer to CRSRehab Manual of Procedures)
Name of Hospital:
Admission date:
Diagnosis/Treatment required:
Signature:
Name:
Post:
c.c. Rehabilitation Unit ( ) Fax: ( )
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CRSRehab-PMR Form 7A

RESTRICTED
FIRST Reminder to Referrer

From: Central Referral System for Rehabilitation Services
Subsystem for Persons in Mental Recovery
Social Welfare Department
Room 901, 9/F Wu Chung House
213 Queen's Road East, Wanchai, Hong Kong

To:
CRSRehab Tel.: Your Ref.:
Fax: Your Tel:
Date: Your Fax:

Name of applicant:

HKIC No.:

CRSRehab No.:

Name of Rehabilitation Unit:

Date of Selection:

CRSRehab has not received your reply to the placement offer for the above-named applicant. You are
advised to send the required document(s) stated in Form 6 to the rehabilitation unit directly and reply to CRSRehab

via Form 7 within 1 week.

If you have already replied to this offer, it would be appreciated if you could forward a copy of Form 7 to
CRSRehab again.

Oi/c CRSRehab - PMR

c.c. Supervisor () (Fax: )
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CRSRehab-PMR Form 7B

RESTRICTED
SECOND Reminder to Referrer

From: Central Referral System for Rehabilitation Services
Subsystem for Persons in Mental Recovery
Social Welfare Department
Room 901, 9/F Wu Chung House
213 Queen's Road East, Wanchai, Hong Kong

To:
CRSRehab Tel.: Your Ref.:
Fax: Your Tel:
Date: Your Fax:

Name of applicant:

HKIC No.:

CRSRehab No.:

Name of Rehabilitation Unit:

Date of Selection:

CRSRehab has not received your reply to the placement offer for the above-named applicant. You are
advised to send the required document(s) stated in Form 6 to the rehabilitation unit directly and reply to CRSRehab

via Form 7 within 1 week.

If you have already replied to this offer, it would be appreciated if you could forward a copy of Form 7 to

CRSRehab again.

( )
Oi/c CRSRehab - PMR

c.c. Agency Head
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CRSRehab-PMR Form 8

RESTRICTED

Referral for Admission

From: Central Referral System for Rehabilitation Services
Subsystem for Persons in Mental Recovery
Social Welfare Department
Room 901, 9/F Wu Chung House
213 Queen's Road East, Wanchai, Hong Kong

To:
CRSRehab Tel.: Your Tel:
Fax: Your Fax:
Date:

Referral for Admission to

I forward the following application for admission to your unit whereas the referrer has already sent you the
CRSRehab-PMR Form 2. Please reply by completing the Report on Case Intake/Discharge (Form 9) within 2

week(s).

Case particulars:

Name of applicant: HKIC No.:
Sex: D.O.B.: CRSRehab No.:
( )
Oi/c CRSRehab - PMR
c.c. Referring office: (Fax no.: )
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CRSRehab-PMR Form 9

RESTRICTED

Report on Case Intake / Discharge

From: To: Central Referral System for Rehabilitation Services
(Name of Rehabilitation Unit) Subsystem for Persons in Mental Recovery
Social Welfare Department
(Name of Organisation) Room 901, 9/F Wu Chung House
our Ref.: 213 Queen's Road East, Wanchai, Hong Kong
Tel.: Your Ref.:
Fax: Tel.: 2892 5136
Date: Fax: 2893 6983
Name of applicant: HKIC No.: CRSRehab No.: D

Please be informed the above-named case has been: (v in the appropriate box)

[ admitted into service on

[ rejected upon intake assessment due to:
no vacancy

-
-
-

low ability / no motivation for training

(date).

[ unstable mental / emotional condition
health problem (please specify):

.

severe behavioral problem (please specify): [ others (please specify):

[ self-withdrawn by applicant due to:
unfavourable location

-
-
-
-
-

[ others (please specify):

[ refusal to attend pre-admission interview

claim to have no day and / or residential service need [ refusal to follow the regulation

the family member(s)’ rejection of the placement offer [ lost trace

prefer to live with family / take care by family member(s)

open employment / Supported Employment Training for Persons with Disabilities ( for sheltered workshop
applicant only)
[ refusal to give reason by the applicant / family member(s)

[ reserved due to no immediate vacancy but would be admitted within 1 month.
The admission is scheduled on

(date)

[ temporarily hospitalised: (not applicable to the applicants who are admitted to psychiatric hospital or psychiatric
ward of general hospital, please refer to CRSRehab Manual of Procedures):

Name of Hospital:

Admission date:

Diagnosis / Treatment required:

| discharged from our service on

(date) due to:

C.C.

Referring office

Signature:

Name:

Post:
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CRSRehab-PMR Form 9A

RESTRICTED
FIRST Reminder to Rehabilitation Unit

From: Central Referral System for Rehabilitation Services
Subsystem for Persons in Mental Recovery
Social Welfare Department
Room 901, 9/F Wu Chung House
213 Queen's Road East, Wanchai, Hong Kong

To:
CRSRehab Tel.: Your Tel:
Fax: Your Fax:
Date:

The following application(s) has/ have been referred to your unit for consideration of admission for more
than 2 week(s). So far, no reply has been received by CRSRehab. | would be grateful for your prompt decision
on this/ these application(s) and reply to CRSRehab via Form 9 with a copy to the referrer concerned within 1
week.

Date of Referral CRSRehab No. Name of Applicant Sex D.O.B.

( )
Oi/c CRSRehab - PMR

c.c. Supervisor of Rehabilitation Unit (Fax: )
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CRSRehab-PMR Form 9B

RESTRICTED
SECOND Reminder to Rehabilitation Unit

From: Central Referral System for Rehabilitation Services
Subsystem for Persons in Mental Recovery
Social Welfare Department
Room 901, 9/F Wu Chung House
213 Queen's Road East, Wanchai, Hong Kong

To:
CRSRehab Tel.: Your Tel:
Fax: Your Fax:
Date:

The following application(s) has/ have been referred to your unit for consideration of admission for more
than 3 week(s). So far, no reply has been received by CRSRehab. | would be grateful for your prompt decision
on this/ these application(s) and reply to CRSRehab via Form 9 with a copy to the referrer concerned within 1
week.

Date of Referral CRSRehab No. Name of Applicant Sex D.O.B.

Oi/c CRSRehab - PMR

c.c. Agency Head
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CRSRehab-PMR Form 10
RESTRICTED

Application for Priority Placement

From: To: Central Referral System for Rehabilitation Services
(Name of Referring Office) Subsystem for Persons in Mental Recovery
Social Welfare Department
— Room 901, 9/F Wu Chung House
(Name of Organisation) 213 Queen's Road East, Wanchai, Hong Kong
Our Ref:
Tel:
Fax: Tel:
Date: Fax:
1. Case Particulars
Name: Sex/D.O.B.: / ID No.:
Address: Tel.:
Diagnosis:
Placement(s) required: CRSRehab-PMR No.:

2. Reasons for priority application (Please attach additional sheet if required)

3. Preference in location if necessary:

0 No

[ Yes (Preference is not encouraged unless absolutely necessary)

Please specify location preference: and give justifications below:

Prepared by:
Signature:
Name:

Post:

Endorsed by*
Signature:

Name:

Post:

* Endorsement should be obtained from agency head/designated representative of non-governmental organisation
or DSWO/ADSWO of SWD.
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CRSRehab-PMR Form 10A

RESTRICTED

Outcome of Application for Priority Placement

From: Central Referral System for Rehabilitation Services
Subsystem for Persons in Mental Recovery
Social Welfare Department
Room 901, 9/F Wu Chung House
213 Queen's Road East, Wanchai, Hong Kong

To:
CRSRehab Tel.: Your Ref.:
Fax: Your Tel:
Date: Your Fax:

Name of applicant:
HKIC:
CRSRehab No.:

I am pleased to inform you that your application for priority placement for the above-named applicant is approved.
The particulars of the placement are detailed below:

Type of Placement:
Date of Priority Assigned:

Location preference:

The captioned application for priority placement is not approved or not necessary due to the following reason:

If you have any question, please contact the undersigned for discussion on the case.

Oi/c CRSRehab — PMR
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Part 111

Forms of the Subsystem for Elderly
Persons with Visual Impairment
(CRSRehab-VI)
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CRSRehab-VI Form 1

RESTRICTED

Central Referral System for Rehabilitation Services
Subsystem for Elderly Persons with Visual Impairment (CRSRehab-VI1) Data Input Form

Only person aged 60 or above and is certified as blindness or with severe vision impairment is eligible
to apply for Care and Attention Home for the Aged Blind.

Please use BLOCK LETTERS to fill in the information or give a ‘v”* 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: [ ] Male [ ] Female

5.  Marital Status:
[ ]Single [ ]Married [ ] Divorced/ Separated [ ] Widowed [ ] Unknown

6. Residential District:
Hong Kong and Islands
[ ] Central and Western [ ] Eastern [ ] Southern [ ] Wanchai [ ] Islands/Tung Chung

Kowloon
[ ] Kwun Tong [ ] Wong Tai Sin [_] Kowloon City [ ] Mongkok [ ] Shamshuipo
[ ] Yaumatei [ ] Tseung Kwan O [_] Sai Kung

New Territories

[ ] Kwai Chung [ ] TsuenWan [ ]TsingYi [_]Tuen Mun [ ] Yuen Long
[ ] Tin Shui Wai [ ] Shatin [ ] MaOn Shan [_] Tai Po

[ ] North (Sheung Shui and Fanling)
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8.2

8.3

8.4

CRSRehab-VI Form 1

Type of Accommodation:

[ ] Public Housing Estate
[ ] Private Tenement

[ ] Temporary Shelter

[_] Others (please specify):

Physical and Mental Condition:
Degree of Visual Impairment:

[] Blindness
o ] Please attach the Visual Examination Form at Annex 1
[] Severe Vision Impairment
Certified in /
Month Year
Mobility:

[ ] walk independently
[] Self-ambulatory with walking aid or wheelchair

[ ] Walk with escort
[_] Chairbound / bedridden / paralysed

Mental State:
[ ] Normal / alert

[_] Disturbing / apathetic
[ ] Confused
[_] Others (please specify):

Incontinence:

[ ] Nil

[] Occasional urine or faecal soiling
[_] Frequent urine or faecal soiling

Welfare Assistance Currently Receiving:
[] Disability Allowance

[_] Comprehensive Social Security Assistance

[] Old Age Allowance

[_] Enhanced Home and Community Care Services / Integrated Home Care Service
[] Community Nursing Service

[] Day Care Centre Service
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PART B

CRSRehab-VI Form 1

Location Preference

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

[ ] No

[ ] Yes: Location preferences - 1.
2.
3.

PART C

Source of Referral

Referring Office:

Referring Agency:
Address:

File Ref. No.:

Tel No.: Fax No.:

PART D

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 this
application and related purposes.

Declaration

[] Referrer has declared that there is no conflict of interest in handling this application.
Referrer is not a family member or personal friend of the applicant and has no personal or social
ties with the applicant, and she/he has notified the applicant/family member(s)/guardian/carer(s)
that SWD and the referring agency will not charge for the application and referral for service.
The applicant/family member(s)/guardian/carer(s) should report to the Independent Commission
Against Corruption (ICAC) immediately in case anyone offers to assist in application for
placement in return for remuneration. Attempted bribery by any person is also an offence in law,
SWD will refer the case to ICAC for investigation.

Signature:

Name of Referrer:
Date:

Supervisor’s Endorsement

Signature:

Name of Supervisor:
Date:
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Annex 1 to CRSRehab-VI Form 1

Visual Examination Form

for Admission to Care and Attention Home for the Aged Blind
(to be completed by Medical Officer of Eye Hospital / Eye Clinic or Ophthalmologist)

Only person aged 60 or above and is certified as blindness or with severe vision
impairment is eligible to apply for Care and Attention Home for the Aged Blind

Name of Applicant: Sex:

HKID No.: () Date of Birth:

Hospital / Clinic Reference No.:

Level of vision impairment Note

Right Eye Left Eye
Visual Acuity (corrected)

Visual Field

Cause of Blindness

Certification:

This is to certify that the above-named patient is suffering from **blindness / severe
vision impairment / moderate vision impairment / mild vision impairment.
(** Please delete the inappropriate item.)

Note:
The classification of vision impairment as referenced with the World Health Organisation
International Classification of Diseases 11th Revision (Version 05/2021):

Presenting distance visual acuity*

Classification

Worse than: Equal to or better than:
Blindness e 3/60 . No light perception
e 6/60 . 3/60
Severe vision impairment People with constricted vision field in which the widest

field diameter subtends an angular subtense of 20 degrees
or less, irrespective of visual acuity

Moderate vision impairment e 6/18 . 6/60

Mild vision impairment e 6/12 . 6/18
*#Visual acuity refers to the visual acuity of the better eye with correcting devices.

Signature: Date:

Doctor’s full name: Chop of
Hospital / Clinic:

(Updated March 2025)
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CRSRehab-VI Form 1A
RESTRICTED

Confirmation of Reqgistration

From: Central Referral System for Rehabilitation Services
Subsystem for Elderly Persons with Visual Impairment (CRSRehab-VI)
Social Welfare Department
Room 901, 9/F Wu Chung House
213 Queen's Road East, Wanchai, Hong Kong

To:
CRSRehab-VI Tel.: Your Ref.:
Fax: Your Fax:
Date:

The following applicant has been registered in CRSRehab—V1 for rehabilitation service. Please kindly
verify the following data, raise amendment and update any change to CRSRehab-VI by Form 3. For case
enquiries, please contact the staff-on-duty at 2892 5136. For data protection, only enquiries from the referrers will
be answered.

I. Information of referrer

Tel No.

I1. Personal Particulars

Name (English): Sex:

Name (Chinese): Date of Birth:
HKIC: Residential District:
111 Disability

Degree of Visual Impairment: Mobility:

Mental State: Incontinence

IV. Placement Request

Type of placement:

CRSRehab-VI no. Application date:
Status of service:

Location preference:

V. Status of applicant Priority :

( )
Oi/c CRSRehab - VI
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CRSRehab-VI Form 1B

FREESCH
RESTRICTED

fHEEE
FEAE s o g %Z}E
FEERHE R B0
Notification of Registration for Rehabllltation Services
Central Referral System for Rehabilitation Services
Social Welfare Department

] BHERBHFEA (EEZFETTE0EE)
To: Applicant (Via Caseworker/Referrer)

THIRBEE T EEAE (18 BERB P REN 2GRN ER  sFE0T
The following application has been registered in the Central Referral System for Rehabilitation Services of the
Social Welfare Department (SWD) with details listed as below:

P

Name:

L -

Hong Kong Identity Card:
FEEH A

Date of Application:

FH S i R AR RS
Rehabilitation Service(s) Applying for:
T fE R

Status on Waiting List:

& ZE5RHS

Your Reference:
EHER A 4moit

CRSRehab No.:

R 755 i I J5E5E

Location Preference:

(i 5 PRI IS SR T HH SR AR IS - BE(RARS o RIS S S B a8 fRAHL T ;‘ﬁﬁ\%éﬁﬁ’ﬂ? & o LHEE
SRR - BS ST HERFFEERSE - SRR - EEEATRAVIRBEESE  FEPERIEZEL
T #8505 > DU, A A R Hi%i_zli%% wb AR R A R R ﬁ%&ﬁ PR UL
ERIER A - A AR i B A TR U > 5 a5 AL Bl R A B ER iy Eﬁ)\i‘lﬁﬁﬁ B
HEBGREEENRBAZES

Once you are selected for a placement in rehabilitation unit, the Central Referral System for Rehabilitation
Services will inform you via the referring social worker to prepare for acceptance of placement offer. For maintaining
good contacts among all parties concerned, please inform the referring social worker as early as possible if you have
changes in your address, telephone number or rehabilitation services required, so that information may be updated at
the Central Referral System for Rehabilitation Services. SWD and the referring agency will not charge for the
application and referral for service. The applicant should report to the Independent Commission Against Corruption
(ICAC) immediately in case anyone offers to assist in application for placement in return for remuneration. Attempted
bribery by any person is also an offence in law, SWD will refer the case to ICAC for investigation.

WIRELL BRIV EE AR ER - SEEIRAYHE T E A

Should you have any enquiry on the above application, you may contact your referring social worker:

[amIpg - STy e
Caseworker / Referrer Name:
TR

Centre:

WO\ EHbE

Office Address:

ek EERE (N4R) -

Phone Contact No. (ext.):
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CRSRehab-VI Form 1F

RESTRICTED

Central Referral System for Rehabilitation Services
Subsystem for Elderly Persons with Visual Impairment
Application for Transfer to Other Residential Care Unit for Persons with Disabilities
Under Same Service Type

Only person aged 60 or above and is certified as blindness or with severe vision impairment is eligible
to apply for Care and Attention Home for the Aged Blind.

Please use BLOCK LETTERS to fill in the information or give a ‘v”* 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/IM () in RP 3/3/220/( )
3. Date of Birth : / /

Day Month Year

4.  Sex: [ ] Male [ ] Female

5. Date of Admission : / /
Day Month Year

6. Name of Residential Unit :

7. [] walk independently
[] Self-ambulatory with walking aid or wheelchair

[ ] Walk with escort
[_] Chairbound / bedridden / paralysed

8.  Mental State:
[ ] Normal / alert

[_] Disturbing / apathetic
[ ] Confused
[_] Others (please specify):

9. Incontinence:

[ ] Nil
[] Occasional urine or faecal soiling
[] Frequent urine or faecal soiling
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CRSRehab-VI Form 1F

10. Welfare Assistance Currently Receiving:
[ ] Disability Allowance

[ ] Comprehensive Social Security Assistance
[ ] Old Age Allowance

PART B

Reason(s) of Application for Transfer

PART C Location Preference

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

[ ] No

[ ] Yes: Location preferences - 1.
2.
3.

PART D

PART E

Source of Referral

Referring Office:

Referring Agency:

Referrer:

Address:

File Ref. No.:

Tel No.: Fax No.:
Signature: Date:

[ ] Referrer has declared that there is no conflict of interest in handling this application.
Referrer is not a family member or personal friend of the applicant and has no personal or social
ties with the applicant, and she/he has notified the applicant/family member(s)/guardian/carer(s)
that SWD and the referring agency will not charge for the application and referral for service.
The applicant/family member(s)/guardian/carer(s) should report to the Independent Commission
Against Corruption (ICAC) immediately in case anyone offers to assist in application for
placement in return for remuneration. Attempted bribery by any person is also an offence in law,
SWD will refer the case to ICAC for investigation.

Endorsement*

Comment:

Name: Signature:
Post Title: Date:

*Endorsement should be obtained from agency head/designated representative of non-governmental organisation
or DSWO/ADSWO of SWD.
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CRSRehab-VI Form 1G

RESTRICTED
Outcome of Application for Transfer to

Other Residential Care Unit for Persons with Disabilities
Under Same Service Type

From: Central Referral System for Rehabilitation Services
Subsystem for Elderly Persons with Visual Impairment (CRSRehab-V1)
Social Welfare Department
Room 901, 9/F Wu Chung House
213 Queen's Road East, Wanchai, Hong Kong

To:
CRSRehab Tel.: Your Ref.:
Fax: Your Tel:
Date: Your Fax:

Name:
HKIC:
CRSRehab No.:

The application for transfer to other residential care unit under same service type of the above-named has
been received.

D Applicant has been put back to the active waiting list. The application date of residential care
service on is retained.

D The application is considered not justified and hence not approved. Should there is any change in
circumstances in future warranting application for transfer, applicant may make a fresh application

again.

Oi/c CRSRehab-VI
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CRSRehab-VI Form 2

RESTRICTED (BERIX %)

AFE NEBHELERHER
Application Form for Admission to
Care and Attention Home for the Aged Blind

@—E‘B BEERE (HEFEAEE ) Part l: Application Form (to be signed by applicant)\

() RRES A\EBELERLHE
(A) Name of Care and Attention Home for the Aged Blind to be Allocated
(&) HFEAER
(B) Particulars of Applicant
SEEPN = PRSI
Name of Applicant: ( ) Sex: M/F
Hihk
Address:
B
Tel. No.:
a1 M| N )
Correspondence Address
(if different from above address)
AR H AR AE AR
Date of Birth: Marital Status:
By aE SRS A=
HKID No.: Dialect Used:
W) HFEAEES
© Applicant’s Written Consent

ANEERFTHS &R - BfE IRt & =acst - R AR - DIEEZAAAES
NS -

I consent to release the attached data, including visual and social, to the appropriate authority for
consideration of my application for admission to Care and Attention Home for the Aged Blind.

SE PN =2
Name of Applicant

=

e
Signature

HHA
Date
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CRSRehab-VI Form 2

Part I1: Case Summary (to be completed by referring worker)|

(A) Particulars of Family Members of Close Relatives

Name Sex Relationship with applicant

if not living with applicant,
please provide Tel. No.

FOR EMERGENCY CONTACT

1. Name: Relationship: Tel. No.:
Address:

2.  Name: Relationship: Tel. No.:
Address:

(B) Financial Status and Income (please “v’> appropriate items)

(] On Comprehensive Social Security Assistance
] On Disability Allowance

(] On Old Age Allowance

(] Contribution from family members / relatives
[ ] On Pension

[] Others (please specify):

If in receipt of CSSA/SSA

Social Security
Field Unit:

Tel. No. :
Case Ref. No. :

(C) Living Arrangement

[] Living alone

[] Living with family / Others

[] Living in Residential Care Home for the Elderly ~ (Name):
[] Others (please specify):
(D) Daily Living Activities
Partially Dependent Totally Dependent

Fully Capable on Others on Others
Bathing [] [] []
Dressing ] ] ]
Feeding ] ] []
Washing face / hands [] [] []
Toileting [] [] []
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(E) Mobility

[] Walk independently

] Walk satisfactorily with aids
] Walk poorly even with aids

[] Chairbound / wheelchair bound
(] Bed-bound / paralysed

(] Frequently falls

(F) Brief Social History / Additional Remarks

(G) Source of Referral

Referring agency :

CRSRehab-VI Form 2

Referring office :

Address :

File Ref. No. :

Fax No. :

Referring Worker

Signature

Name

Post

Tel. No.

Date

Countersigning Officer

Signature

Name

Post

Tel. No.

Date
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CRSRehab-VI Form 3

RESTRICTED

Data Updating Form

From: To:  Central Referral System for Rehabilitation Services
(Name of Referring Office) Subsystem for Elderly Persons with Visual
Impairment
(Name of Organisation) Social Welfare Department
Ref.: Room 901, 9/F Wu Chung House
213 Queen's Road East, Wanchai, Hong Kong
Tel.: Your
Ref.
Fax: Tel.: 2892 5136
Date: Fax: 2893 6983
Name of applicant: HKIC No.: CRSRehab No.:

Information to be updated: (v in the appropriate box)

| Placement is no longer required. (Case can be removed from CRSRehab-V1)
| Change in location preference: -
O Change in referring office #: (New office name)
O Change in referrer #: (New referrer name)
(Phone number) (Fax number)
O Applicant is discharged/ready for discharged from hospital. Please put the case back on waiting list.
O Change in applicant’s personal particulars (residential district, disability, etc.)
Please specify:

O Others, please specify:

Signature:

Name:

Post:

# c.c. New referrer (Fax: )
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CRSRehab-VI Form 4

RESTRICTED

Removal from Waiting List

From: Central Referral System for Rehabilitation Services
Subsystem for Elderly Persons with Visual Impairment (CRSRehab-VI)
Social Welfare Department
Room 901, 9/F Wu Chung House
213 Queen's Road East, Wanchai, Hong Kong

To:
CRSRehab Tel.: Your Ref.:
Fax: Your Tel:
Date: Your Fax:

Name:
HKIC:
CRSRehab No.:

The above-named application has been removed from the waiting list due to the following reason:
[~ Case closed in CRSRehab-V1 upon:

[~ Hospitalisation of applicant. Please refer to the Manual of Procedures for CRSRehab for further
information.

[~ Applicant being rejected twice by different agencies in the same service. Please arrange for re-
assessment in the applicant’s genuine service need.

)
Oi/c CRSRehab - VI
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CRSRehab-VI Form 5

Report of Vacancies

From: To: Central Referral System for Rehabilitation Services
(Name of Rehabilitation Unit) Subsystem for Elderly Persons with Visual
Impairment
Room 901, 9/F Wu Chung House
(Name of Organisation) 213 Queen’s Road East
Ref. Wanchai, Hong Kong
Tel.:
Fax: Tel.: 2892 5136
Date: Fax: 2893 6983
1. Number of vacancies as at / / (DD/MMIYYYY)
Service C&A/AB
Sex M F

(a) Capacity

(b) Enrolment

(c) No. of referral(s) approved and pending admission

(d) No. of referral(s) being processed

(e) No. of immediate vacancy

Remarks

[(€)=(@)—-()—(c)-(d)]

2. Number of vacancies anticipated in forthcoming 2 months (excluding those reported in item 1):
Service C&A/AB
Sex M F
Vacancies

Available date(s)

Remarks
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Name:

Post:




CRSRehab-VI Form 6

RESTRICTED

Selection for Placement

From: Central Referral System for Rehabilitation Services
Subsystem for Elderly Persons with Visual Impairment (CRSRehab-V1)
Social Welfare Department
Room 901, 9/F Wu Chung House
213 Queen's Road East, Wanchai, Hong Kong

To:
CRSRehab Tel.: Your Ref:
Fax: Your Tel:
Date: Your Fax:

The following applicant has been selected for placement in rehabilitation unit with details shown below.
Please reply to CRSRehab by Form 7 within 21 day(s).

Your early reply will facilitate the applicant’s admission for service. You may consider contacting the
rehabilitation unit for arrangement of visits for the applicant or information on the service as appropriate. (For
priority placement, please review and confirm the applicant still has urgent service need.)

Name of applicant:

HKIC:

CRSRehab No.:

Name of Rehabilitation Unit:
Type of Service:

Address:

Tel. No.:

Fax No.:

Date of Selection:

For applicant accepting the placement offer, please forward the following required papers:
1. CRSRehab-VI Form 7

2. CRSRehab VI Form 2

3. Annex | to CRSRehab-VI Form 1

( )
Oi/c CRSRehab - VI
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CRSRehab-VI Form 6A

RESTRICTED

Notification of Case Selection to Rehabilitation Unit

From: Central Referral System for Rehabilitation Services
Subsystem for Elderly Persons with Visual Impairment (CRSRehab-VI)
Social Welfare Department
Room 901, 9/F Wu Chung House
213 Queen's Road East, Wanchai, Hong Kong

To:
CRSRehab Tel.: Your Tel:
Fax: Your Fax:

Date:

Listed below for your information are the application(s) that have been selected from the waiting list for placement in your
service unit. These applicants have 21 day(s)’ time to decide whether they accept the placement offer or not. Subject to their
acceptance of placement offer, the referrer and/or CRSRehab will send relevant documents to you for case intake once they are

available.

While the applicants are considering acceptance of placement offer, they and/or their family members may, through the

referring officers, approach your unit for visits or information on services provided.

Since some of the applicants may eventually decline the placement offer, if you need updated referral situation of the list,

please contact the undersigned officer of the CRSRehab.

Name Sex/ CRSRehab  Referring Office Name of Tel Normal/
Age No. Referrer Priority
( )

Oi/c CRSRehab - VI
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CRSRehab-VI Form 7

RESTRICTED

Reply to CRSRehab-VI1 on Selection for Placement

From: To: Central Referral System for Rehabilitation Services
(Name of Referring Office) Subsystem for Elderly Persons with Visual

Impairment (CRSRehab-V1)

Social Welfare Department

Room 901, 9/F Wu Chung House

(Name of Organisation)

_?:T_: 213 Queen's Road East, Wanchai, Hong Kong
Fax: Tel: 28925136
Date: Fax: 28936983

Application for placement to:

(name of rehabilitation unit)

Name: HKIC No.: CRSRehab No.: A

O  Applicant accepts the offer. ( v' in the appropriate box)
(For priority placement, the applicant is confirmed to have urgent
service need.)
The following documents are attached:
OO0 CRSRehab-VI Form 2
O Annex 1to CRSRehab-VI Form 1

[0 Others, please specify:

O  Applicant declines the offer.  (Please v" only one box):
Applicant considers the location of rehabilitation unfavourable
Prefer to live with/be looked after by family member(s)
No immediate need for service.

Il health / unstable mental or emotional condition
Applicant left Hong Kong or emigrated overseas

Lost contact with applicant

Applicant passed away

Ability improved, upward movement required

Ability deteriorated, downward movement required
Others, please specify:

oooooooooao

O  Applicant is temporarily hospitalized.
Name of Hospital:

Admission date:

Diagnosis/Treatment required:

Signature:
Name:
Post:

c.c. Rehabilitation Unit ( ) Fax:( )
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CRSRehab-VI Form 7A

RESTRICTED

Reminder to Referrer

From: Central Referral System for Rehabilitation Services
Subsystem for Elderly Persons with Visual Impairment (CRSRehab-VT)
Social Welfare Department
Room 901, 9/F Wu Chung House
213 Queen's Road East, Wanchai, Hong Kong

To:
CRSRehab Tel.: Your Ref:
Fax: Your Tel:
Date: Your Fax:

Name of applicant:

HKIC:

CRSRehab No.:

Name of Rehabilitation Unit/Project Team:

Date of Selection:

CRSRehab has not received your reply to the placement offer for the above-named applicant. I would be
grateful if you would reply to CRSRehab via Form 7 within 2 week(s). Otherwise, the applicant would be
removed from the waiting list.

If you have already replied to this, I would much appreciate if you would forward a copy of Form 7 to
CRSRehab.

( )
Oi/c CRSRehab - VI
c.c. Agency Head
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CRSRehab-VI Form 8

RESTRICTED

Referral for Admission

From: Central Referral System for Rehabilitation Services
Subsystem for Elderly Persons with Visual Impairment (CRSRehab-VI)
Social Welfare Department
Room 901, 9/F Wu Chung House
213 Queen's Road East, Wanchai, Hong Kong

To:
CRSRehab Tel.: Your Tel:
Fax: Your Fax:
Date:

Referral for Admission to

I forward the referral papers listed below of the following applicant for admission to your centre. Please

kindly reply by completing the Report on Case Intake/Discharge (Form 9) within 28 day(s).

By copy of this, the referrer is requested to contact the rehabilitation unit for case intake.

Case particulars:

Name of applicant: Hong Kong Identity Card:
Sex / D.O.B.: CRSRehab No.:

Referral papers attached:

1. CRSRehab-VI Form 2
2.  Annex 1 to CRSRehab-VI Form 1

( )
Oi/c CRSRehab - VI

c.c. Referring office (without enclosure):
Service Centre, (Fax no.: )

(case ref. )
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CRSRehab-VI Form 9

RESTRICTED

Report to CRSRehab-VI on Case Intake/Discharge

From: To: Central Referral System for Rehabilitation Services
(Name of Rehabilitation Unit) Subsystem for Elderly Persons with Visual
Impairment (CRSRehab-VI)
(Name of Organisation) Social Welfare Department
Ref: Room 901, 9/F Wu Chung House
Tel: 213 Queen's Road East, Wanchai, Hong Kong
Fax: Tel: 2892 5136
Date: Fax: 2893 6983
Name: HKIC No.: CRSRehab No.:
Please be informed the above-named case has been:
O  admitted into service from (date).
O rejected upon case screening due to:
1 unstable mental/emotional condition [ acute health problem
1 no vacancy [ severe behavioral problem (please specify):
O health condition does not meet the admission criteria
1 others (please specify):
O  self-withdrawn by applicant upon case screening due to:
0 no immediate need for service 1 prefer to live with/cared by family members
O unfavourable location O lost trace
1 applicant/family members do not disclose any reason
1 others (please specify):
0 temporarily hospitalized:
Name of Hospital:
Admission date:
Diagnosis/Treatment required:
O  discharged from our service on (date) due to:
O formally discharge (please specify reason)
O internally transfer (please specify the rehabilitation unit)
Signature:
Name:
Post:
c.c. Referring office: (case ref. )
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CRSRehab-VI Form 9A

Reminder to Rehabilitation Unit

From: Central Referral System for Rehabilitation Services
Subsystem for Elderly Persons with Visual Impairment (CRSRehab-V1)
Social Welfare Department
Room 901, 9/F Wu Chung House
213 Queen's Road East, Wanchai, Hong Kong

To:
CRSRehab Tel.: Your Tel:
Fax: Your Fax:
Date:

The following application(s) has/ have been referred to your unit for consideration of admission for more
than 28 day(s). So far, no reply has been received by CRSRehab. I would be grateful for your prompt decision
on this/ these application(s) and reply to CRSRehab via Form 9 with a copy to the referrer concerned within 2
week(s).

Date of Referral CRSRehab No. Name of Applicant Sex Age

)
Oi/c CRSRehab - VI

c.c. Agency Head
Referrer: [ ]
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From:

RESTRICTED

Application for Priority Placement

To:

(Name of Referring Office)

Ref:

(Name of Organisation)

Tel:

Fax:

Tel:

Date:

Fax:

CRSRehab-VI Form 10

Central Referral System for Rehabilitation Services
Subsystem for Elderly Persons with Visual
Impairment (CRSRehab-V1)
Social Welfare Department
Room 901, 9/F Wu Chung House
213 Queen's Road East, Wanchai, Hong Kong

2892 5136
2893 6983

1. Case Particulars

Name:
Address:
Disability:

Sex/D.O.B.:

HKIC No.:

Tel.:

Placement Required:

C&A/AB

CRSRehab No.: A

2. Particulars of family members and relatives

Occupation/ Income/ Disability/ill
Name Relationship Sex/Age Schooling school fee health (if any) Remarks
/
/
/
/

3. Casef/family background

4. Reasons for priority placement

Prepared by:

Signature:
Name:
Post:

Endorsed by*

Signature:

Name:

Post:

* Endorsement should be obtained from agency head/designated representative of non-governmental organisation or

DSWO/ADSWO of SWD.
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CRSRehab-VI Form 10A

RESTRICTED

Outcome of Application for Priority Placement

From: Central Referral System for Rehabilitation Services
Subsystem for Elderly Persons with Visual Impairment (CRSRehab-VI)
Social Welfare Department
Room 901, 9/F Wu Chung House, 213 Queen’s Road East
Wanchai, Hong Kong

To:
CRSRehab Tel.: Your Ref:
Fax: Your Tel:
Date: Your Fax:

Name of applicant:
HKIC:
CRSRehab No.:

[ I am pleased to inform you that your application for priority placement for the above-named applicant is
approved. The particulars of the placement are detailed below:

Type of Placement:
Date of Priority Assigned:

Location preference:

| The captioned application for priority placement is not approved or not necessary due to the following reason:

If you have any question, please contact the undersigned for discussion on the case.

Oi/c CRSRehab - VI
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Part IV

Forms of the Subsystem for

Small Group I
Mild Intel

ome for Children with
ectual Disabilities

(CRSRehab-SGHCMID)
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CRSRehab-SGHCMID Form 1
RESTRICTED

Central Referral System for Rehabilitation Services
Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
(CRSRehab-SGHCMID)
Registration Form

Personal Particulars

Name:
(English) (Chinese)
. Sex: L] Male [] Female
Date of Birth: (dd) (mm) (yyyy)
HKBC/IC No.:
o Hong Kong and Islands
- Residential [] Central and Western ~ [] Eastern [] Southern [] Wanchai
District: |:| Islands
Kowloon
[] Kwun Tong [ ]wong TaiSin  [] Kowloon City ] Mongkok
(] Shamshuipo [ ] Yaumatei [ ] Tseung Kwan O [ ] Sai Kung
New Territories
[ ] Kwai Tsing [] Tsuen Wan [ ] Tuen Mun [] Yuen Long
[ ] Tin Shui Wai [ ] TaiPo [] Shatin [ ] Ma On Shan
(] North (Sheung Shui and Fanling)
Disability
Physical Disability [ ] A: with Physical Disability, please specify:
] N: No Physical Disability
Spastic / Cerebral palsy LA Spastic ] B: Cerebral palsy [ ] N: Not spastic or cerebral palsy
Hearing Impairment  [_] A: Deaf (] B: Partially Impaired (] N: Normal
Vision Impairment [ ] A: Blind (] B: Partially Impaired [ ] N: Normal
Intellectual Disability ~ [_] Mild Intellectual Disability
Date of psychological assessment: (dd) (mm) (yyyy)
(please attached psychological report)
Psychiatric Diagnosis [ ] A: with psychiatric diagnosis: (please specify)
] N: No reported psychiatric diagnosis
Speech Impairment C1Y:Yes  []N:Normal
Autism Spectrum |:| Y: Yes |:| N: Normal
Disorder
Other IlIness / Disability
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10.

11.

12.

13.

14.

V.

Mobility

Ability to Climb
Stairs / Slope

Public Transport
(Excluding taxi)

Treatment Required

Assistive Devices Used

CRSRehab-SGHCMID Form 1

|:| A: Walk unaided |:| B: Walk with escort |:| C: Walk with rehabaid
[ ] D: Wheelchair bound [ ] E: Bed ridden

] A: Capable to climb stairs / slope by self
[] B: Climb stairs / slope with other’s assistance
[] C: Unable to climb stairs / slope even with other’s assistance

|:| A: Manage without escort |:| B: Manage with escort
[] C: Cannot manage with escort

[] A: Occupational therapy (] B: Physiotherapy

|:| C: Others:

[ ] A: Wheelchair [ ] B: Ambulator ] C: Prosthesis / artificial legs
] D: Calipers ] E: Special boots [] F: Hearing aid

[] G: Crutches (] H: Tripod [ ] 1: Others:

Placement Arrangement

Service Recommended

(] Small group home for mildly mentally handicapped children (SGHMMHC)

] Integrated Small group home for mildly mentally handicapped children (ISGH)
] SGHMMHC + ISGH

Location

] No (Waiting time will be much shorter)
[ ] Yes (Please indicate 5 choices in region / district / service unit)

Description
1.

o c w D>

Declaration

] Referrer has declared that there is no conflict of interest in handling this application. Referrer is not a
family member or personal friend of the applicant and has no personal or social ties with the applicant, and she/he
has notified the applicant/family member(s)/guardian/carer(s) that SWD and the referring agency will not charge
for the application and referral for service. The applicant/family member(s)/guardian/carer(s) should report to the
Independent Commission Against Corruption (ICAC) immediately in case anyone offers to assist in application
for placement in return for remuneration. Attempted bribery by any person is also an offence in law, SWD will
refer the case to ICAC for investigation.

Case ref. no.:

Tel.:

Name of referrer:

Fax.:

Office / Centre:

Date:
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CRSRehab-SGHCMID Form 1A

RESTRICTED

Confirmation of Registration

From: Central Referral System for Rehabilitation Services
Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
(CRSRehab-SGHCMID)
Social Welfare Department
Room 901, 9/F Wu Chung House, 213 Queen’s Road East
Wanchai, Hong Kong

To:
CRSRehab-SGHCMID Tel.: Your Ref.:
Fax: Your Fax:
Date:

The following applicant has been registered in CRSRehab—SGHCMID for rehabilitation service. Please
kindly verify the following data, raise amendment and update any subsequent change to CRSRehab—SGHCMID by
Form 3. For case enquiries, please contact the staff-on-duty at 2892 5136 . For data protection, only enquiries from
the referrer will be answered.

I. Information of referrer
Tel No.

II. Personal Particulars

Name (English): Sex:
Name (Chinese): Date of Birth:
HKBC: Residential District:

III. Disability

Physical disability: Spastic/cerebral palsy:
Hearing: Vision:

1Q score: Date of assessment:
Mental Illness: Speech:

Autism:

Other disability: Mobility:

Climb stairs/slope: Public transport:
Treatment required: Rehabaid used:

IV. Placement Request

Type of placement:

CRSRehab-SGHMIDC no. Application date:
Status of service:

Location preference: 1.
2.
3.
4.
5.
V. Status of applicant Priority :

Oi/c CRSRehab - SGHCMID
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CRSRehab- SGHCMID Form 1B

FRBESZ M
RESTRICTED

L 1EfE
FRAE RS T o/ 23
HEEREI S E
Notification of Registration for Rehabilitation Services
Central Referral System for Rehabilitation Services
Social Welfare Department

B BHERBHIEA (EEZEETEEERD)
To: Applicant (Via Caseworker/Referrer)

THIRFECHEEENE (8 BERBETRE 2EAN S - FEAT ¢
The following application has been registered in the Central Referral System for Rehabilitation Services of the
Social Welfare Department (SWD) with details listed as below:

P

Name:

AR AEIHE ¢

Hong Kong Birth Certificate:
FEEH A

Date of Application:

FH S i R AR RS
Rehabilitation Service(s) Applying for:
T fE R

Status on Waiting List:

& ZE5RHS

Your Reference:

EHER A 4moit

CRSRehab No.:

R 755 i I J5E5E

Location Preference:

i (R IEFS SREC AT FR S AR - BRI T R 2 UK G BB IR E T B B RIGRAS - 2Pk
TR o B %S T7 HORFF ARG 5 RAREBRAE L - BEEEEAT R AR EEE - SREPEAI(E Rt
T > DUEM AR E R A LA - o DS R HEE SR - 15 R R U
ETE A - 5A A R TR - 5 B RE A F 28 - M AEETHE - NS
HEBGREEENRBAZES

Once you are selected for a placement in rehabilitation unit, the Central Referral System for Rehabilitation
Services will inform you via the referring social worker to prepare for acceptance of placement offer. For maintaining
good contacts among all parties concerned, please inform the referring social worker as early as possible if you have
changes in your address, telephone number or rehabilitation services required, so that information may be updated at
the Central Referral System for Rehabilitation Services. SWD and the referring agency will not charge for the
application and referral for service. The applicant should report to the Independent Commission Against Corruption
(ICAC) immediately in case anyone offers to assist in application for placement in return for remuneration. Attempted
bribery by any person is also an offence in law, SWD will refer the case to ICAC for investigation.

WIRELL BRIV EE AR ER - SRR T E S
Should you have any enquiry on the above application, you may contact your referring social worker:
T E L
Caseworker / Referrer Name:
Pt
Centre:
/NS
Office Address:
s (4R) ¢
Phone Contact No. (ext.):
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10.

11.

12.

RESTRICTED

Central Referral System for Rehabilitation Services

CRSRehab- SGHCMID Form 1F

Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
Application for Transfer to Other Residential Care Unit for Persons with Disabilities

Under Same Service Type

Personal Particulars

Name:
(English) (Chinese)
Sex: L] Male L] Female
Date of Birth: _ (dd) (mm) (yyyy)
HKBC/IC No.:
Date of Admission: __ (dd) (mm) (yyyy)
Name of Residential Unit :
Disability
Physical Disability [ ] A: with Physical Disability, please specify:
] N: No Physical Disability

Spastic / Cerebral palsy [ ] A: Spastic ] B: Cerebral palsy ] N: Not spastic or cerebral palsy

Hearing Impairment [ A: Deaf (] B: Partially Impaired ] N: Normal

Vision Impairment [ ] A: Blind (] B: Partially Impaired ] N: Normal

Intellectual Disability (] Mild Intellectual Disability

Date of psychological assessment: (dd) (mm)

(vyyy)

(please attached psychological report)

Psychiatric Diagnosis  [_] A: With psychiatric diagnosis: (please specify)

] N: No reported psychiatric diagnosis
Speech Impairment []Y:Yes  [_]N:Normal

Autism Spectrum []Y:Yes  [_]N:Normal
Disorder

Other IlIness / Disability

[ ] D: Wheelchair bound [ ] E: Bed ridden

Ability to Climb ] A: Capable to climb stairs / slope by self
Stairs / Slope ] B: Climb stairs / slope with other’s assistance

[] C: Unable to climb stairs / slope even with other’s assistance

(Excluding taxi) [] C: Cannot manage with escort
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Mobility [ ] A: Walk unaided [ ]B: Walk withescort ~ [_] C: Walk with rehabaid

Public Transport [] A: Manage without escort (] B: Manage with escort



13. Treatment Required ] A: Occupational therapy
[] C: Others:

CRSRehab- SGHCMID Form 1F

(] B: Physiotherapy

14. Assistive Devices Used [ ] A: Wheelchair [ ] B: Ambulator
[ ] D: Calipers ] E: Special boots
[] G: Crutches (] H: Tripod

1. Reason(s) of Application for Transfer

[] C: Prosthesis / artificial legs
[] F: Hearing aid
[ ] 1: Others:

V. Placement Arrangement

1. Service Recommended

(] Small group home for mildly mentally handicapped children (SGHMMHC)
] Integrated Small group home for mildly mentally handicapped children (ISGH)

[ ] SGHMMHC + ISGH

2. Location

] No (Waiting time will be much shorter)
(] Yes (Please indicate 5 choices in region / district / service unit)

Description
1.
2.
3.
4,
5.
V. Declaration
] Referrer has declared that there is no conflict of interest in handling this application. Referrer is not a family
member or personal friend of the applicant and has no personal or social ties with the applicant, and she/he has
notified the applicant/family member(s)/guardian/carer(s) that SWD and the referring agency will not charge for
the application and referral for service. The applicant/family member(s)/guardian/carer(s) should report to the
Independent Commission Against Corruption (ICAC) immediately in case anyone offers to assist in application
for placement in return for remuneration. Attempted bribery by any person is also an offence in law, SWD wiill
refer the case to ICAC for investigation.
Case ref. no.: Tel.:
Name of referrer: Fax.:
Office / Centre: Date:
VI. Endorsement™
Comments:
Name: Signature:
Post Title: Date:

* Endorsement should be obtained from agency head/designated representative of non-governmental

organisation or DSWO/ADSWO of SWD.
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CRSRehab-SGHCMID Form 1G
RESTRICTED
Outcome of Application for Transfer to

Other Residential Care Unit for Persons with Disabilities
Under Same Service Type

From: Central Referral System for Rehabilitation Services
Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
(CRSRehab-SGHCMID)
Social Welfare Department
Room 901, 9/F Wu Chung House, 213 Queen’s Road East
Wanchai, Hong Kong

To:
CRSRehab Tel.: Your Ref:
Fax: Your Tel:
Date: Your Fax:

Name:
HKIC:
CRSRehab No.:

The application for transfer to other residential care unit under same service type of the above-named has
been received.

D Applicant has been put back to the active waiting list. The application date of residential care

service on is retained.

D The application is considered not justified and hence not approved. Should there is any change in

circumstances in future warranting application for transfer, applicant may make a fresh application
again.

Oi/c CRSRehab-SGHCMID
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CRSRehab—-SGHCMID Form 3

RESTRICTED

Data Updating Form

From: To: Central Referral System for Rehabilitation Services
(Name of Referring Office) Subsystem for Small Group Home for Children with
Mild Intellectual Disabilities
(Name of Organisation) Social Welfare Department

Ref.: Room 901, 9/F Wu Chung House
213 Queen's Road East, Wanchai, Hong Kong

Tel.: Your Ref.:

Fax: Tel.: 2892 5136

Date: Fax: 2893 6983

Name of applicant: HKIC No.: CRSRehab No.:

Information to be updated: (please v in the appropriate box)

O Placement is no longer required. (Case can be removed from CRSRehab-SGHCMID)

O Change in placement request: O SGHMMHC only O ISGH only
| SGHMMHC/ISGH

O Change in location preference:

O Change in referring office #: (New office name)
O Change in referrer #: (New office name)
(Phone number) (Fax number)

O Applicant is discharged/ready for discharged from hospital. Please put the case back on waiting list.

O Change in applicant’s personal particulars (residential district, disability, etc.)

Please specify:

O Others, please specify:

Signature:

Name:
Post:

# c.c. New referrer (Fax:
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CRSRehab-SGHCMID Form 4
RESTRICTED

Removal from Waiting List

From: Central Referral System for Rehabilitation Services
Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
(CRSRehab-SGHCMID)
Social Welfare Department
Room 901, 9/F Wu Chung House, 213 Queen’s Road East
Wanchai, Hong Kong

To:
CRSRehab Tel.: Your Ref.:
Fax: Your Tel:
Date: Your Fax:

Name:
HKBC:
CRSRehab No.:

The above-named application has been removed from the waiting list due to the following reason:
[ Case closed in CRSRehab-SGHCMID upon:

[ Hospitalisation of applicant. Please refer to the Manual of Procedures for CRSRehab for further
information.

[ Applicant being rejected twice by different agencies in the same service. Please arrange for re-
assessment in the applicant’s genuine service need.

( )
Oi/c CRSRehab - SGHCMID
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CRSRehab-SGHCMID Form 5

Report of Vacancies

From: To: Central Referral System for Rehabilitation Services
(Name of Rehabilitation Unit) Subsystem for Small Group Home for Children with
Mild Intellectual Disabilities
(Name of Organisation) Social Welfare Department
Ref - 9/F Wu Chung House
h 213 Queen’s Road East, Wanchai, Hong Kong

Tel.:
Fax: Tel.: 2892 5136
Date: Fax: 2893 6983
1. Number of vacancies as at / / (DD/MM/YYYY)

Service SGHMMHC/ISGH

Sex M F

(a) Capacity

(b) Enrolment

(c) No. of referral(s) approved and pending admission

(d) No. of referral(s) being processed

(e) No. of immediate vacancy

Remarks

[(€)=(@)—-()—(c)-(d)]

2. Number of vacancies anticipated in forthcoming 2 months (excluding those reported in item 1):
Service SGHMMHC/ISGH
Gender M F
Vacancies

Available date(s)

Remarks
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Signature:

Name:

Post:




CRSRehab-SGHCMID Form 6

RESTRICTED

Selection for Placement

From: Central Referral System for Rehabilitation Services
Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
(CRSRehab-SGHCMID)
Social Welfare Department
Room 901, 9/F Wu Chung House, 213 Queen’s Road East
Wanchai, Hong Kong

To:
CRSRehab Tel.: Your Ref.:
Fax: Your Tel:
Date: Your Fax:

The following applicant has been selected for placement in rehabilitation unit with details shown below.
Please reply to CRSRehab by Form 7 within 3 week(s).

Please note that the number of selected cases maybe slightly excess of the number of vacancies taking into
account of possible decline cases. Your early reply will facilitate the applicant’s admission for service. You may
consider to contact the rehabilitation unit for arrangement of visits for the applicant or information on the service
as appropriate.

Name of applicant:

HKBC:

CRSRehab No.:

Name of Rehabilitation Unit:
Type of Service:

Address:

Tel. No.:

Fax No.:

Date of Selection:

For applicant accepting the placement offer, please forward the following required papers:
1.  CRSRehab-SGHCMID Form 7

2. Psychological report (for Intellectual Disabilities)

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

( )
Oi/c CRSRehab - SGHCMID
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CRSRehab-SGHCMID Form 6A
RESTRICTED

Notification of Case Selection to Rehabilitation Unit

From: Central Referral System for Rehabilitation Services
Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
(CRSRehab-SGHCMID)
Social Welfare Department
Room 901, 9/F Wu Chung House, 213 Queen’s Road East
Wanchai, Hong Kong

To:
CRSRehab Tel.: Your Tel:
Fax: Your Fax:

Date:

Listed below for your information are the application(s) that have been selected from the waiting list for placement in your
service unit. These applicants have 3 week(s)’ time to decide whether they accept the placement offer or not. Subject to their
acceptance of placement offer, the referrer and/or CRSRehab will send relevant documents to you for case intake once they are

available.

While the applicants are considering acceptance of placement offer, they and/or their family members may, through the

referring officers, approach your unit for visits or information on services provided.

Since some of the applicants may eventually decline the placement offer, if you need updated referral situation of the list,

please contact the undersigned officer of the CRSRehab.

Name Sex/ CRSRehab Referring Office Name of Tel Normal/
Age No. Referrer Priority
( )

Oi/c CRSRehab - SGHCMID
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CRSRehab-SGHCMID Form 7

RESTRICTED

Reply to CRSRehab-SGHCMID on Selection for Placement

From: To: Central Referral System for Rehabilitation Services
(Name of Referring Office) Subsystem for Small Group Home for Children with
Mild Intellectual Disabilities
(Name of Organisation) Social Welfare Department
Ref: 9/F Wu Chung House
Tel: 213 Queen’s Road East, Wanchai, Hong Kong
Fax: Tel: 28925136
Date: Fax: 28936983

Application for placement to:

(name of rehabilitation unit)

Name: HKBC No.: CRSRehab No.: M99

O  Applicant accepts the offer. (Please v in the appropriate box)
(For priority placement, the applicant is confirmed to have urgent
service need.)
The following documents are attached:
O Referral Form for Placement in Residential Child Care Services (CRSRC 3)
O Psychological report
[0 Others, please specify:

O  Applicant declines the offer.  (Please v" only one box):
Applicant considers the location of rehabilitation unfavourable
Prefer to live with/be looked after by family member(s)

No immediate need for service

Transport not available/cannot be arranged

Applicant left Hong Kong or emigrated overseas

Lost contact with applicant

Applicant passed away

The placement offer does not match applicant’s service request or location preference
Ability improved, upward movement required

Ability deteriorated, downward movement required

Others, please specify:

OooooOooOooooao

O  Applicant is temporarily hospitalized.
Name of Hospital:

Admission date:

Diagnosis/Treatment required:

Signature:

Name:

Post:

c.c. Rehabilitation Unit ( ) Fax:( )
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CRSRehab-SGHCMID Form 7A
RESTRICTED

Second Reminder to Referrer

From: Central Referral System for Rehabilitation Services
Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
(CRSRehab-SGHCMID)
Social Welfare Department
Room 901, 9/F Wu Chung House, 213 Queen’s Road East
Wanchai, Hong Kong

To:
CRSRehab Tel.: Your Ref:
Fax: Your Tel:
Date: Your Fax:

Name of applicant:

HKBC:

CRSRehab No.:

Name of Rehabilitation Unit:

Date of Selection:

CRSRehab has not received your reply to the placement offer for the above-named applicant. I would be
grateful if you would reply to CRSRehab via Form 7 within 2 week(s). Otherwise, the applicant would be

removed from the waiting list.

If you have already replied to this, I would much appreciate if you would forward a copy of Form 7 to

CRSRehab.

( )
Oi/c CRSRehab - SGHCMID

C.C.
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CRSRehab-SGHCMID Form 8
RESTRICTED

Referral for Admission

From: Central Referral System for Rehabilitation Services
Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
(CRSRehab-SGHCMID)
Social Welfare Department
Room 901, 9/F Wu Chung House, 213 Queen’s Road East
Wanchai, Hong Kong

To:
CRSRehab Tel.: Your Tel:
Fax: Your Fax:
Date:

Referral for Admission to

I forward the referral papers listed below of the following applicant for admission to your centre. Please

kindly reply by completing the Report on Case Intake/Discharge (Form 9) within 28 day(s).

By copy of this, the referrer is requested to contact the rehabilitation unit for case intake.

Case particulars:

Name of applicant: Hong Kong Birth Certificate:
Sex / D.O.B.: CRSRehab No.:

Referral papers attached:

1. Psychological report (for Intellectual Disabilities)
2. Referral Form for Placement in Residential Child Care Services (CRSRC 3)

( )
Oi/c CRSRehab - SGHCMID

c.c. Referring office (without enclosure):
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CRSRehab-SGHCMID Form 9

RESTRICTED

Report to CRSRehab-SGHCMID on Case Intake/Discharge

From: To: Central Referral System for Rehabilitation Services
(Name of Rehabilitation Unit) Subsystem for Small Group Home for Children with
Mild Intellectual Disabilities
(Name of Organisation) Social Welfare Department
Ref: 9/F Wu Chung House
Tel: 213 Queen’s Road East, Wanchai, Hong Kong
Fax: Tel: 2892 5136
Date: Fax: 2893 6983
Name: HKBC No.: CRSRehab No.:

Please be informed the above-named case has been:

O

O

C.C.

admitted into service on (date).

rejected upon case screening due to:

1 unstable mental/emotional condition [ acute health problem

1 no vacancy [ severe behavioral problem (please specify):
O health condition does not meet the admission criteria

1 others (please specify):

self-withdrawn by applicant upon case screening due to:

0 no immediate need for service O prefer to live with/cared by family members
O unfavourable location O lost trace

O applicant/family members do not disclose any reason

[ others (please specify):

temporarily hospitalized:
Name of Hospital:

Admission date:

Diagnosis/Treatment required:

discharged from our service on (date) due to:
Signature:
Name:
Post:
Referring office: (case ref. )
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CRSRehab-SGHCMID Form 9A

Reminder to Rehabilitation Unit

From: Central Referral System for Rehabilitation Services
Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
(CRSRehab-SGHCMID)
Social Welfare Department
Room 901, 9/F Wu Chung House, 213 Queen’s Road East
Wanchai, Hong Kong

To:
CRSRehab Tel.: Your Tel:
Fax: Your Fax:
Date:

The following application(s) has/ have been referred to your unit for consideration of admission for more
than 4 week(s). So far, no reply has been received by CRSRehab. I would be grateful for your prompt decision

on this/ these application(s) and reply to CRSRehab via Form 9 with a copy to the referrer concerned within 2
week(s).

Date of Referral CRSRehab No. Name of Applicant Sex Age

( )
Oi/c CRSRehab - SGHCMID

c.c. Agency Head
Referrer:
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CRSRehab-SGHCMID Form 10

RESTRICTED

Application for Priority Placement

From: To: Central Referral System for Rehabilitation Services
(Name of Referring Olffice) Subsystem for Small Group Home for Children with
Mild Intellectual Disabilities
(Name of Organisation) Social Welfare Department
Ref: 9/F Wu Chung House
Tel: 213 Queen’s Road East, Wanchai, Hong Kong
Fax: Tel: 2892 5136
Date: Fax: 2893 6983
1. Case Particulars
Name: Sex/D.O.B.: HKBC No.:

Residential address:

Placement required:

2. Family Particulars

O SGHMMHC only [ ISGH only
0 SGHMMHC/ISGH

CRSRehab No.: M99

Name

Relationship

Gender/Age

Disability/ | Living with
Occupation/ | Income/ llness (if | Applicant
Schooling | School fee any) (v or X)

3. Case/Family background

4. Description of applicant’s disabilities, assessment and treatment given, and recommendation made
by relevant professional(s). Relevant report(s) is/are/not attached (please delete where

inappropriate).
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5. Welfare service(s) received/receiving by applicant

6.
L]
L]
[]
[]
[]

]

CRSRehab-SGHCMID Form 10

Month/Year

Name of Service Centre

Type of Service

Reason(s) for Discharge

Challenging behaviour, including (please select whichever appropriate):

Offensive behaviour e.g. screaming, regurgitating, noisy behaviour, smearing with faeces or any similar
offensive or antisocial habits, etc.

Self-abusive behaviour e.g. biting self, eye-poking, scratching self, picking at sores, slapping self or
similar behaviours resulting in self harm, etc.

Aggression toward others, i.e. causing bodily harm in others (with or without weapon)

Destructive behaviour, i.e. causing damage to furniture, fittings, buildings, vehicles, etc.

Inappropriate sexual behaviour e.g. exposes self, masturbates or groping others in public, etc.

Repetitive behaviour e.g. rocking of body back and forth, flapping hands, flicking fingers, pacing up

and down, constant running, or other stereotyped behaviours, etc.

Please provide a detailed description on the behaviour, the context where it happened, its severity and
frequency, treatment made and whether any improvement is observed.

7. Present accommodation arrangement and description of home living environment.

8. Any deterioration in carer’s physical/mental health condition, and his/her present capability to look
after applicant.
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CRSRehab-SGHCMID Form 10
9. Whether applicant is exposed to any physical/moral danger, and what kind of intervention is made.

10. Reason(s) for priority placement (for priority placement in residential service, justification for not
staying in present accommodation should also be provided).

Recommended by
Signature: Post Title:
Name: Date:

11. Comment by Supporting Officer:

Supported by*
Signature: Tel.:
Name: Fax:
Post Title: Date:

*Endorsement should be obtained from agency head/designated representative of non-governmental organisation,
principal of special school, or DSWO/ADSWO of SWD.
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CRSRehab—SGHCMID Form 10A

RESTRICTED

Outcome of Application for Priority Placement

From: Central Referral System for Rehabilitation Services
Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
(CRSRehab-SGHCMID)
Social Welfare Department
Room 901, 9/F Wu Chung House, 213 Queen’s Road East
Wanchai, Hong Kong

To:
CRSRehab Tel.: Your Ref:
Fax: Your Tel:
Date: Your Fax:

Name of applicant:
HKBC:
CRSRehab No.:

[ 1 am pleased to inform you that your application for priority placement for the above-named
applicant is approved. The particulars of the placement are detailed below:

Type of Placement:
Date of Priority Assigned:

Location preference:

I The captioned application for priority placement is not approved or not necessary due to the
following reason:

If you have any question, please contact the undersigned for discussion on the case.

Oi/c CRSRehab - SGHCMID
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Part V

Forms of the Subsystem for the
Supported Employment Training
for Persons with Disabilities
(CRSRehab-SET)
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CRSRehab-SET Form 1
(Revised 03/2025)

RESTRICTED
Central Referral System for Rehabilitation Services
Subsystem for the Supported Employment Training for Persons with Disabilities (CRSRehab-SET)

Registration Form

Part |
A. Source of Referral
Case ref. no.: Tel.:
Name of referrer: Fax.:
Office/Centre: Date:
Please tick and confirm below —
Declaration
[ ] Referrer has declared that there is no conflict of interest in handling this application. Referrer is not a family
member or personal friend of the applicant and has no personal or social ties with the applicant.
B. Personal Particulars
1. Name:

L | | | | | | | | | | | | | | | | | | | |
(English) (Chinese)

2. Sex: |:| Male |:| Female

3. Date of Birth: (dd) (mm) (yyyy)
1 1 1 1 1 1 1 |

4. HKIC No.: ( )or LIM ( ) in RP 3/3/220/ ( )
L | | 1 | 1 | | | | I - -
5. Residential Hong Kong and Islands
District: || Central and Western |:| Eastern |:| Southern |:| Wanchai
|| Islands
Kowloon . _ -
| Kwun Tong | Wong Tai Sin|__| Kowloon City | | Mongkok
|| Shamshuipo || Yaumatei || Tseung Kwan O | | Sai Kung
New Territories - _ —
Kwai Tsing || Tsuen Wan | | Tuen Mun || Yuen Long
Tin Shui Wai Tai Po || Shatin || MaOn Shan

: North (Sheung Shui and F_anling)

C. Disability
(i) Major disability (Please select ONLY ONE disability from the following 1 to 7)

1. Ex-mental IlIness |:| diagnosis:

2. Intellectual Disability |:| A: Severe |:| B: Moderate
|:| C: Mild |:| D: Others, please specify diagnosis:

(dd)
Date of psychological assessment:

3. Physical Disability |_] please specify:

(mm)‘ ‘ ‘ ‘ ‘(yyyy)
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CRSRehab-SET Form 1

(Revised 03/2025)
4. Hearing Impairment |:| A: Deaf |:| B: Partially impaired
5. Visual Impairment |:| A: Blind |:| B: Partially impaired
6. Visceral Disability |:| please specify:
7. Other Disability |:| please specify:
(iii) Additional information
8. | Spastics/ cerebral [ A: spastic [ ] B: cerebral palsy [ ] N: Not spastic or cerebral palsy
palsy
9. Epilepsy |:|A: Yes (Under control/Not under control*) |:|N: Not epilepsy
10. Mobility [ ] A: Walk unaided [ ]B: walk withescort [ ] C: Walk with rehabaid
|:| D: Wheelchair bound |:| E: Bed ridden
11. Ability to climb |:| A: Capable to climb stairs/slope by self
stairs/ slope
|:| B: Climb stairs/slope with other assistance
|:| C: Unable to climb stairs/slope even with other assistance
12. Public transport [ ] A: Manage without escort [ ] B: Manage with escort
(Excluding taxi)
|:| C: Cannot manage with escort
13. Medication |:| A: With medication, please specify:_
|:| B: Without medication. |:| C: Unknown
14. Treatment required |:| A: Occupational therapy |:| B: Physiotherapy |:| C: Psychiatric follow-up
(May vmore than one) [ | : Others, please specify: [ ]E:Nil
15. Rehabaid used |:| A: Wheelchair |:| B: Ambulator |:| C: Prosthesis/artificial legs |:| D: Calipers

* to delete as appropriate

(May vmore than one) | | E: Special boots || F: Hearingaid | | G: Crutches [ ] H: Tripod
|:| I: Others, please specify: |:| J: Nil
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D.

o

3. Vocational training received |:| N: No |:| A: Yes, please specify:

CRSRehab-SET Form 1

(Revised 03/2025)
Education/Training/Employment record
Education Level |:| A: Kindergarten |:| B: Primary |:| C: Secondary |:| D: Post-secondary
|:| E: Special school |:| F: No schooling |:| G: Unknown
Presentstatus [ ] A: Sheltered worker, (name of sheltered workshop: )
(for CRSRehab-SET use )

|:| B: Special school student |:| C: VTC student |:| D: Open employment

|:| E: Staying at home |:|F : Psychartic day hospital |:|G : Others, please specify:

4. Sheltered workshop attended |:| N: No |:| A:Yes

E. Financial assistance received
1. Receiving CSSA |:| N: No |:| A: Yes (CSSA No.: )
2. Receiving DA [In:No [ ]A: Yes (DA No.: )

FD
[]

Location preference
No

Yes (indicate 3 choices in region/district/service unit if applicant has preferences other than his/her residential
district. Remarks: choice in district will be offered only if SET unit(s) is/are available in the district )

Description

1. 2.

3.
Part 11
A Particular of family members /close relatives (living together with applicant)

Name Relationship with applicant Sex Age/Year of birth

B. Home address: Tel. No.:
C. Employment record

Period Name of Company Position/Duties Wages Reason for leaving
D. Recommendations

(General assessment of the vocational need and potentials of the applicant for open employment and suitability for
supported employment training for PWD; priority placement if required e.g. upward movement from sheltered workshop)
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CRSRehab-SET Form 1A
(Revised 03/2025)

RESTRICTED

Confirmation of Reqgistration

From: Central Referral System for Rehabilitation Services
Subsystem for the Supported Employment Training for Persons with Disabilities
Social Welfare Department
6/F, West Coast International Building
290-296 Un Chau Street

Sham Shui Po
Kowloon
To:
CRSRehab-SET Tel.: 3586 3952 Your ref.
Fax: 3755 4946 Your Tel:
Date: Your Fax:

The following applicant has been registered in CRSRehab—SET for supported employment training service.
Please kindly verify the following data and use Form 3 to amend/update the information if needed. For case
enquiries, please contact the staff-on-duty at 3586 3952. For protection of private data, only enquiries from the
referrers will be answered.

|. Personal Particulars

Name (English):
HKIC:
Date of Birth:

I1. Disability
Ex-mental IlIness:
Intellectual Disability:
Date of Assessment:
Physical Disability:
Hearing Impairment:
Visual Impairment:
Visceral Disability:
Other Disability:

I11. Placement Request
Type of placement:
CRSRehab no.

Location preference:

Sex:
Residential District:

Spastic/cerebral palsy:

Epilepsy:

Mobility:

Climb Stair/Slope:
Medication:

Public transport:
Treatment required:
Rehabaid used:

Application date:
Waiting List:
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CRSRehab-SET Form 1B
(Revised 03/2025)

PREESC
RESTRICTED

fHEEE
AR RS T R 2
BRI EIRE S E
Notification of Registration for Rehabilitation Services
Central Referral System for Rehabilitation Services
Social Welfare Department

B FRERBHHEA (KEZEET#H &)

To: Applicant (Via Caseworker/Referrer)
THIRBEE T EEAE (8 BERB P IEN 2GRN ER  sFEWT
The following application has been registered in the Central Referral System for Rehabilitation Services of
the Social Welfare Department (SWD) with details listed as below:

i

Name:

ERESEE
Hong Kong Identity Card:

EHEFH A -
Date of Application:

B S e Y R AR R
Rehabilitation Service(s) Applying
for:

T fE R
Status on Waiting List:

FEZEGRS
Your Reference:

SRR PN T
CRSRehab No.:

A s i 2

Location Preference:

RIS ARECPT H B HIMRTS - BRAEARES R 2 & B i Ay T 8 B BRI » 225k
P HRAIRTS « RS & TR RIS - B RIRAVBRS L - BRI IR T - SR DuE A
EZA T - DUER MR SRR R E A RS - gh DR R 3 R B E o 1L R
BEAGUWHUEMER - E55 AR HFE MR > H e BRI A E B - M AEETT
Mo RS (B R R R A E AT

Once you are selected for a placement in rehabilitation unit, the Central Referral System for Rehabilitation
Services will inform you via the referring social worker to prepare for acceptance of placement offer. For
maintaining good contacts among all parties concerned, please inform the referring social worker as early as
possible if you have changes in your address, telephone number or rehabilitation services required, so that
information may be updated at the Central Referral System for Rehabilitation Services. SWD and the referring
agency will not charge for the application and referral for service. The applicant should report to the
Independent Commission Against Corruption (ICAC) immediately in case anyone offers to assist in application
for placement in return for remuneration. Attempted bribery by any person is also an offence in law, SWD will
refer the case to ICAC for investigation.

AR LL LAY S AR AR - SR BLRATIE T B

Should you have any enquiry on the above application, you may contact your referring social worker:

T rEk

Caseworker / Referral Name:

TR

Centre:

W EHbE
Office Address:

ek sEsn (4R)
Phone Contact No. (ext.):
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CRSRehab-SET Form 3
(Revised03/2025)
Data Updating Form

Central Referral System for Rehabilitation Services
Subsystem for the Supported Employment Training for
Persons with Disabilities

Social Welfare Department

6/F, West Coast International Building

290-296 Un Chau Street

From: To:
(Name of Referring Office)

(Name of Organisation)

(Address of Referring Office) Sham Shui Po
Ref.: Kowloon
Tel.:
Fax: Tel.: 3586 3952
Date: Fax: 3755 4946
Name: HKIC No.: CRSRehab No.:

Information to be updated: (please v” in the appropriate box)

Placement is no longer required. Case can be deleted from CRSRehab—SET.

Change in placement request:

Referring office is changed to:

Applicant is discharged/ready for discharge* from hospital. Please put the case back on waiting list.

Change in applicant’s personal particulars (residential district, disability, etc.):

I N A

Change in location preference:
1.
2.
3.

_

Others, please specify:

Signature:

Name:

* Please delete as appropriate Post:
c.c. New Referring Office (for reporting change of referring office):
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CRSRehab-SET Form 4
(Revised 03/2025)

RESTRICTED

Removal from Waiting List

From: Central Referral System for Rehabilitation Services
Subsystem for the Supported Employment Training for Persons with Disabilities
Social Welfare Department
6/F, West Coast International Building
290-296 Un Chau Street
Sham Shui Po
Kowloon

To:

CRSRehab-SET Tel.: 3586 3952 Your Ref.

Fax: 37554946 Your Tel:
Date: Your Fax:

Name: ( )
HKIC:
CRSRehab No.:

The above-named application has been removed from the waiting list due to the following reason:
[~ Case closed in CRSRehab-SET upon:

[ Hospitalisation of applicant. Please refer to the Manual of Procedures for CRSRehab for further
information.

[ Applicant being rejected twice by different agencies in the same service. Please arrange for re-
assessment in the applicant’s genuine service need.

( )
Oi/c CRSRehab-SET
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CRSRehab-SET Form 5
(Revised03/2025)

Report of VVacancies

From: To: Central Referral System for Rehabilitation Services
(Name of Rehabilitation Unit) Subsystem for the Supported Employment Training for
__ Persons with Disabilities
(Name of Organisation) Social Welfare Department
— . 6/F, West Coast International Building
Ref (Address of Rehabilitation Unit) 290-296 Un Chau Street
h Sham Shui Po
Tel.:
Fax: Tel.: 3586 3952
Date: Fax: 3755 4946
1. Number of vacancies as at (dd/mml/yyyy)
(a) Capacity
(b)  Enrolment
(¢) No. of referral(s) approved and pending admission
(d) No. of referral(s) being processed
(e)  No. of referral(s) CRSRehab-SET can send
(a-b-c-d)
2. Number of vacancies anticipated (excluding those reported in item 1):

Vacancies

Available date(s)

Remarks

Signature:

Name:

Post:
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CRSRehab-SET Form 6
(Revised 03/2025)

RESTRICTED
Selection for Placement

From: Central Referral System for Rehabilitation Services
Subsystem for the Supported Employment Training for Persons with Disabilities
Social Welfare Department
6/F, West Coast International Building
290-296 Un Chau Street

Sham Shui Po
Kowloon
To:
CRSRehab-SET Tel.: 3586 3952 Your Ref.:
Fax: 37554946 Your Tel:
Date: Your Fax:

The following applicant has been selected for placement in a supported employment training unit with
details shown below. Please reply to CRSRehab by Form 7 within 3 week(s).

Your early reply will facilitate the applicant’s admission for service. You may consider contacting the
supported employment training unit for arrangement of visits for the applicant or information on the service as
appropriate. (For priority placement, please review and confirm the applicant still has urgent service need.)

Name of applicant:

HKIC:

CRSRehab No.:

Name of Rehabilitation Unit:
Type of Service:

Address:

Tel. No.:

Fax No.:

Date of Selection:

If the applicant accepts the placement offer, please send the following required papers to the
supported employment training unit directly:
1. Forml
2. Form7
3. Medical report

( )
Oi/c CRSRehab-SET
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CRSRehab-SET Form 6A
(Revised 03/2025)

Notification of Case Selection to Supported Employment Training Unit

From:  Central Referral System for Rehabilitation Services
Subsystem for the Supported Employment Training for Persons with Disabilities
Social Welfare Department
6/F, West Coast International Building
290-296 Un Chau Street

Sham Shui Po
Kowloon
To:
CRSRehab-SET Tel.: 3586 3952 Your Tel:
Fax: 3755 4946 Your Fax:
Date:

Listed below for your information are the application(s) that have been selected from the waiting list for
placement in your service unit. These applicants have 3 weeks’ time to decide whether they accept the placement
offer or not. Subject to their acceptance of placement offer, referrer will send relevant documents to you for case
intake once they are available.

While the applicants are considering acceptance of placement offer, they and/or their family members
may, through the referring officers, approach your unit for visits or information on services provided.

Since some of the applicants may eventually decline the placement offer, if you need updated referral
situation of the above list, please contact the staff-on-duty of the CRSRehab-SET at 3586 3952.

Name Sex/Age CRSRehab No. Referrer/Tel. No. Normal/Priority

Oi/c CRSRehab-SET
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CRSRehab-SET Form 7

(Revised 03/2025)
RESTRICTED
Reply to CRSRehab-SET on Selection for Placement
From: To: Central Referral System for Rehabilitation Services

Subsystem for the Supported Employment Training
for Persons with Disabilities

Social Welfare Department

6/F, West Coast International Building

(Name of Referring Office)

(Name of Organisation) 290-296 Un Chau Street
Sham Shui Po
(Address of Referring Office) Kowloon
Ref.:
Tel.:
Fax: Tel.: 3586 3952
Date: Fax: 37554946

Application for Admission to (name of supported employment training
unit):

Name: ID No.: CRSRehab No.:

r Applicant accepts the offer. (For priority placement, the applicant is confirmed to have urgent service need.)
The following documents will be sent by the referrer to the supported employment training unit.:
[ CRSRehab-SET Form 1 [ School progress/VTC * report
[ Psychological/psychiatric * report [ Medical report
[ Others, please specify:

[ Applicant declines the offer (Please v" only one box):

Applicant considers the location of supported employment training unit unfavourable.

No immediate need for service.

Transport not available/cannot be arranged.

Applicant left Hong Kong or emigrated overseas.

Lost contact with applicant.

Applicant passed away.

Applicant is engaged in open employment at present.

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

Change of service type required due to deterioration of ability. Placement is no longer required.

7171717111117

Others, please specify:

| Applicant is temporarily hospitalised.

Name of Hospital:
Admission date:
Diagnosis/Treatment required:

Signature:

Name:

* Please delete as appropriate Post:
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CRSRehab-SET Form 7A
(Revised 03/2025)

Reminder to Referrer

From:  Central Referral System for Rehabilitation Services
Subsystem for the Supported Employment Training for Persons with Disabilities
Social Welfare Department
6/F, West Coast International Building
290-296 Un Chau Street

Sham Shui Po
Kowloon
To:
CRSRehab-SET Tel.: 3586 3952 Your Ref.:
Fax: 3755 4946 Your Fax:
Date:

Name of applicant:
HKIC No.:
CRSRehab No.:
Date of Selection :
Name of SET Unit :

CRSRehab-SET has not received your reply to the placement offer for the above-named applicant. |
would be grateful if you would reply to CRSRehab—SET via Form 7 within 2 weeks. Otherwise, the applicant
would be removed from the waiting list.

If you have already replied to this, | would much appreciate if you would forward a copy of Form 7 to
CRSRehab-SET.

Oi/c CRSRehab-SET

c.c. ADSWO( ) (for SWD Staff)
Agency Head (for NGO Staff)
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CRSRehab-SET Form 8
(Revised 03/2025)

RESTRICTED
Referral for Admission

From: Central Referral System for Rehabilitation Services
Subsystem for the Supported Employment Training for Persons with Disabilities
Social Welfare Department
6/F, West Coast International Building
290-296 Un Chau Street

Sham Shui Po
Kowloon
To:
CRSRehab-SET Tel.: 3586 3952 Your Tel:
Fax: 37554946 Your Fax:
Date:

Referral for Admission to

Please be informed that the following applicant is referred for admission to your unit. Please kindly

reply CRSRehab-SET by Form 9 within 21 day(s).

Case particulars:
Name of applicant: Hong Kong Identity Card.:

Gender / D.O.B.: CRSRehab No.:

By copy of this, the referrer is requested to contact the supported employment training unit for

case intake and pass the following referral papers to the unit.

1. Forml
2. Form7

3. Psychiatric report (for PMR)

Oi/c CRSRehab-SET

c.C. Referring office (without enclosure):
(case ref. )
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CRSRehab-SET Form 9
(Revised 03/2025)

Report on Case Intake/Discharge

From: To: Central Referral System for Rehabilitation Services
(Name of Rehabilitation Unit) Subsystem_ for t_he S_quorted Employment Training for
Persons with Disabilities
(Name of Organisation) Social Welfare Departme_znt o
6/F, West Coast International Building
| (Address of Rehabilitation Unit) gigj%ﬁhznpgha” Street
Ref.:
Kowloon
Tel.:
Fax: Tel.: 3586 3952
Date: Fax: 3755 4946
1. Case information
Name: HKIC No.: CRSRehab No.:
2. Please be informed that the above-named case has been:
I_I admitted into service on (date).
I_I unable to be admitted into service as there is no vacancy.
I_I rejected upon case screening due to:
I_I fail in job test I_I unstable mental/emotional condition
I_I low ability/motivation for training I_I severe behavioral problem (please specify):
I:' health problem I:' others (please specify):
I:' self-withdrawn by applicant upon case screening due to:
I:' open employment I:' applicant do not disclose any reason
I:' unfavourable location I:' others (please specify):
I:' lost trace
I:' discharged from our service on (dd/mm/yyyy) due to:
I:' successfully discharge (i.e meeting the criteria of FSA)
I:' unsuccessful discharge on ___, please specify reason:
I:' others (please specify):
Signature:
Name:
Post:
c.c. Referring office:

(case ref. )
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CRSRehab-SET Form 9A
(Revised 03/2025)

Reminder to Rehabilitation Unit

From: Central Referral System for Rehabilitation Services
Subsystem for the Supported Employment Training for Persons with Disabilities
Social Welfare Department
6/F, West Coast International Building
290-296 Un Chau Street

Sham Shui Po
Kowloon
To:
CRSRehab-SET Tel.: 3586 3952 Your Tel:
Fax: 37554946 Your Fax:
Date:

The following application(s) has /have been referred to your unit for consideration of admission
for more than 3 weeks. So far, no reply has been received by CRSRehab. | would be grateful for your
prompt decision on this/ these application(s) and reply to CRSRehab via Form 9 with a copy to the
referrer concerned within 2 weeks.

Date of Referral ~ CRSRehab No. Name of Applicant Sex  Age

Oi/c CRSRehab-SET

c.c. Agency Head
Referrer:
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CRSRehab-SET Form 10

(Revised 03/2025)
Application for Priority Placement
From: To: Central Referral System for Rehabilitation Services
(Name of Referring Office) Subsystem for the Supported Employment Training for
_ Persons with Disabilities
(Name of Organisation) Social Welfare Department
6/F, West Coast International Building
(Address of Referring Office) 290-296 Un Chau Street
Ref.: Sham Shui Po
Kowloon
Tel.:
1. Case particulars
Name: Sex/D.0.B.: HKIC No.:
Address: Tel.:
Disability:

Placement required:

2. Particulars of family members and relatives

CRSRehab No.:

Name

Relationship

Sex/Age

Occupation/
schooling

Income/ school | Disability/ill health
fee (if any)

Remarks

3. Case/Family background

4. Reasons for priority placement

Prepared by
Signature:

Endorsed by*

Name:

Signature:

Name:

Post:

Post:

* Endorsement should be obtained from agency head/designated representative of non-governmental organisation or DSWO/ADSWO of SWD.
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CRSRehab-SET Form 10A
(Revised 03/2025)

Outcome of Application for Priority Placement

From:  Central Referral System for Rehabilitation Services
Subsystem for the Supported Employment Training for Persons with Disabilities
Social Welfare Department
6/F, West Coast International Building, 290-296 Un Chau Street,
Sham Shui Po, Kowloon

To:
Your Ref.: CRSRehab-SET Tel.: 3586 3952
Date: Fax: 37554946
Name:
HKIC No.:

CRSRehab No.:

I am pleased to inform you that your application for priority placement for the above-named applicant is approved.
The particulars of the placement application is detailed below:

Type of Placement:
Date of Priority Assigned:
Location preference:

The captioned application for priority placement is not approved or not necessary due to the following reason:

D Placement had already been offered to on

D The case situation does not merit accelerated placement ahead of others.

If you have any question, please contact the staff-on-duty at 3586 3952 for discussion on the case.

Oi/c CRSRehab-SET
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	The related forms of CRSRehab have been streamlined, but for clarity, each subsystem has its own set of prefex on the forms.  An overview of the forms is as below: 
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	Transfer from Active Waiting list to the Inactive Waiting List 

	
	

	
	

	
	

	
	

	
	


	Annex to F.4A 
	Annex to F.4A 
	Annex to F.4A 

	CRSRehab 
	CRSRehab 

	Ref 
	Ref 

	Acknowledgement on Transfer to the Inactive Waiting List 
	Acknowledgement on Transfer to the Inactive Waiting List 

	
	

	
	

	
	

	
	

	
	


	F.5 
	F.5 
	F.5 

	RU 
	RU 

	CRSRehab 
	CRSRehab 

	Report of Vacancies 
	Report of Vacancies 

	
	

	
	

	
	

	
	

	
	


	F.6 
	F.6 
	F.6 

	CRSRehab 
	CRSRehab 

	Ref 
	Ref 

	Selection for Placement 
	Selection for Placement 

	
	

	
	

	
	

	
	

	
	


	F.6A 
	F.6A 
	F.6A 

	CRSRehab 
	CRSRehab 

	RU 
	RU 

	Notification of Case Selection to Rehabilitation Unit 
	Notification of Case Selection to Rehabilitation Unit 

	
	

	
	

	
	

	
	

	
	


	F.7 
	F.7 
	F.7 

	Ref 
	Ref 

	CRSRehab 
	CRSRehab 

	Reply to CRSRehab on Selection for Placement 
	Reply to CRSRehab on Selection for Placement 

	
	

	
	

	
	

	
	

	
	


	Annex to F.7 
	Annex to F.7 
	Annex to F.7 

	Ref 
	Ref 

	CRSRehab 
	CRSRehab 

	Day/Residential Care Service for Persons with Intellectual or Physical Disabilities - Medical Examination Form 
	Day/Residential Care Service for Persons with Intellectual or Physical Disabilities - Medical Examination Form 

	
	

	
	

	
	

	
	

	
	


	F.7A 
	F.7A 
	F.7A 

	CRSRehab 
	CRSRehab 

	Ref 
	Ref 

	1st Reminder to Referrer 
	1st Reminder to Referrer 

	
	

	
	

	
	

	
	

	
	


	F.7B 
	F.7B 
	F.7B 

	CRSRehab 
	CRSRehab 

	Ref 
	Ref 

	2nd Reminder to Referrer 
	2nd Reminder to Referrer 

	
	

	
	

	
	

	
	

	
	


	F.7C 
	F.7C 
	F.7C 

	CRSRehab 
	CRSRehab 

	Ref 
	Ref 

	Reminder to Referrer (for annual case review) 
	Reminder to Referrer (for annual case review) 

	
	

	
	

	
	

	
	

	
	


	F.8 
	F.8 
	F.8 

	CRSRehab 
	CRSRehab 

	RU 
	RU 

	Referral for Admission 
	Referral for Admission 

	
	

	
	

	
	

	
	

	
	


	F.9 
	F.9 
	F.9 

	RU 
	RU 

	CRSRehab 
	CRSRehab 

	Report of Case Intake/Discharge 
	Report of Case Intake/Discharge 

	
	

	
	

	
	

	
	

	
	


	F.9A 
	F.9A 
	F.9A 

	CRSRehab 
	CRSRehab 

	RU 
	RU 

	1st Reminder to Rehabilitation Unit 
	1st Reminder to Rehabilitation Unit 

	
	

	
	

	
	

	
	

	
	


	F.9B 
	F.9B 
	F.9B 

	CRSRehab 
	CRSRehab 

	RU 
	RU 

	2nd Reminder to Rehabilitation Unit 
	2nd Reminder to Rehabilitation Unit 

	
	

	
	

	
	

	
	

	
	


	F.10 
	F.10 
	F.10 

	Ref 
	Ref 

	CRSRehab 
	CRSRehab 

	Application for Priority Placement 
	Application for Priority Placement 

	
	

	
	

	
	

	
	

	
	


	F.10A 
	F.10A 
	F.10A 

	CRSRehab 
	CRSRehab 

	Ref 
	Ref 

	Outcome of Application for Priority Placement 
	Outcome of Application for Priority Placement 
	Central Referral System for 
	Central Referral System for 
	Central Referral System for 
	Rehabilitation Services (CRSRehab)
	 

	 
	 

	Forms of the Subsystems
	Forms of the Subsystems
	 



	
	

	
	

	
	

	
	

	
	




	Span
	 
	Ref: Referrer 
	RU: Rehabilitation Unit 
	 
	 
	Updated forms in word format for the above subsystems can be downloaded from the SWD website (https://www.swd.gov.hk/en/pubsvc/rehab/cat_crsrehab/centralref/) or the Online Submission platform (
	Updated forms in word format for the above subsystems can be downloaded from the SWD website (https://www.swd.gov.hk/en/pubsvc/rehab/cat_crsrehab/centralref/) or the Online Submission platform (
	https://www.online-submission.swd.gov.hk
	https://www.online-submission.swd.gov.hk

	) for use  

	For CRSRehab-PS, please refer to the Manual of Procedures of Central Referral System for Rehabilitation Services-Subsystem for Disabled Pre-schoolers [July 2024 (Revised Edition)]. 
	Part I  
	 
	Figure
	 
	 
	 
	 
	 
	Forms of the Subsystem for Persons with Intellectual/Physical Disabilities (CRSRehab-IPD)
	                                                             CRSRehab-IPD Form 1 
	【RESTRICTED】 
	Central Referral System for Rehabilitation Services – Subsystem for Persons with Intellectual/Physical Disabilities 
	Application for DayNote 1/Residential Care ServicesNote 2 and Standardised Assessment Tool  
	Note 1
	Note 1
	Note 1
	 
	Applicants who apply for day service only (Sheltered Workshop [SW], Integrated Vocational Rehabilitation Services Centre [IVRSC] or Day Activity Centre [DAC]) are only required to fill in Sections I, II, VIII and IX and have no need to go through the assessment of residential need in Sections III to VII.
	 

	Note 2
	Note 2
	 
	Carer’s age is not a prerequisite for conducting assessment or waitlisting for residential care service.  Assessor should conduct assessment for applicant requesting residential care service, irrespective of the age of the carer. 
	 


	for Residential Care Services for Persons with Disabilities 
	I. Personal Particulars 
	1. Name 
	1. Name 
	1. Name 
	1. Name 
	1. Name 

	(English)  
	(English)  

	(Chinese)   
	(Chinese)   



	2. Sex/Date of Birth 
	2. Sex/Date of Birth 
	2. Sex/Date of Birth 
	2. Sex/Date of Birth 

	Male Female /   (dd)   (mm)    (yyyy) 
	Male Female /   (dd)   (mm)    (yyyy) 
	Figure


	3. HKID No. 
	3. HKID No. 
	3. HKID No. 

	  , or Certificate of Exemption: 
	  , or Certificate of Exemption: 


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

	Address:   
	Address:   

	Tel. No.:   
	Tel. No.:   


	5. Residential District 
	5. Residential District 
	5. Residential District 

	Hong Kong & Islands: 
	Hong Kong & Islands: 


	 
	 
	 

	Central & Western 
	Central & Western 

	Wan Chai 
	Wan Chai 

	Eastern 
	Eastern 

	Southern 
	Southern 

	Islands 
	Islands 


	 
	 
	 

	Kowloon: 
	Kowloon: 


	 
	 
	 

	Kwun Tong 
	Kwun Tong 

	Wong Tai Sin 
	Wong Tai Sin 

	Kowloon City 
	Kowloon City 

	Mongkok 
	Mongkok 

	Yau Ma Tei 
	Yau Ma Tei 


	 
	 
	 

	Sham Shui Po 
	Sham Shui Po 

	Tseung Kwan O 
	Tseung Kwan O 

	Sai Kung 
	Sai Kung 

	 
	 

	 
	 


	 
	 
	 

	New Territories: 
	New Territories: 


	 
	 
	 

	Sheung Shui & Fanling 
	Sheung Shui & Fanling 

	Ma On Shan 
	Ma On Shan 

	Shatin 
	Shatin 

	Tai Po 
	Tai Po 

	Yuen Long 
	Yuen Long 


	 
	 
	 

	Tuen Mun 
	Tuen Mun 

	Tin Shui Wai 
	Tin Shui Wai 

	Tsuen Wan 
	Tsuen Wan 

	Kwai Chung & Tsing Yi 
	Kwai Chung & Tsing Yi 


	6. Service Receiving 
	6. Service Receiving 
	6. Service Receiving 

	Nil 
	Nil 

	Special School 
	Special School 

	Boarding Section of Special School 
	Boarding Section of Special School 


	 (may choose more  
	 (may choose more  
	 (may choose more  

	Community support: 
	Community support: 

	District Support Centre 
	District Support Centre 

	Respite Services 
	Respite Services 


	 than one item) 
	 than one item) 
	 than one item) 

	 
	 

	Integrated Home Care Services 
	Integrated Home Care Services 

	Others, please specify:   
	Others, please specify:   


	 
	 
	 

	Day training: 
	Day training: 

	Integrated Vocational Rehabilitation Services Centre 
	Integrated Vocational Rehabilitation Services Centre 

	 Sheltered Workshop  
	 Sheltered Workshop  


	 
	 
	 

	 
	 

	Supported Employment Training for Persons with  
	Supported Employment Training for Persons with  
	Supported Employment Training for Persons with  
	InlineShape

	Disabilities 

	 Day Activity Centre  
	 Day Activity Centre  


	 
	 
	 

	Residential care service: 
	Residential care service: 

	Private Hostel 
	Private Hostel 

	Self-financed Rehabilitation Hostel 
	Self-financed Rehabilitation Hostel 


	 
	 
	 

	 
	 

	Supported Hostel 
	Supported Hostel 


	 
	 
	 

	 
	 

	Hostel for Moderately Mentally Handicapped Persons 
	Hostel for Moderately Mentally Handicapped Persons 


	 
	 
	 

	 
	 

	Hostel for Severely Mentally Handicapped Persons 
	Hostel for Severely Mentally Handicapped Persons 


	 
	 
	 

	 
	 

	Hostel for Severely Physically Handicapped Persons 
	Hostel for Severely Physically Handicapped Persons 


	 
	 
	 

	 
	 

	Care and Attention Home for Severely Disabled Persons 
	Care and Attention Home for Severely Disabled Persons 


	 
	 
	 

	Medical treatment: 
	Medical treatment: 

	Psychiatric In-patient 
	Psychiatric In-patient 

	Non-Psychiatric In-patient 
	Non-Psychiatric In-patient 


	 
	 
	 

	 
	 

	Day Hospital 
	Day Hospital 


	 
	 
	 

	 
	 

	Out-patient clinic, please specify:   
	Out-patient clinic, please specify:   




	II.  Disability 
	1. Physical Disability 
	1. Physical Disability 
	1. Physical Disability 
	1. Physical Disability 
	1. Physical Disability 

	No physical disability (please proceed to Item 2) 
	No physical disability (please proceed to Item 2) 

	Quadriplegia 
	Quadriplegia 

	Paraplegia 
	Paraplegia 



	 
	 
	 
	 

	Hemiplegia 
	Hemiplegia 

	Cerebral palsy 
	Cerebral palsy 

	Loss of upper or lower limbs 
	Loss of upper or lower limbs 


	 
	 
	 

	Loss of hand/foot or finger/toe 
	Loss of hand/foot or finger/toe 

	Others, please specify:   
	Others, please specify:   


	2. Intellectual Disability 
	2. Intellectual Disability 
	2. Intellectual Disability 

	No intellectual disability 
	No intellectual disability 

	Profound 
	Profound 

	Severe 
	Severe 

	Moderate 
	Moderate 

	Mild 
	Mild 


	 
	 
	 

	 
	 

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


	3. Other Disability 
	3. Other Disability 
	3. Other Disability 

	Speech impairment 
	Speech impairment 

	Deaf / Hearing impairment 
	Deaf / Hearing impairment 


	 (may choose more than  
	 (may choose more than  
	 (may choose more than  

	Visual impairment (Blind/Partially impaired) 
	Visual impairment (Blind/Partially impaired) 

	Autism Down Syndrome 
	Autism Down Syndrome 


	 one item) 
	 one item) 
	 one item) 

	Mental illness, please specify:  
	Mental illness, please specify:  

	Other, please specify:   
	Other, please specify:   


	4. Illness/Health Problem 
	4. Illness/Health Problem 
	4. Illness/Health Problem 

	Please specify if any:   
	Please specify if any:   


	5. Mobility 
	5. Mobility 
	5. Mobility 

	Walk unaided 
	Walk unaided 

	Walk with escort 
	Walk with escort 

	Walk with aid 
	Walk with aid 

	Wheelchair bound 
	Wheelchair bound 

	Bed ridden 
	Bed ridden 


	6. Ability to Climb 
	6. Ability to Climb 
	6. Ability to Climb 

	Capable to climb stairs/slope by self Climb stairs/slope with other’s assistance 
	Capable to climb stairs/slope by self Climb stairs/slope with other’s assistance 


	 Stairs/Slope 
	 Stairs/Slope 
	 Stairs/Slope 

	Unable to climb stairs/slope even with other’s assistance 
	Unable to climb stairs/slope even with other’s assistance 


	7. Public Transport 
	7. Public Transport 
	7. Public Transport 

	Manage without escort Manage with escort 
	Manage without escort Manage with escort 


	 (Excluding Taxi) 
	 (Excluding Taxi) 
	 (Excluding Taxi) 

	Cannot manage with escort 
	Cannot manage with escort 


	8. Assistive Devices Used 
	8. Assistive Devices Used 
	8. Assistive Devices Used 

	Hearing aid 
	Hearing aid 

	Wheelchair 
	Wheelchair 

	Walking aids other than wheelchair 
	Walking aids other than wheelchair 

	Prosthesis / artificial limb 
	Prosthesis / artificial limb 


	 
	 
	 

	Others:   
	Others:   


	9. Treatment Receiving 
	9. Treatment Receiving 
	9. Treatment Receiving 

	Occupational therapy Physiotherapy Others:   
	Occupational therapy Physiotherapy Others:   




	III. Nursing Care Need 
	Area of care 
	Area of care 
	Area of care 
	Area of care 
	Area of care 

	Care item 
	Care item 

	Score 
	Score 



	1. Skin Problem 
	1. Skin Problem 
	1. Skin Problem 
	1. Skin Problem 
	Applicant’s skin developed: 

	4 Bed sore which was extended to bone during the past month. 
	4 Bed sore which was extended to bone during the past month. 
	3 Ulcer or bed sore that required sterile dressing during the past month. 
	2 Repeated lesions that required observation on infection and sterile dressing during the past month. 
	1 Recurrent skin problem such as seasonal skin rash that required application of ointment as prescribed by medical practitioners during the past year. 
	0 None of the above. 

	 
	 


	2. Feeding Problem 
	2. Feeding Problem 
	2. Feeding Problem 
	During the past month: 

	4 Applicant is a person with severe/profound intellectual disability, and required tube feeding. 
	4 Applicant is a person with severe/profound intellectual disability, and required tube feeding. 
	3 Applicant required thick and easy for the diet, and had frequent choking during feeding. 
	3 Applicant is not a person with severe/profound intellectual disability, and required tube feeding. 
	2 Applicant required thick and easy for the diet when feeding. 
	2 Applicant had swallowing problem. 
	0 None of the above. 

	 
	 


	3. Medication  
	3. Medication  
	3. Medication  
	During the past month: 

	2 Applicant was on long term diabetic/cardiac medication and required monitoring of blood sugar level/heart rate before medication. 
	2 Applicant was on long term diabetic/cardiac medication and required monitoring of blood sugar level/heart rate before medication. 
	2 Applicant required daily insulin injection. 
	0 None of the above. 

	 
	 


	4. Continence Control 
	4. Continence Control 
	4. Continence Control 
	During the past month: 

	3 Uncontrolled double incontinence.Note 3 
	3 Uncontrolled double incontinence.Note 3 
	3 Applicant used indwelling urinary catheter or stoma and is a person with severe/profound intellectual disability. 
	2 Applicant used indwelling urinary catheter or stoma and is not a person with severe/profound intellectual disability. 
	1 Wetting/soiling of pants. 
	0 None of the above. 

	 
	 


	5. Epilepsy Condition 
	5. Epilepsy Condition 
	5. Epilepsy Condition 
	Any epileptic seizures during the past three months: 

	4 Epileptic seizures uncontrollable even with hospitalisation and drug treatment (medical certification required). 
	4 Epileptic seizures uncontrollable even with hospitalisation and drug treatment (medical certification required). 
	2 Has been hospitalised for 6 times or above due to epileptic seizures. 
	2 Had episodes of epileptic fit causing serious physical injury requiring immediate medical attention and hospitalisation. 
	1 Had episodes of epileptic fit. 
	0 None of the above. 

	 
	 


	6. Oxygen Therapy 
	6. Oxygen Therapy 
	6. Oxygen Therapy 
	Requiring oxygen therapy for a total of 3 months during the past year: 

	4 Applicant is a person with severe/profound intellectual disability, and can perform daily activities after oxygen therapy. 
	4 Applicant is a person with severe/profound intellectual disability, and can perform daily activities after oxygen therapy. 
	4 Applicant cannot perform daily activities after oxygen therapy.Note 4 
	3 Applicant is not a person with severe/profound intellectual disability, and can perform daily activities after oxygen therapy. 
	0 None of the above/Just using Positive Airway Pressure (PAP) Machine without oxygen therapy. 

	 
	 


	7. Suctioning 
	7. Suctioning 
	7. Suctioning 
	During the past month: 

	4 Required regular suction. 
	4 Required regular suction. 
	0 None of the above. 

	 
	 


	8. Bed Ridden 
	8. Bed Ridden 
	8. Bed Ridden 
	During the past month: 

	4 Bed ridden and totally dependent in care. 
	4 Bed ridden and totally dependent in care. 
	0 None of the above. 

	 
	 


	9. Special Nursing Care 
	9. Special Nursing Care 
	9. Special Nursing Care 
	During the past month: 

	4 Required Tracheostomy care. 
	4 Required Tracheostomy care. 
	3 Required Continuous Ambulatory Peritoneal Dialysis (CAPD). 
	0 None of the above. 

	 
	 


	 
	 
	 

	The highest score of the above care items 
	The highest score of the above care items 

	 
	 




	Note 3
	Note 3
	Note 3
	 
	“Double incontinence” refers to unable to control bladder and bowel.
	 

	Note 4
	Note 4
	 
	“Applicant cannot perform daily activities” refers to applicant develop shortness of breath even with a minor movement.
	 

	 
	 


	  
	IV. Functional ImpairmentNote 5 
	Note 5 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. 
	Note 5 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. 

	 
	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 requires physical assistance that does not involve plenty of body transfer or lifting of trunk/body parts for completing the task; usually assistance from 1 person is sufficient to complete task. 
	3 Applicant requires physical assistance that involves plenty of body transfer or lifting of trunk/body parts for completing the task; usually assistance from 2 persons or above are required to complete the task. 
	 
	Activities of daily living 
	Activities of daily living 
	Activities of daily living 
	Activities of daily living 
	Activities of daily living 

	Score 
	Score 



	1. Bathing and Shampooing 
	1. Bathing and Shampooing 
	1. Bathing and Shampooing 
	1. Bathing and Shampooing 
	1.1 Bathing (either shower or tub bath) …………….…………………………………………………... (   ) 
	1.2 Shampooing …………………………………….……………………………………………….….. (   ) 
	 
	(Please mark the higher score between items 1.1 and 1.2 as the score for Item 1) 

	 
	 


	2. Dressing and Undressing  
	2. Dressing and Undressing  
	2. Dressing and Undressing  
	2.1 Dressing upper body, including street cloths and underwear, in sitting or standing position (excludes buttoning) ...........................................................................................................................................................(   ) 
	2.2 Dressing lower body, including street cloths and underwear, in sitting or standing position (excludes zipping) ..........................................................................................................................................................(   ) 
	2.3 Dressing socks & shoes (includes hand splint & prosthesis)  ................................................................(   ) 
	 (Please mark the highest score among items 2.1 to 2.3 as the score for Item 2) 

	 
	 


	3. Transfer 
	3. Transfer 
	3. 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:  

	 
	 


	4. 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 for Item 4.) 
	4. 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 for Item 4.) 
	4. 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 for Item 4.) 

	 
	 


	5. Feeding and Drinking 
	5. Feeding and Drinking 
	5. Feeding and Drinking 
	5.1 Eating (if the applicant relies on tube-feeding, please put a “×” as the score for 5.1) ............................... (   ) 
	 Type of food: *Normal diet / Chopped diet / Minced 
	 Feeding aids: *Angled Spoon / Enlarged-handle Spoon / Non-slip Mat / Special Plate / Others:  
	5.2 Drinking (if the applicant relies on tube-feeding, please put a “×” as the score for 5.2) ........................... (   ) 
	Drinking aids: *Straw / 2-handle Mug / Mug with Cut-out Lip / Mug with Spouted Lip / Others:  
	(Please mark the higher score between items 5.1 and 5.2 as the score for Item 5) 

	 
	 


	6. Indoor Mobility (respond either to 6.1or 6.2) 
	6. Indoor Mobility (respond either to 6.1or 6.2) 
	6. Indoor Mobility (respond either to 6.1or 6.2) 
	6.1 Indoor walking .......................................................................................................................................... (   ) 
	Walking aids: *Stick / Tripod / Quadripod / Walking Frame / Walking Frame with Castors / Others:  
	6.2 Indoor Use of Wheelchair ......................................................................................................................... (   ) 
	Type of Wheelchair: *Manual / Power 
	(Please mark the score of the responded item as the score for Item 6) 

	 
	 


	Total score of items 1 to 6  
	Total score of items 1 to 6  
	Total score of items 1 to 6  

	 
	 




	 
	* 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 
	Types of Challenging Behaviors 
	Types of Challenging Behaviors 
	Types of Challenging Behaviors 
	Types of Challenging Behaviors 

	Items 
	Items 

	Score 
	Score 



	A. Aggressive Behavior 
	A. Aggressive Behavior 
	A. Aggressive Behavior 
	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, etc.) in the past year?  
	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, etc.) in the past year?  
	0 No (Please proceed to item B1) 
	1 Yes 

	 
	 


	 
	 
	 

	2. Are there one or more such episodes causing serious physical injury (requiring immediate medical attention) to others within the last year? 
	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 

	 
	 


	B. Self-injurious Behavior 
	B. Self-injurious Behavior 
	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, etc.) in the past year? 
	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, etc.) in the past year? 
	0 No (Please proceed to item C1) 
	1 Yes 

	 
	 


	 
	 
	 

	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? 
	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) 

	 
	 


	 
	 
	 

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

	 
	 


	C. Property Destruction Behavior 
	C. Property Destruction Behavior 
	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, etc.) in the past year? 
	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, etc.) in the past year? 
	0 No (Please proceed to item D) 
	1 Yes 

	 
	 


	 
	 
	 

	2. Are there serious property destruction within the past year and/or minor property damage on six or more occasions within the past year? 
	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 

	 
	 


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

	 
	 


	E. Coping Difficulty 
	E. Coping Difficulty 
	E. Coping Difficulty 
	E. Coping Difficulty 
	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.) 
	(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 

	 
	 


	 
	 
	 

	Total score on items A1, B1, C1 and D  
	Total score on items A1, B1, C1 and D  

	 
	 


	 
	 
	 

	Total score on items A2, B2, B3 and C2*  
	Total score on items A2, B2, B3 and C2*  

	 
	 


	 
	 
	 

	Score on item E*  
	Score on item E*  

	 
	 




	* 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. 
	 “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. 
	 “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 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. 
	 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. 
	 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. 
	 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. 
	(a) The primary carer is 55 years old or above 
	(a) The primary carer is 55 years old or above 
	(a) The primary carer is 55 years old or above 

	(b) The primary carer is deteriorating in physical health condition (e.g. physical strain) or suffering from chronic illnesses and cannot look after the applicant 
	(b) The primary carer is deteriorating in physical health condition (e.g. physical strain) or suffering from chronic illnesses and cannot look after the applicant 

	(c) The primary carer is a person with physical/intellectual disability or person in mental recovery 
	(c) The primary carer is a person with physical/intellectual disability or person in mental recovery 

	(d) The primary carer is deteriorating in mental health condition or emotionally disturbed and cannot look after the applicant 
	(d) The primary carer is deteriorating in mental health condition or emotionally disturbed and cannot look after the applicant 

	(e) The primary carer has to take care of other person(s) with disability or chronic illness and cannot look after the applicant 
	(e) The primary carer has to take care of other person(s) with disability or chronic illness and cannot look after the applicant 

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

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

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





	Types of Carer 
	Types of Carer 
	Types of Carer 
	Types of Carer 
	Types of Carer 

	Name 
	Name 

	Sex 
	Sex 

	Age 
	Age 

	Relationship 
	Relationship 

	Whether Living together 
	Whether Living together 

	Occupation 
	Occupation 

	Working Hour 
	Working Hour 

	Care Hours per Week* 
	Care Hours per Week* 



	(a) Primary carer 
	(a) Primary carer 
	(a) Primary carer 
	(a) Primary carer 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	(b) Secondary carer 
	(b) Secondary carer 
	(b) Secondary carer 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


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

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	*Calculated by 168 hours (total no. of hours in a week) minus the no. of hours that the applicant receives residential or day care/training (if applicable) and that the carer does not have to care for the applicant. 
	 
	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): 
	Due to the following circumstances, the referrer considers that the existing care system is encountering considerable risk(s): 
	Due to the following circumstances, the referrer considers that the existing care system is encountering considerable risk(s): 
	Due to the following circumstances, the referrer considers that the existing care system is encountering considerable risk(s): 
	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 
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	B. Interpersonal Relationship 
	Due to the following circumstances, the referrer considers that the interpersonal relationship of the applicant has serious problem:  
	Due to the following circumstances, the referrer considers that the interpersonal relationship of the applicant has serious problem:  
	Due to the following circumstances, the referrer considers that the interpersonal relationship of the applicant has serious problem:  
	Due to the following circumstances, the referrer considers that the interpersonal relationship of the applicant has serious problem:  
	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 
	1. The applicant had at least two occasions of serious conflict with family member or inmate in the past three months 
	1. The applicant had at least two occasions of serious conflict with family member or inmate in the past three months 
	1. The applicant had at least two occasions of serious conflict with family member or inmate in the past three months 

	 
	 


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

	 
	 


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



	 
	 




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

	 
	 


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

	 
	 


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

	 
	 


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



	 
	 




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

	 
	 


	TR
	High nursing care need 
	High nursing care need 

	 
	 


	TR
	Very high nursing care need 
	Very high nursing care need 

	 
	 


	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? 
	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? 
	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 
	0 Yes, please specify:  1 No × Not applicable 

	 
	 


	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? 
	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? 
	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 
	0 Yes, please specify:  1 No × Not applicable 

	 
	 




	 
	B. Functional Impairment 
	1. Assessment result of section IV (please tick one only) 
	1. Assessment result of section IV (please tick one only) 
	1. Assessment result of section IV (please tick one only) 
	1. Assessment result of section IV (please tick one only) 
	1. Assessment result of section IV (please tick one only) 

	No functional impairment (please put a “×” in B2 and B3 and proceed to C1) 
	No functional impairment (please put a “×” in B2 and B3 and proceed to C1) 
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	Low functional impairment 
	Low functional impairment 

	 
	 


	TR
	Moderate functional impairment 
	Moderate functional impairment 

	 
	 


	TR
	High functional impairment 
	High functional impairment 

	 
	 


	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? 
	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? 
	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 
	0 Yes, please specify:  1 No × Not applicable 

	 
	 


	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? 
	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? 
	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 
	0 Yes, please specify:  1 No × Not applicable 

	 
	 




	 
	C. Challenging Behaviour 
	1. Assessment result of section V (please tick one only) 
	1. Assessment result of section V (please tick one only) 
	1. Assessment result of section V (please tick one only) 
	1. Assessment result of section V (please tick one only) 
	1. Assessment result of section V (please tick one only) 

	No challenging behaviour (please put a “×” in C2 and C3 and proceed to D1) 
	No challenging behaviour (please put a “×” in C2 and C3 and proceed to D1) 
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	Has challenging behaviour but does not need rehabilitation service with more staff 
	Has challenging behaviour but does not need rehabilitation service with more staff 

	 
	 


	TR
	Has challenging behaviour and needs rehabilitation service with more staff 
	Has challenging behaviour and needs rehabilitation service with more staff 

	 
	 


	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? 
	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? 
	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 
	0 Yes, please specify:  1 No × Not applicable 

	 
	 


	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? 
	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? 
	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 
	0 Yes, please specify:  1 No × Not applicable 

	 
	 




	 
	D. Family Coping 
	1. Assessment result of section VI (please tick whichever appropriate) 
	1. Assessment result of section VI (please tick whichever appropriate) 
	1. Assessment result of section VI (please tick whichever appropriate) 
	1. Assessment result of section VI (please tick whichever appropriate) 
	1. Assessment result of section VI (please tick whichever appropriate) 

	There is considerable risk in applicant’s care system 
	There is considerable risk in applicant’s care system 
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	There is serious problem in the applicant’s interpersonal relationship 
	There is serious problem in the applicant’s interpersonal relationship 

	 
	 


	TR
	There is considerable risk in applicant’s safety 
	There is considerable risk in applicant’s safety 

	 
	 


	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. 
	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. 
	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? 
	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? 
	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 
	0 Yes, please specify:  1 No × Not applicable 

	 
	 


	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? 
	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? 
	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 
	0 Yes, please specify:  1 No × Not applicable 

	 
	 




	E. Assessment Result 
	1. After considering the above assessment result of Sections A to D, it indicates: (Please choose one item only): 
	1. After considering the above assessment result of Sections A to D, it indicates: (Please choose one item only): 
	1. After considering the above assessment result of Sections A to D, it indicates: (Please choose one item only): 
	1. After considering the above assessment result of Sections A to D, it indicates: (Please choose one item only): 
	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 care services at present.  (The applicant can re-apply and be assessed again in the future whenever necessary.) 
	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 care services at present.  (The applicant can re-apply and be assessed again in the future whenever necessary.) 
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	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 care service. 
	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 care service. 

	 
	 


	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): 
	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): 
	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), Supported Employment Training for Persons with Disabilities (SET) and Day Activity Centre (DAC) 
	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), Supported Employment Training for Persons with Disabilities (SET) and Day Activity Centre (DAC) 

	 
	 


	TR
	Community Residential Care Service (referrer would make direct application to the service agency concerned) or Supported Hostel (SHOS)* 
	Community Residential Care Service (referrer would make direct application to the service agency concerned) or Supported Hostel (SHOS)* 
	* (Assessor has to consider the applicant’s community living skills, e.g. using public transport, using telephone, shopping, knowledge on road safety, etc., and assess if he/she meets the eligibility criteria of SHOS) 

	 
	 


	TR
	Hostel for Moderately Mentally Handicapped Persons (HMMH) 
	Hostel for Moderately Mentally Handicapped Persons (HMMH) 

	 
	 


	TR
	Hostel for Severely Mentally Handicapped Persons (HSMH) 
	Hostel for Severely Mentally Handicapped Persons (HSMH) 

	 
	 


	TR
	Hostel for Severely Physically Handicapped Persons (HSPH) 
	Hostel for Severely Physically Handicapped Persons (HSPH) 

	 
	 


	TR
	Care and Attention Home for Severely Disabled Persons (C&A/SD) 
	Care and Attention Home for Severely Disabled Persons (C&A/SD) 

	 
	 


	TR
	Beyond C&A/SD (Referrer may consider making direct application to the Hospital Authority for Infirmary Service)  
	Beyond C&A/SD (Referrer may consider making direct application to the Hospital Authority for Infirmary Service)  

	 
	 


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


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


	 b.  Reason(s) warranting the need for residential care service/reason(s) warranting the need for residential care service different from the type of service recommended above:  
	 b.  Reason(s) warranting the need for residential care service/reason(s) warranting the need for residential care service different from the type of service recommended above:  
	 b.  Reason(s) warranting the need for residential care service/reason(s) warranting the need for residential care service different from the type of service recommended above:  


	 c.  Service recommendation by the assessor:  
	 c.  Service recommendation by the assessor:  
	 c.  Service recommendation by the assessor:  


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


	 
	 
	 

	Signature: 
	Signature: 

	 
	 

	 
	 

	Post: 
	Post: 

	 
	 

	 
	 


	 
	 
	 

	Name: 
	Name: 

	(Eng)  
	(Eng)  

	 
	 

	Tel. No.: 
	Tel. No.: 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	(Chi)  
	(Chi)  

	 
	 

	Date: 
	Date: 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	F. Assessor Information 
	Name of Assessor: 
	Name of Assessor: 
	Name of Assessor: 
	Name of Assessor: 
	Name of Assessor: 

	(Chi)   
	(Chi)   

	 
	 

	Assessor Code: 
	Assessor Code: 

	 
	 



	 
	 
	 
	 

	(Eng)   
	(Eng)   

	 
	 

	Date: 
	Date: 

	 
	 




	VIII. Placement Arrangement 
	 
	1. Service recommended for applicant (please tick the appropriate item(s) after completing the assessment.  If the service recommended is not listed below, please proceed to Declaration and Section IX direct.) 
	Day Training 
	Day Training 
	Day Training 
	Day Training 
	Day Training 
	(referrer should complete Section I and II before completing this part) 

	 Sheltered Workshop/Integrated Vocational Rehabilitation Services Centre (for Persons with Intellectual Disabilities) [SW/IVRSC (MH)] 
	 Sheltered Workshop/Integrated Vocational Rehabilitation Services Centre (for Persons with Intellectual Disabilities) [SW/IVRSC (MH)] 
	 Sheltered Workshop/Integrated Vocational Rehabilitation Services Centre (for Persons with Physical Disabilities) [SW/IVRSC(PH)] 
	 Sheltered Workshop/Integrated Vocational Rehabilitation Services Centre (for Persons with Visual Impairment) [SW/IVRSC(VI)] 
	 Day Activity Centre (for Persons with Intellectual Disabilities) [DAC(MH)]  



	Residential Care Services/ Day and Residential Care Services 
	Residential Care Services/ Day and Residential Care Services 
	Residential Care Services/ Day and Residential Care Services 
	Residential Care Services/ Day and Residential Care Services 
	(referrer should complete Section I to VII and confirm that applicant has residential need before completing this part) 

	 Supported Hostel (for Persons with Intellectual Disabilities) [SHOS(MH)] 
	 Supported Hostel (for Persons with Intellectual Disabilities) [SHOS(MH)] 
	 Supported Hostel (for Persons with Intellectual Disabilities and Visual Impairment) [SHOS(MH+VI)] 
	 Supported Hostel (for Persons with Physical Disabilities) [SHOS(PH)] 
	 Hostel for Severely Physically Handicapped Persons (HSPH) 
	 Hostel for Moderately Mentally Handicapped Persons (HMMH) 
	 Sheltered Workshop/Integrated Vocational Rehabilitation Services Centre and Hostel for Moderately Mentally Handicapped Persons (SW/IVRSC and HMMH) 
	 Sheltered Workshop/Integrated Vocational Rehabilitation Services Centre and Hostel for Severely Physically Handicapped Persons (SW/IVRSC and HSPH) 
	 Day Activity Centre and Hostel for Severely Mentally Handicapped Persons [DAC & H(MH)] 
	 Care and Attention Home for Severely Disabled Persons (for Persons with Intellectual or Physical Disabilities) (C&A/SD) 


	BPS Option Note 6 for Residential Care Services/ Day and Residential Care Services above 
	BPS Option Note 6 for Residential Care Services/ Day and Residential Care Services above 
	BPS Option Note 6 for Residential Care Services/ Day and Residential Care Services above 

	 Also apply for private home(s) under BPS 
	 Also apply for private home(s) under BPS 
	      (for applicant applying SHOS(MH), SHOS(MH+VI), SHOS(PH), HMMH or SW/IVRSC and HMMH only) 




	 
	 
	Note 6 BPS refers to “Bought Place Scheme for Private Residential Care Homes for Persons with Disabilities”
	Note 6 BPS refers to “Bought Place Scheme for Private Residential Care Homes for Persons with Disabilities”
	 


	 
	2.  Does the applicant willing to accept day training first when waiting for residential care service? Yes  No 
	 
	3.  Location Preference 
	Day Placement 
	Day Placement 
	Day Placement 
	Day Placement 
	Day Placement 

	Residential Placement 
	Residential Placement 



	 Applicant has no location preference 
	 Applicant has no location preference 
	 Applicant has no location preference 
	 Applicant has no location preference 
	 
	 Applicant would have the following location preference and understand that the waiting time of receiving the related services would be longer: 

	 Applicant has no location preference and would receive residential care services as soon as possible 
	 Applicant has no location preference and would receive residential care services as soon as possible 
	 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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	1. 
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	2. 
	2. 

	 
	 

	 
	 

	2. 
	2. 
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	Declaration 
	 Referrer has declared that there is no conflict of interest in handling this application.  Referrer is not a family member or personal friend of the applicant and has no personal or social ties with the applicant, and she/he has notified the applicant/family member(s)/guardian/carer(s) that SWD and the referring agency will not charge for the application and referral for service.  The applicant/family member(s)/guardian/carer(s) should report to the Independent Commission Against Corruption (ICAC) immediat
	 
	IX. Referrer Information 
	Case Ref. No.: 
	Case Ref. No.: 
	Case Ref. No.: 
	Case Ref. No.: 
	Case Ref. No.: 

	  
	  

	 
	 

	Service Unit: 
	Service Unit: 

	 
	 



	Name of Referrer: 
	Name of Referrer: 
	Name of Referrer: 
	Name of Referrer: 

	(Chi)  
	(Chi)  

	 
	 

	Tel./Fax No.: 
	Tel./Fax No.: 

	 
	 

	/ 
	/ 

	 
	 


	  
	  
	  

	(Eng)  
	(Eng)  

	 
	 

	Date: 
	Date: 

	 
	 




	 
	 
	 
	CRSRehab-IPD Form 1 
	【限閱文件】 
	康復服務中央轉介系統－智障／肢體傷殘人士子系統 
	日間訓練註一／住宿服務註二申請及殘疾人士住宿服務評估工具 
	註一
	註一
	註一
	 
	日間訓練服務（庇護工場
	[SW]
	、綜合職業康復服務中心
	[IVRSC]
	或展能中心
	[DAC]
	）的申請人，只需填寫第
	I
	、
	II
	、
	VIII
	及
	IX
	部分，無須接受第
	III
	至
	VII
	部分的住宿需要評估。
	 

	註二
	註二
	 
	照顧者的年齡並非進行評估或輪候住宿服務的先决條件，不論照顧者的年齡為何，評估員必須為提出申請住宿服務的申請人進行評估。
	 

	 

	 
	I.      申請人個人資料 
	1. 姓名 
	1. 姓名 
	1. 姓名 
	1. 姓名 
	1. 姓名 

	(英)  
	(英)  

	(中)  
	(中)  



	2. 性別／出生日期 
	2. 性別／出生日期 
	2. 性別／出生日期 
	2. 性別／出生日期 

	男 女 ／      年     月     日 
	男 女 ／      年     月     日 


	3. 香港身份證號碼 
	3. 香港身份證號碼 
	3. 香港身份證號碼 

	 
	 

	，或豁免登記證明書號碼：  
	，或豁免登記證明書號碼：  


	4. 聯絡地址及電話 
	4. 聯絡地址及電話 
	4. 聯絡地址及電話 

	地址：  
	地址：  

	電話：  
	電話：  


	5. 居住地區 
	5. 居住地區 
	5. 居住地區 

	香港島及離島： 中西區 灣仔 東區 南區 離島 九龍： 觀塘 黃大仙 九龍城 旺角 油麻地  深水埗 將軍澳 西貢 新界： 上水及粉嶺 馬鞍山 沙田 大埔 元朗 屯門  天水圍 荃灣 葵涌及青衣 
	香港島及離島： 中西區 灣仔 東區 南區 離島 九龍： 觀塘 黃大仙 九龍城 旺角 油麻地  深水埗 將軍澳 西貢 新界： 上水及粉嶺 馬鞍山 沙田 大埔 元朗 屯門  天水圍 荃灣 葵涌及青衣 


	6. 現正接受的服務 （可選擇多項） 
	6. 現正接受的服務 （可選擇多項） 
	6. 現正接受的服務 （可選擇多項） 

	無 特殊學校 特殊學校寄宿服務 
	無 特殊學校 特殊學校寄宿服務 
	社區支援服務： 地區支援中心 暫託住宿服務 綜合家居照顧服務  其他，請註明：  
	日間訓練服務： 綜合職業康復服務中心 庇護工場  殘疾人士輔助就業培訓 展能中心 
	住宿服務： 私營院舍 自負盈虧殘疾人士院舍 輔助宿舍 中度智障人士宿舍 嚴重智障人士宿舍 嚴重肢體傷殘人士宿舍 嚴重殘疾人士護理院 
	醫療服務： 精神科住院服務 非精神科住院服務 日間醫院服務  門診服務，請註明： 




	 
	II.     有關殘疾及健康問題的資料 
	1. 肢體傷殘 
	1. 肢體傷殘 
	1. 肢體傷殘 
	1. 肢體傷殘 
	1. 肢體傷殘 

	並非肢體傷殘（請轉答第2項） 四肢癱瘓 下肢癱瘓 左／右半身不遂 大腦癱瘓 缺失上或下肢 缺失手／腳掌或手／腳趾 其他，請註明： 
	並非肢體傷殘（請轉答第2項） 四肢癱瘓 下肢癱瘓 左／右半身不遂 大腦癱瘓 缺失上或下肢 缺失手／腳掌或手／腳趾 其他，請註明： 



	2. 智障 
	2. 智障 
	2. 智障 
	2. 智障 

	並非智障 極度嚴重 嚴重 中度 輕度  心理評估日期：     年     月      日 
	並非智障 極度嚴重 嚴重 中度 輕度  心理評估日期：     年     月      日 


	3. 其他殘疾  （可選擇多項） 
	3. 其他殘疾  （可選擇多項） 
	3. 其他殘疾  （可選擇多項） 

	言語障礙 聽覺受損／弱聽 視覺受損（失明／弱視） 自閉症 精神病，請註明： 唐氏綜合症 其他，請註明：  
	言語障礙 聽覺受損／弱聽 視覺受損（失明／弱視） 自閉症 精神病，請註明： 唐氏綜合症 其他，請註明：  


	4. 疾病／健康問題 
	4. 疾病／健康問題 
	4. 疾病／健康問題 

	若有，請註明：  
	若有，請註明：  


	5. 活動能力 
	5. 活動能力 
	5. 活動能力 

	自行走動 需要他人攙扶走動 以復康用具輔助走動 需用輪椅 需臥床 
	自行走動 需要他人攙扶走動 以復康用具輔助走動 需用輪椅 需臥床 


	6. 上樓梯或斜坡的 能力 
	6. 上樓梯或斜坡的 能力 
	6. 上樓梯或斜坡的 能力 

	能自行上樓梯或斜坡 需要其他人協助上樓梯或斜坡 在其他人士協助下仍不能上樓梯或斜坡 
	能自行上樓梯或斜坡 需要其他人協助上樓梯或斜坡 在其他人士協助下仍不能上樓梯或斜坡 


	7. 使用公共交通的 能力（的士除外） 
	7. 使用公共交通的 能力（的士除外） 
	7. 使用公共交通的 能力（的士除外） 

	可自行乘搭公共交通工具 需要他人陪同乘搭公共交通工具 即使有其他人陪同仍難於乘搭公共交通工具 
	可自行乘搭公共交通工具 需要他人陪同乘搭公共交通工具 即使有其他人陪同仍難於乘搭公共交通工具 


	8. 所使用的輔助工具 
	8. 所使用的輔助工具 
	8. 所使用的輔助工具 

	助聽器 輪椅 輪椅以外的助行器具 義肢 其他：  
	助聽器 輪椅 輪椅以外的助行器具 義肢 其他：  


	9. 現正接受的治療 
	9. 現正接受的治療 
	9. 現正接受的治療 

	職業治療 物理治療 其他：  
	職業治療 物理治療 其他：  




	III.    護理需要 
	護理範圍 
	護理範圍 
	護理範圍 
	護理範圍 
	護理範圍 

	護理項目 
	護理項目 

	分數 
	分數 



	1. 皮膚問題 
	1. 皮膚問題 
	1. 皮膚問題 
	1. 皮膚問題 
	 皮膚情況︰ 

	4 在過往一個月內褥瘡有見骨情況。 
	4 在過往一個月內褥瘡有見骨情況。 
	3 在過往一個月內皮膚出現潰瘍、褥瘡需接受無菌換症。 
	2 在過往一個月內皮膚重覆損傷需觀察傷口發炎情況，並接受無菌換症清洗傷口。 
	1 在過往一年內因反覆出現皮膚問題需搽醫生處方藥膏，如季節性皮膚病。 
	0 沒有以上任何一種情況。 

	 
	 


	2. 餵食情況 
	2. 餵食情況 
	2. 餵食情況 
	 在過往一個月內是否︰ 

	4 需用導管餵食，申請人為嚴重／極度嚴重智障人士。 
	4 需用導管餵食，申請人為嚴重／極度嚴重智障人士。 
	3 使用凝固粉或其他餵食技巧進行餵食，仍經常出現哽塞。 
	3 需用導管餵食，申請人並非嚴重／極度嚴重智障人士。 
	2 需加凝固粉進行餵食。 
	2 有吞嚥問題。 
	0 沒有以上任何一種情況。 

	 
	 


	3. 使用藥物情況 
	3. 使用藥物情況 
	3. 使用藥物情況 
	 在過往一個月內申請人是否︰ 

	2 須長期服用糖尿／心臟藥物，並於服藥前監察血糖水平／心律。 
	2 須長期服用糖尿／心臟藥物，並於服藥前監察血糖水平／心律。 
	2 需每天接受糖尿藥物注射。 
	0 沒有以上任何一種情況。 

	 
	 


	4. 排泄控制 
	4. 排泄控制 
	4. 排泄控制 
	 在過去一個月內的排泄能力︰ 

	3 大便及小便完全失禁註三。 
	3 大便及小便完全失禁註三。 
	3 使用導尿管或造口排泄，申請人為嚴重／極度嚴重智障人士。 
	2 使用導尿管或造口排泄，申請人並非嚴重／極度嚴重智障人士。 
	1 有遺尿／遺便情況。 
	0 沒有以上任何一種情況。 

	 
	 


	5. 腦癇情況 
	5. 腦癇情況 
	5. 腦癇情況 
	 在過去三個月是否有腦癇發作： 

	4 腦癇情況經住院治療及調較用藥後仍不能控制（需經醫生證明）。 
	4 腦癇情況經住院治療及調較用藥後仍不能控制（需經醫生證明）。 
	2 有6次或以上因腦癇發作而接受住院治療。 
	2 曾有腦癇發作引致自己身體嚴重受傷，需要醫護人員即時治理及接受住院治療。 
	1 曾有腦癇發作。 
	0 沒有以上任何一種情況。 

	 
	 


	6. 氧氣治療 
	6. 氧氣治療 
	6. 氧氣治療 
	 在過往一年內是否有合共三個月需接受氧氣治療︰ 

	4 在使用氧氣後仍能處理日常作息，申請人為嚴重／極度嚴重智障人士。 
	4 在使用氧氣後仍能處理日常作息，申請人為嚴重／極度嚴重智障人士。 
	4 申請人在使用氧氣後仍無法處理日常作息註四。 
	3 在使用氧氣後仍能處理日常作息，申請人並非嚴重／極度嚴重智障人士。 
	0 沒有以上任何一種情況／只需使用睡眠呼吸機（而非氧氣治療）。 

	 
	 


	7. 抽吸處理 
	7. 抽吸處理 
	7. 抽吸處理 
	 在過往一個月內是否︰ 

	4 需接受恆常抽吸處理。 
	4 需接受恆常抽吸處理。 
	0 沒有以上情況。 

	 
	 


	8. 長期臥床 
	8. 長期臥床 
	8. 長期臥床 
	 在過往一個月內是否︰ 

	4 需長期臥床並完全倚賴他人照顧。 
	4 需長期臥床並完全倚賴他人照顧。 
	0 沒有以上情況。 

	 
	 


	9. 特別護理照顧 
	9. 特別護理照顧 
	9. 特別護理照顧 
	 在過往一個月內是否︰ 

	4 需接受氣管造口護理。 
	4 需接受氣管造口護理。 
	3 需接受連續性可攜帶腹膜透析治療（俗稱「洗肚」）。 
	0 沒有以上情況。 

	 
	 


	上述各項目的最高分數   
	上述各項目的最高分數   
	上述各項目的最高分數   

	 
	 




	 
	 
	 

	註三
	註三
	 
	 
	完全失禁指大便及小便在不自覺或不受控制的情
	況下排出
	。
	 

	註四
	註四
	 
	 
	無法處理日常作息指小量活動便引致氣促。
	 


	IV.   功能缺損註五 
	 
	 
	 

	註五
	註五
	 
	 
	評估是透過面談了解
	申請人
	過往一個月的自我照顧能力；若有需要，可現場觀察以下活動進行：
	(a)
	喝水、
	(b)
	穿衣
	褲、
	(c)
	身體位置轉移（如來回床至座
	椅、來回輪椅
	至座
	椅等）及
	(d)
	室內行走。
	 


	 
	評分準則 
	0 申請人完全獨立完成該項活動，並在可接受的時間內安全地達至基本衛生要求（包括使用輔助器具） 
	0 申請人完全獨立完成該項活動，並在可接受的時間內安全地達至基本衛生要求（包括使用輔助器具） 
	0 申請人完全獨立完成該項活動，並在可接受的時間內安全地達至基本衛生要求（包括使用輔助器具） 

	1 申請人需要別人在旁監督或提示才能完成（包括需要口頭或觸體的提示） 
	1 申請人需要別人在旁監督或提示才能完成（包括需要口頭或觸體的提示） 

	2 申請人需要觸體協助，但不需要大量體位搬移的協助、或提舉申請人身軀或肢體；一般情況下，一人便可協助完成該項目 
	2 申請人需要觸體協助，但不需要大量體位搬移的協助、或提舉申請人身軀或肢體；一般情況下，一人便可協助完成該項目 

	3 照顧者需給予大量體位搬移的協助、或提舉申請人身軀或肢體才能協助完成該項目；一般情況下需二人或以上人手才可協助完成該項目 
	3 照顧者需給予大量體位搬移的協助、或提舉申請人身軀或肢體才能協助完成該項目；一般情況下需二人或以上人手才可協助完成該項目 


	 
	活動項目 
	活動項目 
	活動項目 
	活動項目 
	活動項目 

	分數 
	分數 



	1.    洗澡及洗頭 
	1.    洗澡及洗頭 
	1.    洗澡及洗頭 
	1.    洗澡及洗頭 
	1.1   洗澡（進行淋浴或坐浴）…………………………………………………………   （       ） 
	1.2   洗頭 …………………………………………………………………………………  （       ） 
	（請選取1.1至1.2的最高分數作為右方項目1的整項分數） 

	 
	 


	2.     穿脫衣物 
	2.     穿脫衣物 
	2.     穿脫衣物 
	2.1 以坐或站的姿勢穿脫上身衣物，包括外衣及內衣（扣鈕除外） ................................ （       ） 
	2.2 以坐或站的姿勢穿脫下身衣物，包括外褲及內褲（拉拉鍊除外） ............................ （       ） 
	2.3 穿脫鞋襪（包括手托或義肢） ........................................................................................ （       ） 
	 （請選取2.1至2.3的最高分數作為右方項目2的整項分數） 

	 
	 


	3.    位置轉移 
	3.    位置轉移 
	3.    位置轉移 
	指身體如何由一處移動至另一處的情況（例：床座椅／輪椅，輪椅座廁等） 
	請列出所需的輔助工具／助行器具：  

	 
	 


	4.     如廁（使用坐廁或蹲廁），包括大小便後的清潔、更換成人尿片（如適用）等 （倘若申請人同時使用導尿管及造口排泄，請於分數格內填上「×」）  
	4.     如廁（使用坐廁或蹲廁），包括大小便後的清潔、更換成人尿片（如適用）等 （倘若申請人同時使用導尿管及造口排泄，請於分數格內填上「×」）  
	4.     如廁（使用坐廁或蹲廁），包括大小便後的清潔、更換成人尿片（如適用）等 （倘若申請人同時使用導尿管及造口排泄，請於分數格內填上「×」）  

	 
	 


	5.    進食及進飲 
	5.    進食及進飲 
	5.    進食及進飲 
	5.1 進食（倘若申請人使用導管餵食，請於分數括號內填上「×」） .............................. （       ） 
	 食物種類：*一般／切碎／糊狀 
	 進食輔助工具：*曲羹／粗柄羹／防滑墊／斜邊碟／其他：  
	5.2 進飲（倘若申請人使用導管餵食，請於分數括號內填上「×」） .............................. （       ） 
	 進飲輔助工具：*飲管／雙耳杯／切口杯／有蓋啜飲杯／其他：  
	（請選取5.1至5.2的較高分數作為右方項目5的整項分數） 

	 
	 


	6.     室內行動能力（只需回答6.1或6.2） 
	6.     室內行動能力（只需回答6.1或6.2） 
	6.     室內行動能力（只需回答6.1或6.2） 
	6.1 室內行走 ......................................................................................................................... （       ） 
	使用的助行器具：*手杖／三或四腳手杖／助行架／輪子助行架／其他：   
	6.2 室內使用輪椅 ................................................................................................................. （       ） 
	 輪椅類別：*手動／電動 
	（請選取適用的分項作為右方項目6的整項分數） 

	 
	 


	項目1至6的總分 
	項目1至6的總分 
	項目1至6的總分 

	 
	 




	 
	* 刪去不適用者 
	 
	申請人有否因家居環境問題（如缺乏合適的扶手裝置）而減低其上述功能表現？若有，請註明：  
	 V.      行為問題 
	行為問題類別 
	行為問題類別 
	行為問題類別 
	行為問題類別 
	行為問題類別 

	行為問題項目 
	行為問題項目 

	分數 
	分數 



	A. 攻擊行為 
	A. 攻擊行為 
	A. 攻擊行為 
	A. 攻擊行為 

	1. 在過去一年內，申請人有否向他人表現攻擊行為（如用拳猛擊他人、掌摑他人、推撞他人、踢人、夾人、抓人、扯人頭髮、咬人、用武器攻擊人、扼人喉嚨等）？ 
	1. 在過去一年內，申請人有否向他人表現攻擊行為（如用拳猛擊他人、掌摑他人、推撞他人、踢人、夾人、抓人、扯人頭髮、咬人、用武器攻擊人、扼人喉嚨等）？ 
	0 否（請轉問B1項） 
	1 有 

	 
	 


	 
	 
	 

	2.  在過去一年內，有否發生申請人攻擊人事故，引致他人身體嚴重受傷，需要即時醫治？ 
	2.  在過去一年內，有否發生申請人攻擊人事故，引致他人身體嚴重受傷，需要即時醫治？ 
	0 否 
	1 有 

	 
	 


	B. 自我傷害行為 
	B. 自我傷害行為 
	B. 自我傷害行為 

	1.  在過去一年內，申請人有否表現自我傷害行為（如搣自己，咬自己，拳擊或掌摑自己頭部、撞頭、把身體撞向其他東西、扯脫自己頭髮、拳擊或掌摑自己身體、插自己眼、夾自己、用工具割自己、插自己、用工具撞自己、咬唇、扯脫自己指甲、把牙齒撞向其他東西等）？ 
	1.  在過去一年內，申請人有否表現自我傷害行為（如搣自己，咬自己，拳擊或掌摑自己頭部、撞頭、把身體撞向其他東西、扯脫自己頭髮、拳擊或掌摑自己身體、插自己眼、夾自己、用工具割自己、插自己、用工具撞自己、咬唇、扯脫自己指甲、把牙齒撞向其他東西等）？ 
	0 否（請轉問C1項） 
	1 有 

	 
	 


	 
	 
	 

	2.  在過去一年內，申請人有否表現自我傷害行為，引致自己身體嚴重受傷，每月至少一次需要醫護人員即時治理？ 
	2.  在過去一年內，申請人有否表現自我傷害行為，引致自己身體嚴重受傷，每月至少一次需要醫護人員即時治理？ 
	0 否 
	1 有 （請轉問C1項） 

	 
	 


	 
	 
	 

	3.  在過去一年內，申請人有否每星期至少一次表現自我傷害行為？ 
	3.  在過去一年內，申請人有否每星期至少一次表現自我傷害行為？ 
	0 否 
	1 有 

	 
	 


	C. 破壞行為 
	C. 破壞行為 
	C. 破壞行為 

	1.  在過去一年內，申請人有否表現破壞行為（如用擊打、撕扯、切割、投擲、燒毀、塗污或抓刮方法導致傢俱、家居裝置、建築物、車輛等損毀等）？ 
	1.  在過去一年內，申請人有否表現破壞行為（如用擊打、撕扯、切割、投擲、燒毀、塗污或抓刮方法導致傢俱、家居裝置、建築物、車輛等損毀等）？ 
	0 否（請轉問D項） 
	1 有 

	 
	 


	 
	 
	 

	2.  在過去一年內，申請人有否導致嚴重物資破壞，和/或導致六次或以上輕微物資破壞？ 
	2.  在過去一年內，申請人有否導致嚴重物資破壞，和/或導致六次或以上輕微物資破壞？ 
	0 否 
	1 有 

	 
	 


	D. 其他行為問題 
	D. 其他行為問題 
	D. 其他行為問題 

	在過去一年內，申請人有否表現其他行為問題，如不恰當性行為（包括公眾地方暴露自己、公眾地方自慰、滋擾他人等），厭惡行為（包括尖叫、反芻吞下的食物、發出喧鬧聲、用口水或糞便塗污、或其他同類厭惡行為等），重覆行為（包括搖晃身體、重覆翻動手掌、彈手指、踱來踱去、持續奔跑、或同類重覆行為等）？ 
	在過去一年內，申請人有否表現其他行為問題，如不恰當性行為（包括公眾地方暴露自己、公眾地方自慰、滋擾他人等），厭惡行為（包括尖叫、反芻吞下的食物、發出喧鬧聲、用口水或糞便塗污、或其他同類厭惡行為等），重覆行為（包括搖晃身體、重覆翻動手掌、彈手指、踱來踱去、持續奔跑、或同類重覆行為等）？ 
	0 否 
	1 有，請註明（可選多項）：   不恰當性行為    厭惡行為    重覆行為 

	 
	 


	E. 應付困難 
	E. 應付困難 
	E. 應付困難 

	（當項目A1, B1, C1或D至少一項有1分，方可繼續發問E項。） 
	（當項目A1, B1, C1或D至少一項有1分，方可繼續發問E項。） 
	請問照顧者在處理以上行為時，覺得非常困難嗎？ 
	0 否 
	1 有 

	 
	 


	 
	 
	 

	A1, B1, C1和D項的總分  
	A1, B1, C1和D項的總分  

	 
	 


	 
	 
	 

	A2, B2, B3和C2項的總分*  
	A2, B2, B3和C2項的總分*  

	 
	 


	 
	 
	 

	E項的得分*  
	E項的得分*  

	 
	 




	* 任何沒有發問的項目，請給予0分。 
	 
	VI.   家人／照顧者的應付能力 
	A. 照顧系統 
	1. 照顧者資料 
	 「主要照顧者」與「次要照顧者」是指會或將會為申請人提供照顧或協助的家人，包括父母、家屬或親人。 
	 「主要照顧者」與「次要照顧者」是指會或將會為申請人提供照顧或協助的家人，包括父母、家屬或親人。 
	 「主要照顧者」與「次要照顧者」是指會或將會為申請人提供照顧或協助的家人，包括父母、家屬或親人。 

	 如果申請人現正接受院舍、醫院或特殊學校寄宿服務，則以申請人回家渡假時或離開院舍後，會照顧申請人的家人為「主要照顧者」及「次要照顧者」。在這情況之下，他們的「每週照顧時數」可能會較低甚至為零。 
	 如果申請人現正接受院舍、醫院或特殊學校寄宿服務，則以申請人回家渡假時或離開院舍後，會照顧申請人的家人為「主要照顧者」及「次要照顧者」。在這情況之下，他們的「每週照顧時數」可能會較低甚至為零。 

	 倘若申請人沒有主要或次要照顧者，請於相關的「姓名」一欄填「無」。 
	 倘若申請人沒有主要或次要照顧者，請於相關的「姓名」一欄填「無」。 

	 「其他照顧者」是指會提供協助的鄰居、朋友，或受聘照顧申請人的家庭傭工，但不包括院舍或醫院職員。 
	 「其他照顧者」是指會提供協助的鄰居、朋友，或受聘照顧申請人的家庭傭工，但不包括院舍或醫院職員。 


	照顧者類別 
	照顧者類別 
	照顧者類別 
	照顧者類別 
	照顧者類別 

	姓名 
	姓名 

	性別／年齡 
	性別／年齡 

	關係 
	關係 

	是否同住 
	是否同住 

	職業 
	職業 

	工作時間 
	工作時間 

	每週照顧時數* 
	每週照顧時數* 



	(a) 主要照顧者  
	(a) 主要照顧者  
	(a) 主要照顧者  
	(a) 主要照顧者  
	(a) 主要照顧者  
	(a) 主要照顧者  



	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	(b) 次要照顧者  
	(b) 次要照顧者  
	(b) 次要照顧者  
	(b) 次要照顧者  
	(b) 次要照顧者  



	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	(c) 
	(c) 
	(c) 
	(c) 
	(c) 
	(c) 
	其他照顧者
	 
	(a) 主要照顧者年齡已達55歲或以上 
	(a) 主要照顧者年齡已達55歲或以上 
	(a) 主要照顧者年齡已達55歲或以上 

	(b) 主要照顧者身體健康轉差（例如:身體勞損）或有長期病患，以致無法照顧申請人 
	(b) 主要照顧者身體健康轉差（例如:身體勞損）或有長期病患，以致無法照顧申請人 

	(c) 主要照顧者為肢體傷殘人士、智障人士或精神復元人士 
	(c) 主要照顧者為肢體傷殘人士、智障人士或精神復元人士 

	(d) 主要照顧者出現精神健康轉差或情緒困擾，以致無法照顧申請人 
	(d) 主要照顧者出現精神健康轉差或情緒困擾，以致無法照顧申請人 

	(e) 主要照顧者需同時照顧其他殘疾或長期病患的家庭成員，以致無法照顧申請人 
	(e) 主要照顧者需同時照顧其他殘疾或長期病患的家庭成員，以致無法照顧申請人 

	(f) 主要照顧者需長時間工作，且無能力安排其他照顧者照顧申請人 
	(f) 主要照顧者需長時間工作，且無能力安排其他照顧者照顧申請人 

	(g) 申請人無法與家人及親友聯絡，亦無人可提供所需照顧 
	(g) 申請人無法與家人及親友聯絡，亦無人可提供所需照顧 

	(h) 申請人為社會福利署署長監護個案，並無家人或親友可提供所需照顧 
	(h) 申請人為社會福利署署長監護個案，並無家人或親友可提供所需照顧 





	（可多於一位） 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	*計算方法為將一星期共168小時減去申請人接受住宿照顧或日間照顧∕訓練(如適用)及照顧者不用提供照顧的時數。 
	 
	2. 照顧系統所面臨的危機 
	由於出現以下情況，評估員認為現有照顧系統已面臨相當的危機或風險： 
	由於出現以下情況，評估員認為現有照顧系統已面臨相當的危機或風險： 
	由於出現以下情況，評估員認為現有照顧系統已面臨相當的危機或風險： 
	由於出現以下情況，評估員認為現有照顧系統已面臨相當的危機或風險： 
	由於出現以下情況，評估員認為現有照顧系統已面臨相當的危機或風險： 
	1 出現所述的情況 0 沒有所述的情況，或申請人沒有主要照顧者 
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	TR
	 
	 


	TR
	 
	 


	TR
	 
	 


	TR
	 
	 


	TR
	 
	 


	TR
	 
	 


	TR
	 
	 




	 
	B. 人際關係 
	由於出現以下情況，評估員認為申請人現時的人際關係已出現嚴重問題： 
	由於出現以下情況，評估員認為申請人現時的人際關係已出現嚴重問題： 
	由於出現以下情況，評估員認為申請人現時的人際關係已出現嚴重問題： 
	由於出現以下情況，評估員認為申請人現時的人際關係已出現嚴重問題： 
	由於出現以下情況，評估員認為申請人現時的人際關係已出現嚴重問題： 
	1 出現所述的情況 0 沒有所述的情況，或申請人沒有與家人同住 



	1. 申請人在過去三個月內，曾至少兩次與家人或同住者發生嚴重衝突 
	1. 申請人在過去三個月內，曾至少兩次與家人或同住者發生嚴重衝突 
	1. 申請人在過去三個月內，曾至少兩次與家人或同住者發生嚴重衝突 
	1. 申請人在過去三個月內，曾至少兩次與家人或同住者發生嚴重衝突 

	 
	 


	2. 申請人在過去三個月內，曾至少兩次滋擾鄰居而引致嚴重衝突 
	2. 申請人在過去三個月內，曾至少兩次滋擾鄰居而引致嚴重衝突 
	2. 申請人在過去三個月內，曾至少兩次滋擾鄰居而引致嚴重衝突 

	 
	 


	3. 申請人曾與家人發生嚴重衝突，並需接受精神科住院治療，至今家人仍拒絕接納申請人回家 
	3. 申請人曾與家人發生嚴重衝突，並需接受精神科住院治療，至今家人仍拒絕接納申請人回家 
	3. 申請人曾與家人發生嚴重衝突，並需接受精神科住院治療，至今家人仍拒絕接納申請人回家 

	 
	 




	 
	C. 其他風險／危機因素 
	由於以下的情況，評估員認為申請人的安全現時存在相當危機或風險，並曾作出適當跟進： 
	由於以下的情況，評估員認為申請人的安全現時存在相當危機或風險，並曾作出適當跟進： 
	由於以下的情況，評估員認為申請人的安全現時存在相當危機或風險，並曾作出適當跟進： 
	由於以下的情況，評估員認為申請人的安全現時存在相當危機或風險，並曾作出適當跟進： 
	由於以下的情況，評估員認為申請人的安全現時存在相當危機或風險，並曾作出適當跟進： 
	1 出現所述的情況 0 沒有所述的情況 



	1. 申請人被家人虐待或侵犯（包括身體虐待、心理虐待、性侵犯等） 
	1. 申請人被家人虐待或侵犯（包括身體虐待、心理虐待、性侵犯等） 
	1. 申請人被家人虐待或侵犯（包括身體虐待、心理虐待、性侵犯等） 
	1. 申請人被家人虐待或侵犯（包括身體虐待、心理虐待、性侵犯等） 

	 
	 


	2. 申請人被其他人士虐待或侵犯（包括身體虐待、心理虐待、性侵犯等） 
	2. 申請人被其他人士虐待或侵犯（包括身體虐待、心理虐待、性侵犯等） 
	2. 申請人被其他人士虐待或侵犯（包括身體虐待、心理虐待、性侵犯等） 

	 
	 


	3. 申請人被疏忽照顧 
	3. 申請人被疏忽照顧 
	3. 申請人被疏忽照顧 

	 
	 


	4.    申請人有不受控制行為（包括離家出走、縱火、參與非法活動等），請註明： 
	4.    申請人有不受控制行為（包括離家出走、縱火、參與非法活動等），請註明： 
	4.    申請人有不受控制行為（包括離家出走、縱火、參與非法活動等），請註明： 

	 
	 




	 VII.  住宿需要評估總結 
	A. 護理需要 
	1. 第III部分評估結果（只勾選一項） 
	1. 第III部分評估結果（只勾選一項） 
	1. 第III部分評估結果（只勾選一項） 
	1. 第III部分評估結果（只勾選一項） 
	1. 第III部分評估結果（只勾選一項） 

	沒有／低度護理需要 （請於A2及A3填上「×」並轉答B1） 
	沒有／低度護理需要 （請於A2及A3填上「×」並轉答B1） 

	 
	 



	TBody
	TR
	中度護理需要 
	中度護理需要 

	 
	 


	TR
	高度護理需要 
	高度護理需要 

	 
	 


	TR
	極高護理需要 
	極高護理需要 

	 
	 


	2. 現時有沒有家人、親友或其他照顧者可就第III部分護理需要評估所顯示的情況提供協助，讓申請人無需接受住宿照顧？ 
	2. 現時有沒有家人、親友或其他照顧者可就第III部分護理需要評估所顯示的情況提供協助，讓申請人無需接受住宿照顧？ 
	2. 現時有沒有家人、親友或其他照顧者可就第III部分護理需要評估所顯示的情況提供協助，讓申請人無需接受住宿照顧？ 

	0 有，請註明： 1 沒有 × 不適用 
	0 有，請註明： 1 沒有 × 不適用 

	 
	 


	3. 現有社區支援或社康護理服務能就第III部分護理評估所顯示的情況提供協助，讓申請人無需接受住宿照顧？ 
	3. 現有社區支援或社康護理服務能就第III部分護理評估所顯示的情況提供協助，讓申請人無需接受住宿照顧？ 
	3. 現有社區支援或社康護理服務能就第III部分護理評估所顯示的情況提供協助，讓申請人無需接受住宿照顧？ 

	0 能夠，請註明： 1 不能夠 × 不適用 
	0 能夠，請註明： 1 不能夠 × 不適用 

	 
	 




	 
	B. 功能缺損 
	1. 第IV部分評估結果（只勾選一項） 
	1. 第IV部分評估結果（只勾選一項） 
	1. 第IV部分評估結果（只勾選一項） 
	1. 第IV部分評估結果（只勾選一項） 
	1. 第IV部分評估結果（只勾選一項） 

	沒有功能缺損（請於B2及B3填上「×」並轉答C1） 
	沒有功能缺損（請於B2及B3填上「×」並轉答C1） 

	 
	 



	TBody
	TR
	低度功能缺損 
	低度功能缺損 

	 
	 


	TR
	中度功能缺損 
	中度功能缺損 

	 
	 


	TR
	高度功能缺損 
	高度功能缺損 

	 
	 


	2. 現時有沒有家人、親友或其他照顧者可就第IV部分功能缺損評估所顯示的情況提供協助，讓申請人無需接受住宿照顧？ 
	2. 現時有沒有家人、親友或其他照顧者可就第IV部分功能缺損評估所顯示的情況提供協助，讓申請人無需接受住宿照顧？ 
	2. 現時有沒有家人、親友或其他照顧者可就第IV部分功能缺損評估所顯示的情況提供協助，讓申請人無需接受住宿照顧？ 

	0 有，請註明： 1 沒有 × 不適用 
	0 有，請註明： 1 沒有 × 不適用 

	 
	 


	3. 現有社區支援或日間訓練能否就第IV部分功能缺損評估所顯示的情況提供協助，讓申請人無需接受住宿照顧？ 
	3. 現有社區支援或日間訓練能否就第IV部分功能缺損評估所顯示的情況提供協助，讓申請人無需接受住宿照顧？ 
	3. 現有社區支援或日間訓練能否就第IV部分功能缺損評估所顯示的情況提供協助，讓申請人無需接受住宿照顧？ 

	0 能夠，請註明： 1 不能夠 × 不適用 
	0 能夠，請註明： 1 不能夠 × 不適用 

	 
	 




	 
	C. 行為問題 
	1. 第V部分評估結果（只勾選一項） 
	1. 第V部分評估結果（只勾選一項） 
	1. 第V部分評估結果（只勾選一項） 
	1. 第V部分評估結果（只勾選一項） 
	1. 第V部分評估結果（只勾選一項） 

	沒有行為問題（請於C2及C3填上「×」並轉答D1） 
	沒有行為問題（請於C2及C3填上「×」並轉答D1） 

	 
	 



	TBody
	TR
	有行為問題，但無需有較多員工的康復服務 
	有行為問題，但無需有較多員工的康復服務 

	 
	 


	TR
	有行為問題，並需要有較多員工的康復服務 
	有行為問題，並需要有較多員工的康復服務 

	 
	 


	2. 現時有沒有家人、親友或其他照顧者可就第V部分所顯示的行為問題提供協助，讓申請人無需接受住宿照顧？ 
	2. 現時有沒有家人、親友或其他照顧者可就第V部分所顯示的行為問題提供協助，讓申請人無需接受住宿照顧？ 
	2. 現時有沒有家人、親友或其他照顧者可就第V部分所顯示的行為問題提供協助，讓申請人無需接受住宿照顧？ 

	0 有，請註明： 1 沒有 × 不適用 
	0 有，請註明： 1 沒有 × 不適用 

	 
	 


	3. 現有日間訓練、治療或輔導服務能否就第V部分所顯示的行為問題提供協助，讓申請人無需接受住宿照顧？ 
	3. 現有日間訓練、治療或輔導服務能否就第V部分所顯示的行為問題提供協助，讓申請人無需接受住宿照顧？ 
	3. 現有日間訓練、治療或輔導服務能否就第V部分所顯示的行為問題提供協助，讓申請人無需接受住宿照顧？ 

	0 能夠，請註明： 1 不能夠 × 不適用 
	0 能夠，請註明： 1 不能夠 × 不適用 

	 
	 




	 
	D. 家人／照顧者的應付能力 
	1. 第VI部分評估結果（請勾選適用的項目） 
	1. 第VI部分評估結果（請勾選適用的項目） 
	1. 第VI部分評估結果（請勾選適用的項目） 
	1. 第VI部分評估結果（請勾選適用的項目） 
	1. 第VI部分評估結果（請勾選適用的項目） 

	現有照顧系統已面臨相當的危機 
	現有照顧系統已面臨相當的危機 

	 
	 



	TBody
	TR
	申請人的人際關係已出現嚴重問題 
	申請人的人際關係已出現嚴重問題 

	 
	 


	TR
	申請人的安全存在相當的危機或風險 
	申請人的安全存在相當的危機或風險 

	 
	 


	倘若D1部分沒有顯示任何的照顧系統危機、申請人的人際問題或安全風險，請於D2及D3填上「×」並轉答E1 
	倘若D1部分沒有顯示任何的照顧系統危機、申請人的人際問題或安全風險，請於D2及D3填上「×」並轉答E1 
	倘若D1部分沒有顯示任何的照顧系統危機、申請人的人際問題或安全風險，請於D2及D3填上「×」並轉答E1 


	2. 現時有沒有家人、親友或其他照顧者可就第VI部分所顯示的照顧系統危機、申請人的人際問題或安全風險提供協助，讓申請人無需接受住宿照顧？ 
	2. 現時有沒有家人、親友或其他照顧者可就第VI部分所顯示的照顧系統危機、申請人的人際問題或安全風險提供協助，讓申請人無需接受住宿照顧？ 
	2. 現時有沒有家人、親友或其他照顧者可就第VI部分所顯示的照顧系統危機、申請人的人際問題或安全風險提供協助，讓申請人無需接受住宿照顧？ 

	0 有，請註明： 1 沒有 × 不適用 
	0 有，請註明： 1 沒有 × 不適用 

	 
	 


	3. 現有社區支援、家庭服務等能否就第VI部分所顯示的照顧系統危機、申請人的人際問題或安全風險提供協助，讓申請人無需接受住宿照顧？ 
	3. 現有社區支援、家庭服務等能否就第VI部分所顯示的照顧系統危機、申請人的人際問題或安全風險提供協助，讓申請人無需接受住宿照顧？ 
	3. 現有社區支援、家庭服務等能否就第VI部分所顯示的照顧系統危機、申請人的人際問題或安全風險提供協助，讓申請人無需接受住宿照顧？ 

	0 能夠，請註明： 1 不能夠 × 不適用 
	0 能夠，請註明： 1 不能夠 × 不適用 

	 
	 




	  
	E. 評估結果 
	1. 綜合上述A至D項評估結果，顯示（只勾選一項）： 
	1. 綜合上述A至D項評估結果，顯示（只勾選一項）： 
	1. 綜合上述A至D項評估結果，顯示（只勾選一項）： 
	1. 綜合上述A至D項評估結果，顯示（只勾選一項）： 
	1. 綜合上述A至D項評估結果，顯示（只勾選一項）： 

	現有照顧系統、日間訓練或社區支援服務等已能提供申請人或家人所需的協助，現階段並不需要輪候院舍服務（倘若申請人日後有需要，可再行申請及進行評估） 
	現有照顧系統、日間訓練或社區支援服務等已能提供申請人或家人所需的協助，現階段並不需要輪候院舍服務（倘若申請人日後有需要，可再行申請及進行評估） 

	 
	 



	TBody
	TR
	現有照顧系統連同日間訓練、社區支援服務等均不能提供申請人或家人所需的協助，申請人有需要輪候院舍服務 
	現有照顧系統連同日間訓練、社區支援服務等均不能提供申請人或家人所需的協助，申請人有需要輪候院舍服務 

	 
	 


	2. 根據《評估員手冊》中的《服務需要評估流程》，建議申請人所需服務類別為（只勾選一項）： 
	2. 根據《評估員手冊》中的《服務需要評估流程》，建議申請人所需服務類別為（只勾選一項）： 
	2. 根據《評估員手冊》中的《服務需要評估流程》，建議申請人所需服務類別為（只勾選一項）： 

	社區支援服務（評估員將直接向有關服務機構申請）或日間訓練服務，包括庇護工場(SW)、綜合職業康復服務中心(IVRSC)、殘疾人士輔助就業培訓(SET)及展能中心(DAC) 
	社區支援服務（評估員將直接向有關服務機構申請）或日間訓練服務，包括庇護工場(SW)、綜合職業康復服務中心(IVRSC)、殘疾人士輔助就業培訓(SET)及展能中心(DAC) 

	 
	 


	TR
	社區住宿服務（評估員將直接向有關服務機構申請）或輔助 宿舍(SHOS)* 
	社區住宿服務（評估員將直接向有關服務機構申請）或輔助 宿舍(SHOS)* 
	*（評估員須考慮申請人的社區生活能力，如使用交通工具、使用電話、購物、道路安全知識等，是否符合入住輔助宿舍 的條件） 

	 
	 


	TR
	中度智障人士宿舍(HMMH) 
	中度智障人士宿舍(HMMH) 

	 
	 


	TR
	嚴重智障人士宿舍(HSMH) 
	嚴重智障人士宿舍(HSMH) 

	 
	 


	TR
	嚴重肢體傷殘人士宿舍(HSPH) 
	嚴重肢體傷殘人士宿舍(HSPH) 

	 
	 


	TR
	嚴重殘疾人士護理院(C&A/SD) 
	嚴重殘疾人士護理院(C&A/SD) 

	 
	 


	TR
	評估結果超逾嚴重殘疾人士護理院範圍（轉介者可考慮向 醫院管理局申請療養院服務） 
	評估結果超逾嚴重殘疾人士護理院範圍（轉介者可考慮向 醫院管理局申請療養院服務） 

	 
	 


	3. 倘若出現評估過程未有提及的情況而導致申請人需要輪候院舍服務或需要輪候跟上述建議服務類別不同的院舍服務，請詳細列明及建議所需服務類別，並須獲得有關的區助理福利專員／機構負責人／學校校長簽署認同： 
	3. 倘若出現評估過程未有提及的情況而導致申請人需要輪候院舍服務或需要輪候跟上述建議服務類別不同的院舍服務，請詳細列明及建議所需服務類別，並須獲得有關的區助理福利專員／機構負責人／學校校長簽署認同： 
	3. 倘若出現評估過程未有提及的情況而導致申請人需要輪候院舍服務或需要輪候跟上述建議服務類別不同的院舍服務，請詳細列明及建議所需服務類別，並須獲得有關的區助理福利專員／機構負責人／學校校長簽署認同： 


	a. 評估過程未有提及的情況 
	a. 評估過程未有提及的情況 
	a. 評估過程未有提及的情況 
	 


	b. 申請人需要輪候院舍服務的原因／申請人需要輪候跟上述建議服務類別不同的院舍服務的原因 
	b. 申請人需要輪候院舍服務的原因／申請人需要輪候跟上述建議服務類別不同的院舍服務的原因 
	b. 申請人需要輪候院舍服務的原因／申請人需要輪候跟上述建議服務類別不同的院舍服務的原因 


	c. 評估員建議所需服務的類別 
	c. 評估員建議所需服務的類別 
	c. 評估員建議所需服務的類別 


	d. 分區助理福利專員／機構負責人／學校校長簽署 
	d. 分區助理福利專員／機構負責人／學校校長簽署 
	d. 分區助理福利專員／機構負責人／學校校長簽署 


	簽署： 
	簽署： 
	簽署： 

	 
	 

	 
	 

	職位： 
	職位： 

	 
	 

	 
	 


	姓名： 
	姓名： 
	姓名： 

	(英)  
	(英)  

	 
	 

	電話： 
	電話： 

	 
	 

	 
	 


	 
	 
	 

	(中)  
	(中)  

	 
	 

	日期： 
	日期： 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	F. 評估員資料 
	評估員姓名： 
	評估員姓名： 
	評估員姓名： 
	評估員姓名： 
	評估員姓名： 

	(中)  
	(中)  

	 
	 

	評估員編號： 
	評估員編號： 

	 
	 



	 
	 
	 
	 

	(英)  
	(英)  

	 
	 

	日期： 
	日期： 

	 
	 




	VIII. 服務安排 
	1. 申請人所需服務（請於完成評估後，在此勾選適用的項目。如以下的選項並沒有申請人所需的服務，請直接前往聲明及第IX部分。） 
	1. 申請人所需服務（請於完成評估後，在此勾選適用的項目。如以下的選項並沒有申請人所需的服務，請直接前往聲明及第IX部分。） 
	1. 申請人所需服務（請於完成評估後，在此勾選適用的項目。如以下的選項並沒有申請人所需的服務，請直接前往聲明及第IX部分。） 


	日間訓練 
	日間訓練 
	日間訓練 
	日間訓練 
	日間訓練 
	（須先完成本表格第I及II部分） 

	      庇護工場／綜合職業康復服務中心（為智障人士而設） 
	      庇護工場／綜合職業康復服務中心（為智障人士而設） 
	      庇護工場／綜合職業康復服務中心（為肢體傷殘人士而設） 
	      庇護工場／綜合職業康復服務中心（為弱視人士而設） 
	      展能中心（為智障人士而設）  



	住宿／ 日間訓練及住宿服務 
	住宿／ 日間訓練及住宿服務 
	住宿／ 日間訓練及住宿服務 
	住宿／ 日間訓練及住宿服務 
	（須先完成第I至VII部分的全部評估，並確認有住宿需要方能輪候） 

	      輔助宿舍（為智障人士而設）       輔助宿舍（為智障及弱視人士而設） 
	      輔助宿舍（為智障人士而設）       輔助宿舍（為智障及弱視人士而設） 
	      輔助宿舍（為肢體傷殘人士而設）  
	      嚴重肢體傷殘人士宿舍 
	      中度智障人士宿舍 
	      庇護工場／綜合職業康復服務中心及中度智障人士宿舍 
	      庇護工場／綜合職業康復服務中心及嚴重肢體傷殘人士宿舍 
	      展能中心及嚴重智障人士宿舍 
	      嚴重殘疾人士護理院（為智障或肢體傷殘人士而設） 


	私營殘疾人士院舍買位計劃 註六 下的住宿／ 日間訓練及住宿服務 
	私營殘疾人士院舍買位計劃 註六 下的住宿／ 日間訓練及住宿服務 
	私營殘疾人士院舍買位計劃 註六 下的住宿／ 日間訓練及住宿服務 

	      同時申請買位院舍（只限於為智障／肢體傷殘／智障及弱視人士而設的輔助宿舍、中度智障人士宿舍、庇護工場／綜合職業康復服務中心及中度智障人士宿舍的申請人） 
	      同時申請買位院舍（只限於為智障／肢體傷殘／智障及弱視人士而設的輔助宿舍、中度智障人士宿舍、庇護工場／綜合職業康復服務中心及中度智障人士宿舍的申請人） 




	 
	 
	 

	註六
	註六
	 
	「買位院舍」即已參與「私營殘疾人士院舍買位計劃」的院舍
	 


	2. 申請人是否希望在輪候住宿服務期間，先接受日間訓練服務？        是        否 
	3. 地區選擇 
	日間訓練 
	日間訓練 
	日間訓練 
	日間訓練 
	日間訓練 

	住宿服務 
	住宿服務 



	      申請人沒有地區選擇 
	      申請人沒有地區選擇 
	      申請人沒有地區選擇 
	      申請人沒有地區選擇 
	      申請人希望選擇以下地區或服務單位，並明白輪候服務時間可能會因此增加： 

	      申請人沒有地區選擇，希望儘快入住院舍 
	      申請人沒有地區選擇，希望儘快入住院舍 
	      申請人希望選擇以下地區或服務單位，並明白輪候服務時間可能會因此增加： 


	1. 
	1. 
	1. 

	 
	 

	 
	 

	1. 
	1. 

	 
	 

	 
	 


	2. 
	2. 
	2. 

	 
	 

	 
	 

	2. 
	2. 

	 
	 

	 
	 


	3. 
	3. 
	3. 

	 
	 

	 
	 

	3. 
	3. 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	4. 
	4. 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	5. 
	5. 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	聲明 
	轉介者現申報處理這申請不會構成利益衝突，轉介者並非申請人的家屬或私交好友，與申請人亦無個人或社交聯繫；及轉介者已經通知申請人／家屬／監護人／照顧者就上述服務的申請及轉介事宜，社會福利署(社署)及轉介機構不會收取任何費用。若有人藉詞協助申請而索取利益，申請人／家屬／監護人／照顧者應立即向廉政公署舉報。任何人意圖行賄，亦屬違法，社署會將個案轉介廉政公署查究。 
	Figure
	 
	IX. 轉介者資料 
	個案編號： 
	個案編號： 
	個案編號： 
	個案編號： 
	個案編號： 

	 
	 

	 
	 

	轉介單位： 
	轉介單位： 

	 
	 



	轉介者姓名： 
	轉介者姓名： 
	轉介者姓名： 
	轉介者姓名： 

	(英) 
	(英) 

	 
	 

	電話／傳真： 
	電話／傳真： 

	 
	 

	／ 
	／ 

	 
	 


	 
	 
	 

	(中) 
	(中) 

	 
	 

	日期： 
	日期： 

	 
	 




	CRSRehab-IPD Form 1A 
	 
	RESTRICTED 
	Confirmation of Registration 
	 
	From: Central Referral System for Rehabilitation Services Subsystem for Person with Intellectual/Physical Disabilities  
	Social Welfare Department 6/F, West Coast International Building 
	290-296 Un Chau Street, Sham Shui Po, Kowloon 
	To: 
	Figure
	 
	 
	 
	 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 

	3586 3809 / 3586 3826 / 3422 3995 
	3586 3809 / 3586 3826 / 3422 3995 

	Your Ref.: 
	Your Ref.: 

	      
	      



	Fax: 
	Fax: 
	Fax: 
	Fax: 

	3755 4946 
	3755 4946 

	Your Fax: 
	Your Fax: 

	      
	      


	Date: 
	Date: 
	Date: 

	 
	 

	 
	 

	 
	 




	 
	 
	 
	 
	 

	 
	 




	 
	The following applicant has been registered in CRSRehab-IPD for rehabilitation service. Please kindly verify the following data, raise amendment and update any subsequent change to CRSRehab-IPD by Form 3 (Section I, II or VIII only) or Form 1 (including but not limited to Section III to VII). For case enquiries, please contact the staff-on-duty at 3586 3647 / 3586 3648. For data protection, only enquiries from the referrer will be answered. 
	 
	I. Personal Particulars  
	I. Personal Particulars  
	I. Personal Particulars  
	I. Personal Particulars  
	I. Personal Particulars  
	I. Personal Particulars  
	I. Personal Particulars  





	Name (English): 
	Name (English): 
	Name (English): 
	Name (English): 

	      
	      


	Name (Chinese): 
	Name (Chinese): 
	Name (Chinese): 

	      
	      


	Sex: 
	Sex: 
	Sex: 

	      
	      

	Date of Birth: 
	Date of Birth: 

	      
	      


	HKIC No.: 
	HKIC No.: 
	HKIC No.: 

	      
	      

	Residential district: 
	Residential district: 

	      
	      


	Service received: 
	Service received: 
	Service received: 

	      
	      




	 
	II. Disability 
	II. Disability 
	II. Disability 
	II. Disability 
	II. Disability 
	II. Disability 
	II. Disability 





	Physical disability: 
	Physical disability: 
	Physical disability: 
	Physical disability: 

	      
	      

	Mobility:  
	Mobility:  

	      
	      


	Intellectual disability: 
	Intellectual disability: 
	Intellectual disability: 

	      
	      

	Climb stairs/slope: 
	Climb stairs/slope: 

	      
	      


	Date of assessment: 
	Date of assessment: 
	Date of assessment: 

	      
	      

	Public transport: 
	Public transport: 

	      
	      


	Other disability/illness: 
	Other disability/illness: 
	Other disability/illness: 

	      
	      

	Rehabaid used: 
	Rehabaid used: 

	      
	      


	TR
	Treatment receiving: 
	Treatment receiving: 

	      
	      


	 
	 
	 

	 
	 

	 
	 

	 
	 


	III. Nursing Care Needs 
	III. Nursing Care Needs 
	III. Nursing Care Needs 
	III. Nursing Care Needs 
	III. Nursing Care Needs 




	 
	 
	 

	Score 
	Score 

	 
	 

	Score 
	Score 

	 
	 

	Score 
	Score 


	Skin Problem: 
	Skin Problem: 
	Skin Problem: 

	           
	           

	Feeding Problem 
	Feeding Problem 

	           
	           

	Medication: 
	Medication: 

	           
	           


	Continence Control: 
	Continence Control: 
	Continence Control: 

	           
	           

	Epilepsy Condition: 
	Epilepsy Condition: 

	           
	           

	Oxygen Therapy: 
	Oxygen Therapy: 

	           
	           


	Suctioning: 
	Suctioning: 
	Suctioning: 

	           
	           

	Bed Ridden: 
	Bed Ridden: 

	           
	           

	Special Nursing Care: 
	Special Nursing Care: 

	           
	           


	 
	 
	 

	 
	 

	 
	 

	 
	 

	Overall: 
	Overall: 

	           
	           


	IV. Functional Impairment 
	IV. Functional Impairment 
	IV. Functional Impairment 
	IV. Functional Impairment 
	IV. Functional Impairment 




	 
	 
	 

	Score 
	Score 

	 
	 

	Score 
	Score 

	 
	 

	Score 
	Score 


	Bathing and Shampooing: 
	Bathing and Shampooing: 
	Bathing and Shampooing: 

	           
	           

	Dressing and Undressing: 
	Dressing and Undressing: 

	           
	           

	Transfer: 
	Transfer: 

	           
	           


	Toilet Use: 
	Toilet Use: 
	Toilet Use: 

	           
	           

	Feeding and Drinking: 
	Feeding and Drinking: 

	           
	           

	Indoor Mobility: 
	Indoor Mobility: 

	           
	           


	 
	 
	 

	 
	 

	 
	 

	 
	 

	Overall:  
	Overall:  

	           
	           




	 
	V. Challenging Behaviour 
	V. Challenging Behaviour 
	V. Challenging Behaviour 
	V. Challenging Behaviour 
	V. Challenging Behaviour 
	V. Challenging Behaviour 
	V. Challenging Behaviour 





	 
	 
	 
	 

	 
	 

	 
	 

	 
	 

	Score(s) 
	Score(s) 

	 
	 

	 
	 


	Aggressive Behaviours: 
	Aggressive Behaviours: 
	Aggressive Behaviours: 

	A1: 
	A1: 

	           
	           

	A2: 
	A2: 

	           
	           

	 
	 

	 
	 


	Self-injurious Behaviours: 
	Self-injurious Behaviours: 
	Self-injurious Behaviours: 

	B1: 
	B1: 

	           
	           

	B2: 
	B2: 

	           
	           

	B3: 
	B3: 

	           
	           


	Property Destruction Behaviours: 
	Property Destruction Behaviours: 
	Property Destruction Behaviours: 

	C1: 
	C1: 

	           
	           

	C2: 
	C2: 

	           
	           

	 
	 

	 
	 


	Other Challenging Behaviours: 
	Other Challenging Behaviours: 
	Other Challenging Behaviours: 

	D: 
	D: 

	           
	           

	 
	 

	 
	 

	 
	 

	 
	 


	Coping Difficulty 
	Coping Difficulty 
	Coping Difficulty 

	E: 
	E: 

	           
	           

	 
	 

	 
	 

	 
	 

	 
	 


	Total scores on items A1, B1, C1 & D: 
	Total scores on items A1, B1, C1 & D: 
	Total scores on items A1, B1, C1 & D: 

	           
	           

	Total scores on items A2, B2, B3 and C2: 
	Total scores on items A2, B2, B3 and C2: 

	           
	           


	Score on item E: 
	Score on item E: 
	Score on item E: 

	           
	           




	CRSRehab-IPD Form 1A 
	 
	RESTRICTED 
	VI. Family Coping 
	VI. Family Coping 
	VI. Family Coping 
	VI. Family Coping 
	VI. Family Coping 
	VI. Family Coping 
	VI. Family Coping 




	A1. Care System 
	A1. Care System 
	A1. Care System 



	Types of carer 
	Types of carer 
	Types of carer 
	Types of carer 

	Name 
	Name 

	Sex/Age 
	Sex/Age 

	Relationship 
	Relationship 

	Live Togthr. 
	Live Togthr. 

	Occupation/Wkg. Hr. 
	Occupation/Wkg. Hr. 

	Care Hrs/Wk. 
	Care Hrs/Wk. 


	(a) Primary carer 
	(a) Primary carer 
	(a) Primary carer 

	 
	 

	/ 
	/ 

	 
	 

	 
	 

	/ 
	/ 

	 
	 


	(b) Secondary carer  
	(b) Secondary carer  
	(b) Secondary carer  

	 
	 

	/ 
	/ 

	 
	 

	 
	 

	/ 
	/ 

	 
	 


	(c) Other carer(s) 
	(c) Other carer(s) 
	(c) Other carer(s) 

	 
	 

	/ 
	/ 

	 
	 

	 
	 

	/ 
	/ 

	 
	 




	 
	A2. Risks Encountered by the Care System: 
	B. Interpersonal Relationship: 
	C. Other Risk Factors: 
	 
	VII. Conclusion on Residential Care Need Assessment 
	VII. Conclusion on Residential Care Need Assessment 
	VII. Conclusion on Residential Care Need Assessment 
	VII. Conclusion on Residential Care Need Assessment 
	VII. Conclusion on Residential Care Need Assessment 
	VII. Conclusion on Residential Care Need Assessment 
	VII. Conclusion on Residential Care Need Assessment 




	A. Nursing Care 
	A. Nursing Care 
	A. Nursing Care 



	Level of nursing care: 
	Level of nursing care: 
	Level of nursing care: 
	Level of nursing care: 

	      
	      


	Whether family can offer assistance: 
	Whether family can offer assistance: 
	Whether family can offer assistance: 

	      
	      


	Whether social service can offer assistance: 
	Whether social service can offer assistance: 
	Whether social service can offer assistance: 

	      
	      


	 
	 
	 


	B. Functional Impairment 
	B. Functional Impairment 
	B. Functional Impairment 


	Level of functional impairment: 
	Level of functional impairment: 
	Level of functional impairment: 

	      
	      


	Whether family can offer assistance: 
	Whether family can offer assistance: 
	Whether family can offer assistance: 

	      
	      


	Whether social service can offer assistance: 
	Whether social service can offer assistance: 
	Whether social service can offer assistance: 

	      
	      


	 
	 
	 


	C. Challenging Behaviour 
	C. Challenging Behaviour 
	C. Challenging Behaviour 


	Whether there is challenging behaviour: 
	Whether there is challenging behaviour: 
	Whether there is challenging behaviour: 

	      
	      


	Whether family can offer assistance: 
	Whether family can offer assistance: 
	Whether family can offer assistance: 

	      
	      


	Whether social service can offer assistance: 
	Whether social service can offer assistance: 
	Whether social service can offer assistance: 

	      
	      


	 
	 
	 


	D. Family Coping 
	D. Family Coping 
	D. Family Coping 


	Problem/Risk: 
	Problem/Risk: 
	Problem/Risk: 

	      
	      


	Whether family can offer assistance: 
	Whether family can offer assistance: 
	Whether family can offer assistance: 

	      
	      


	Whether social service can offer assistance: 
	Whether social service can offer assistance: 
	Whether social service can offer assistance: 

	      
	      


	 
	 
	 


	E. Assessment Result 
	E. Assessment Result 
	E. Assessment Result 


	Whether there is need for residential care service at present: 
	Whether there is need for residential care service at present: 
	Whether there is need for residential care service at present: 

	      
	      


	Service recommended according to the Assessor Manual: 
	Service recommended according to the Assessor Manual: 
	Service recommended according to the Assessor Manual: 

	      
	      


	Whether justification for altering the assessment result is provided: 
	Whether justification for altering the assessment result is provided: 
	Whether justification for altering the assessment result is provided: 

	      
	      


	Whether the justification is approved: 
	Whether the justification is approved: 
	Whether the justification is approved: 

	      
	      




	 
	 
	VIII. Placement Arrangement 
	VIII. Placement Arrangement 
	VIII. Placement Arrangement 
	VIII. Placement Arrangement 
	VIII. Placement Arrangement 
	VIII. Placement Arrangement 
	VIII. Placement Arrangement 





	Service: 
	Service: 
	Service: 
	Service: 

	      
	      

	Application date: 
	Application date: 


	TR
	 
	 

	(i) Residential 
	(i) Residential 

	      
	      


	Availability for day service: 
	Availability for day service: 
	Availability for day service: 

	      
	      

	(ii) Day 
	(ii) Day 

	      
	      


	Waiting List: 
	Waiting List: 
	Waiting List: 

	      
	      

	CRSRehab no.: 
	CRSRehab no.: 

	      
	      


	Location preference: 
	Location preference: 
	Location preference: 

	 
	 

	 
	 


	Day placement 
	Day placement 
	Day placement 

	Residential placement 
	Residential placement 


	      
	      
	      

	      
	      




	 
	 
	 
	( 
	( 
	( 
	( 
	( 

	 
	 

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab-IPD 
	Oi/c CRSRehab-IPD 

	 
	 




	 
	 
	 
	 
	CRSRehab-IPD Form 1B 
	限閱文件 
	RESTRICTED 
	 
	社會福利署 
	康復服務中央轉介系統 
	申請康復服務登記書 
	Notification of Registration for Rehabilitation Services 
	Central Referral System for Rehabilitation Services  
	Social Welfare Department 
	致： 康復服務申請人（經個案社工／轉介者轉交） 
	To: Applicant (Via Caseworker/Referrer) 
	下列申請經已於社會福利署（社署）康復服務中央轉介系統內登記，詳情如下： 
	The following application has been registered in the Central Referral System for Rehabilitation Services of the Social Welfare Department (SWD) with details listed as below: 
	 
	姓名： 
	姓名： 
	姓名： 
	姓名： 
	姓名： 
	Name: 

	      
	      



	香港身份證： 
	香港身份證： 
	香港身份證： 
	香港身份證： 
	Hong Kong Identity Card: 

	      
	      


	申請日期： 
	申請日期： 
	申請日期： 
	Date of Application: 

	      
	      


	申請輪候的康復服務： 
	申請輪候的康復服務： 
	申請輪候的康復服務： 
	Rehabilitation Service(s) Applying for: 

	      
	      


	輪候狀況： 
	輪候狀況： 
	輪候狀況： 
	Status on Waiting List: 

	      
	      


	檔案號碼： 
	檔案號碼： 
	檔案號碼： 
	Your Reference: 

	      
	      


	申請人編號： 
	申請人編號： 
	申請人編號： 
	CRSRehab No.: 

	      
	      


	服務地區選擇： 
	服務地區選擇： 
	服務地區選擇： 
	Location Preference: 

	 
	 
	 




	 
	倘若你獲得編配所申請的服務，康復服務中央轉介系統將會透過你的個案社工／轉介者與你聯絡，安排接受有關服務。為令各方面保持緊密聯絡，若果你的聯絡地址、電話或所需的服務已轉變，請儘快通知個案社工／轉介者，以便他／她將有關資料轉達本系統。就上述服務的申請及轉介事宜，社署及轉介機構不會收取任何費用。若有人藉詞協助申請而索取利益，申請人應立即向廉政公署舉報。任何人意圖行賄，亦屬違法，社署會將個案轉介廉政公署查究。 
	 
	Once you are selected for a placement in rehabilitation unit, the Central Referral System for Rehabilitation Services will inform you via the Caseworker/Referrer to prepare for acceptance of placement offer.  For maintaining good contacts among all parties concerned, please inform the Caseworker/Referrer as early as possible if you have changes in your address, telephone number or rehabilitation services required, so that information may be updated at the Central Referral System for Rehabilitation Services.
	 
	如你對以上的申請有任何查詢，請與你的個案社工／轉介者聯絡： 
	Should you have any enquiry on the above application, you may contact your Caseworker/Referrer: 
	個案社工／轉介者姓名： 
	個案社工／轉介者姓名： 
	個案社工／轉介者姓名： 
	個案社工／轉介者姓名： 
	個案社工／轉介者姓名： 
	Caseworker/Referrer Name: 

	      
	      



	機構名稱： 
	機構名稱： 
	機構名稱： 
	機構名稱： 
	Centre Name: 

	      
	      


	辦公室地址： 
	辦公室地址： 
	辦公室地址： 
	Office Address: 

	      
	      


	聯絡電話（內線）： 
	聯絡電話（內線）： 
	聯絡電話（內線）： 
	Phone Contact No. (ext.): 

	      
	      




	CRSRehabIPD Form 1B 
	CRSRehabIPD Form 1B 
	CRSRehabIPD Form 1B 
	CRSRehabIPD Form 1B 
	CRSRehabIPD Form 1B 
	 
	 
	After explanation by the Caseworker/Referrer, I ,__________, the applicant/family member(s)/carer(s)/guardian* of __________, understand and agree that the application has been registered in the Central Referral System for Rehabilitation Services of the Social Welfare Department (SWD). 
	 
	經個案社工／轉介者解釋，本人＿＿＿＿＿＿，為*服務申請人／＿＿＿＿＿＿＿的家屬／照顧者／監護人* 明白及同意申請經已於社會福利署康復服務中央轉介系統內登記。 
	 
	 
	服務申請人／家屬／照顧者／監護人*： 
	服務申請人／家屬／照顧者／監護人*： 
	服務申請人／家屬／照顧者／監護人*： 
	服務申請人／家屬／照顧者／監護人*： 
	Applicant/family member(s)/carer(s)/guardian *: 

	 
	 


	簽署日期： 
	簽署日期： 
	簽署日期： 
	Date of Signature: 

	 
	 



	 
	*刪去不適用者  
	*Delete whichever is inapplicable 
	 


	 
	 
	 




	 
	 
	To : 
	To : 
	 
	 
	 
	 
	 

	 
	 Annex to CRSRehab-IPD Form 1B 
	 
	Date:   
	 
	 
	Notification of Assessment Result 
	You have received the Standardised Assessment for Residential Care Services for Persons with Disabilities on                (Date).  The assessment result is as follows:
	You have received the Standardised Assessment for Residential Care Services for Persons with Disabilities on                (Date).  The assessment result is as follows:
	 
	Span

	□ 
	□ 
	□ 
	□ 
	□ 

	You are suitable for                      service. 
	You are suitable for                      service. 



	□ 
	□ 
	□ 
	□ 

	Your residential care services need is not confirmed.  Hence, your application for residential care services is rejected.  
	Your residential care services need is not confirmed.  Hence, your application for residential care services is rejected.  


	□ 
	□ 
	□ 

	You are not suitable for residential care services for persons with disabilities.  Please apply to the Hospital Authority for Infirmary Service. 
	You are not suitable for residential care services for persons with disabilities.  Please apply to the Hospital Authority for Infirmary Service. 




	 
	 

	Please note that this assessment result is based on your current situation.  If you disagree with the assessment result, you may lodge an appeal to the Secretariat to Appeal Panel for Standardised Assessment for Residential Care Services for Persons with Disabilities (Address: 6/F, West Coast International Building, 290-296 Un Chau Street, Sham Shui Po, Kowloon) within 6 weeks from the date of this notification.
	Please note that this assessment result is based on your current situation.  If you disagree with the assessment result, you may lodge an appeal to the Secretariat to Appeal Panel for Standardised Assessment for Residential Care Services for Persons with Disabilities (Address: 6/F, West Coast International Building, 290-296 Un Chau Street, Sham Shui Po, Kowloon) within 6 weeks from the date of this notification.
	 

	If you encounter any changes in health and family conditions in future, you may *re-apply for residential care services/apply for change of service waitlisted.  Examples of the changes include:
	If you encounter any changes in health and family conditions in future, you may *re-apply for residential care services/apply for change of service waitlisted.  Examples of the changes include:
	 

	(i) significant changes in health condition or need for nursing/personal care; 
	(i) significant changes in health condition or need for nursing/personal care; 
	(i) significant changes in health condition or need for nursing/personal care; 

	(ii) increase or decrease in challenging or uncontrollable behaviour; 
	(ii) increase or decrease in challenging or uncontrollable behaviour; 

	(iii) significant changes in physical and psychological condition of primary carer; 
	(iii) significant changes in physical and psychological condition of primary carer; 

	(iv) changes in family circumstances leading to different caring pattern for the applicant; and 
	(iv) changes in family circumstances leading to different caring pattern for the applicant; and 

	(v) any significant event, e.g. abuse or neglect incident concerning the applicant or the family members. 
	(v) any significant event, e.g. abuse or neglect incident concerning the applicant or the family members. 


	You may approach the social workers of the Rehabilitation Services Units you are currently attending/Medical Social Services Units/Integrated Family Services Centres at your home vicinity for arrangement of re-assessment of your residential care services needs. 
	You may approach the social workers of the Rehabilitation Services Units you are currently attending/Medical Social Services Units/Integrated Family Services Centres at your home vicinity for arrangement of re-assessment of your residential care services needs. 
	 

	If you have any enquiries, please contact our social worker              at               . 
	 
	 
	 
	_____________________________ （Referring Social Worker） 
	_____________________________ 
	（Service Unit） 
	 
	*Please delete as inapplicable  
	Annex to CRSRehab-IPD Form 1B 
	 
	 
	 
	 
	致 先生∕女士：  
	 
	評估 結 果通知書 
	 
	你於 20 年 月 日所接受的殘疾人士住宿服務評估， 結果如下：  
	 
	□ 你適宜接受   服務。  
	□ 你適宜接受   服務。  
	□ 你適宜接受   服務。  

	□ 你的住宿服務需要未被確定，因此你的住宿服務申請並未被接納。  
	□ 你的住宿服務需要未被確定，因此你的住宿服務申請並未被接納。  

	□ 你不適宜殘疾人士住宿服務，可向醫院管理局申請療養院服務。  
	□ 你不適宜殘疾人士住宿服務，可向醫院管理局申請療養院服務。  


	 
	這個評估結果是基於申請人的現況而得出的，倘若你不滿意評估結果，可於此通知書發出日期起六星期內透過社工或直接經書面向殘疾人士住宿服務評估上訴專責小組秘書處提出上訴，地址為：九龍深水埗元州街290-296號西岸國際大廈6樓。  
	 
	倘若將來你的身體或家庭狀況出現以下轉變，可 * 再申請住宿服務/ 申請其他住宿服務類別： 
	 
	一、  
	一、  
	一、  
	一、  
	一、  

	身體狀況或所需的照顧出現明顯轉變；  
	身體狀況或所需的照顧出現明顯轉變；  



	二、  
	二、  
	二、  
	二、  

	行為問題或不受控制行為明顯增加或減少；  
	行為問題或不受控制行為明顯增加或減少；  


	三、  
	三、  
	三、  

	主要照顧者的身體狀況出現明顯轉變；  
	主要照顧者的身體狀況出現明顯轉變；  


	四、  
	四、  
	四、  

	家庭狀況出現轉變而導致對申請人有不同的照顧安排；或  
	家庭狀況出現轉變而導致對申請人有不同的照顧安排；或  


	五、  
	五、  
	五、  

	發生一些重要事件，例如申請人或家人受到虐待等。  
	發生一些重要事件，例如申請人或家人受到虐待等。  




	 
	你可以向正在為你提供服務的康復服務機構∕醫務社會服務部∕你家居附近的綜合家庭服務中 心社工尋求協助，重新評估你的住宿需要。  
	 
	如你有任何疑問，請致電 與本辦事處  社工聯絡。  
	 
	* 删去不適用者  
	_____________________________  
	（個案社工姓名）  
	 
	_____________________________  
	（服務單位名稱）  
	 年 月 日 
	  
	CRSRehab-IPD Form 1C 
	 
	Registration of Assessment Result 
	 
	From: Central Referral System for Rehabilitation Services Subsystem for Persons with Intellectual/Physical Disabilities Social Welfare Department 6/F, West Coast International Building 
	290-296 Un Chau Street, Sham Shui Po, Kowloon 
	To: 
	Figure
	 
	 
	 
	 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 

	3586 3809 / 3586 3826 / 3422 3995 
	3586 3809 / 3586 3826 / 3422 3995 

	Your Ref.: 
	Your Ref.: 

	      
	      



	Fax: 
	Fax: 
	Fax: 
	Fax: 

	3755 4946 
	3755 4946 

	Your Fax: 
	Your Fax: 

	      
	      


	Date: 
	Date: 
	Date: 

	 
	 

	 
	 

	 
	 




	 
	Figure
	 
	 
	Name: 
	HKIC No.:  
	 
	The assessment result on the above-named has been registered. The CRSRehab-IPD Form 1 is returned to you for retention. 
	 
	□ Recommendation for residential care services in Part VII E3 of CRSRehab- IPD Form 1 is approved. 
	□ Recommendation for residential care services in Part VII E3 of CRSRehab- IPD Form 1 is approved. 
	□ Recommendation for residential care services in Part VII E3 of CRSRehab- IPD Form 1 is approved. 


	 
	□ Recommendation for residential care services in Part VII E3 of CRSRehab- IPD Form 1 is considered not justified; the applicant has been waitlisted for residential care service in accordance with the assessment result. 
	□ Recommendation for residential care services in Part VII E3 of CRSRehab- IPD Form 1 is considered not justified; the applicant has been waitlisted for residential care service in accordance with the assessment result. 
	□ Recommendation for residential care services in Part VII E3 of CRSRehab- IPD Form 1 is considered not justified; the applicant has been waitlisted for residential care service in accordance with the assessment result. 


	 
	□ The applicant is assessed to have no residential care service need. Please consider application for day training service/community support service.  
	□ The applicant is assessed to have no residential care service need. Please consider application for day training service/community support service.  
	□ The applicant is assessed to have no residential care service need. Please consider application for day training service/community support service.  


	 
	□ The residential care service need of the applicant is beyond the care level of Care and Attention Home for Severely Disabled Persons. Please consider application for infirmary service. 
	□ The residential care service need of the applicant is beyond the care level of Care and Attention Home for Severely Disabled Persons. Please consider application for infirmary service. 
	□ The residential care service need of the applicant is beyond the care level of Care and Attention Home for Severely Disabled Persons. Please consider application for infirmary service. 


	 
	 
	If you have any question, please contact the staff-on-duty at 3586 3809 / 3586 3826 / 3422 3995 for discussion on the case. 
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	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab-IPD 
	Oi/c CRSRehab-IPD 

	 
	 




	 
	 
	 
	 
	  
	CRSRehab-IPD Form 1D 
	RESTRICTED 
	Updating on Family Coping Condition 
	From: 
	From: 
	From: 
	From: 
	From: 

	      
	      

	 
	 

	 
	 

	To: 
	To: 

	Central Referral System for Rehabilitation Services Subsystem for Persons with Intellectual/Physical Disabilities Social Welfare Department 6/F, West Coast International Building 290-296 Un Chau Street Sham Shui Po, Kowloon 
	Central Referral System for Rehabilitation Services Subsystem for Persons with Intellectual/Physical Disabilities Social Welfare Department 6/F, West Coast International Building 290-296 Un Chau Street Sham Shui Po, Kowloon 



	TBody
	TR
	 
	 

	(Name of Referring Office) 
	(Name of Referring Office) 
	      

	 
	 

	 
	 


	TR
	 
	 

	(Name of Organisation) 
	(Name of Organisation) 
	      

	 
	 

	 
	 


	TR
	 Ref.: 
	 Ref.: 

	(Address of Referring Office) 
	(Address of Referring Office) 
	      

	 
	 

	 
	 


	Tel.: 
	Tel.: 
	Tel.: 

	      
	      

	 
	 

	 
	 

	 
	 

	3586 3809 (DAC/HSMH/C&A/SD) 
	3586 3809 (DAC/HSMH/C&A/SD) 
	3586 3826 (SW/IVRSC/SHOS/HMMH/HSPH) 
	3422 3995 (Inactive Waitlisting Mechansim) 


	TR
	Fax: 
	Fax: 

	      
	      

	 
	 

	 
	 

	Tel.: 
	Tel.: 


	Date: 
	Date: 
	Date: 

	      
	      

	 
	 

	 
	 

	Fax: 
	Fax: 

	3755 4946 
	3755 4946 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	Name: 
	Name: 
	Name: 
	Name: 
	Name: 

	      
	      

	HKIC No.: 
	HKIC No.: 

	      
	      

	CRSRehab No.: 
	CRSRehab No.: 

	      
	      



	Date of removal to inactive waiting list: 
	Date of removal to inactive waiting list: 
	Date of removal to inactive waiting list: 
	Date of removal to inactive waiting list: 

	      
	      

	 
	 

	 
	 




	 
	Upon the below case review, the applicant’s caring condition has been changed and he/she is in need of residential care services.  Please put him/her* back to the active waiting list for RCHD services. 
	 
	A. Care System 
	1. Particulars of Carer(s) 
	1. Particulars of Carer(s) 
	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. 
	 “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 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. 
	 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. 
	 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 
	Types of Carer 
	Types of Carer 
	Types of Carer 
	Types of Carer 

	Name 
	Name 

	Sex 
	Sex 

	Age 
	Age 

	Relationship 
	Relationship 

	Whether Living together 
	Whether Living together 

	Occupation 
	Occupation 

	Working Hour 
	Working Hour 

	Care Hours per Week* 
	Care Hours per Week* 



	(a) Primary carer 
	(a) Primary carer 
	(a) Primary carer 
	(a) Primary carer 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	(b) Secondary carer 
	(b) Secondary carer 
	(b) Secondary carer 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


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

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	*Calculated by 168 hours (total no. of hours in a week) minus the no. of hours that the applicant receives residential or day care/training (if applicable) and that the carer does not have to care for the applicant. 
	 
	2. Risks Encountered by the Care System 
	2. Risks Encountered by the Care System 
	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): 
	Due to the following circumstances, the referrer considers that the existing care system is encountering considerable risk(s): 
	Due to the following circumstances, the referrer considers that the existing care system is encountering considerable risk(s): 
	Due to the following circumstances, the referrer considers that the existing care system is encountering considerable risk(s): 
	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 55 years old or above 
	(a)  The primary carer is 55 years old or above 
	(a)  The primary carer is 55 years old or above 
	(a)  The primary carer is 55 years old or above 
	(a)  The primary carer is 55 years old or above 
	(a)  The primary carer is 55 years old or above 



	 
	 


	(b) The primary carer is deteriorating in physical health condition (e.g. physical strain) or suffering from chronic illnesses and cannot look after the applicant 
	(b) The primary carer is deteriorating in physical health condition (e.g. physical strain) or suffering from chronic illnesses and cannot look after the applicant 
	(b) The primary carer is deteriorating in physical health condition (e.g. physical strain) or suffering from chronic illnesses and cannot look after the applicant 
	(b) The primary carer is deteriorating in physical health condition (e.g. physical strain) or suffering from chronic illnesses and cannot look after the applicant 
	(b) The primary carer is deteriorating in physical health condition (e.g. physical strain) or suffering from chronic illnesses and cannot look after the applicant 



	 
	 


	(c) The primary carer is a person with physical/intellectual disability or person in mental recovery 
	(c) The primary carer is a person with physical/intellectual disability or person in mental recovery 
	(c) The primary carer is a person with physical/intellectual disability or person in mental recovery 
	(c) The primary carer is a person with physical/intellectual disability or person in mental recovery 
	(c) The primary carer is a person with physical/intellectual disability or person in mental recovery 



	 
	 


	(d) The primary carer is deteriorating in mental health condition or emotionally disturbed and cannot look after the applicant 
	(d) The primary carer is deteriorating in mental health condition or emotionally disturbed and cannot look after the applicant 
	(d) The primary carer is deteriorating in mental health condition or emotionally disturbed and cannot look after the applicant 
	(d) The primary carer is deteriorating in mental health condition or emotionally disturbed and cannot look after the applicant 
	(d) The primary carer is deteriorating in mental health condition or emotionally disturbed and cannot look after the applicant 



	 
	 


	(e) The primary carer has to take care of other person(s) with disability or chronic illness and cannot look after the applicant 
	(e) The primary carer has to take care of other person(s) with disability or chronic illness and cannot look after the applicant 
	(e) The primary carer has to take care of other person(s) with disability or chronic illness and cannot look after the applicant 
	(e) The primary carer has to take care of other person(s) with disability or chronic illness and cannot look after the applicant 
	(e) The primary carer has to take care of other person(s) with disability or chronic illness and cannot look after the applicant 



	 
	 


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



	 
	 


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



	 
	 


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



	 
	 




	CRSRehab-IPD Form 1D 
	B. Interpersonal Relationship 
	 
	Due to the following circumstances, the referrer considers that the interpersonal relationship of the applicant has serious problem:  
	Due to the following circumstances, the referrer considers that the interpersonal relationship of the applicant has serious problem:  
	Due to the following circumstances, the referrer considers that the interpersonal relationship of the applicant has serious problem:  
	Due to the following circumstances, the referrer considers that the interpersonal relationship of the applicant has serious problem:  
	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 
	1. The applicant had at least two occasions of serious conflict with family member or inmate in the past three months 
	1. The applicant had at least two occasions of serious conflict with family member or inmate in the past three months 
	1. The applicant had at least two occasions of serious conflict with family member or inmate in the past three months 

	 
	 


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

	 
	 


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

	 
	 




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

	 
	 


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

	 
	 


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

	 
	 


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

	 
	 




	 
	D.  Assessment Result 
	 After considering the above assessment result of item A to C, it indicates that the existing care system, day training or community support services cannot provide adequate assistance to the applicant and his/her* family.  His/her* application for residential care service needs to be reactivated. 
	 
	Remarks   
	  
	  
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Signature: 
	Signature: 

	 
	 



	 
	 
	 
	 

	Name: 
	Name: 

	      
	      


	 
	 
	 

	Post: 
	Post: 

	      
	      




	 
	 
	* Please delete as appropriate 
	  
	CRSRehab-IPD Form 1D 
	【限閱文件】 
	家人／照顧者的應付能力(更新) 
	 
	由： 
	由： 
	由： 
	由： 
	由： 

	      
	      

	 
	 

	 
	 

	致： 
	致： 

	社會福利署 
	社會福利署 



	 
	 
	 
	 

	(轉介單位) 
	(轉介單位) 
	      

	 
	 

	 
	 

	 
	 

	康復及醫務社會服務科 
	康復及醫務社會服務科 
	康復服務中央轉介系統-智障／肢體傷殘人士子系統 


	 
	 
	 

	(轉介機構) 
	(轉介機構) 
	      

	 
	 

	 
	 

	 
	 

	九龍深水埗元州街290-296號西岸國際大廈6樓               
	九龍深水埗元州街290-296號西岸國際大廈6樓               


	 個案編號： 
	 個案編號： 
	 個案編號： 

	(轉介單位地址) 
	(轉介單位地址) 
	      

	 
	 

	 
	 

	 
	 

	 
	 
	3586 3809 (DAC/HSMH/C&A/SD) 


	電話： 
	電話： 
	電話： 

	      
	      

	 
	 

	 
	 

	 
	 

	3586 3826 (SW/IVRSC/SHOS/HMMH/HSPH) 
	3586 3826 (SW/IVRSC/SHOS/HMMH/HSPH) 
	3422 3995 (Inactive Waitlisting Mechansim) 


	TR
	傳真： 
	傳真： 

	      
	      

	 
	 

	 
	 

	電話： 
	電話： 


	日期： 
	日期： 
	日期： 

	      
	      

	 
	 

	 
	 

	傳真： 
	傳真： 

	3755 4946 
	3755 4946 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	姓名： 
	姓名： 
	姓名： 
	姓名： 
	姓名： 

	 
	 

	香港身份證號碼： 
	香港身份證號碼： 

	 
	 

	申請人編號：: 
	申請人編號：: 

	 
	 



	轉移至「非活躍」輪候冊日期： 
	轉移至「非活躍」輪候冊日期： 
	轉移至「非活躍」輪候冊日期： 
	轉移至「非活躍」輪候冊日期： 

	 
	 

	 
	 

	 
	 




	 
	 
	根據以下個案評估，申請人的照顧狀況有變，需要接受住宿照顧服務，請將申請人重新列入「活躍」輪候冊。 
	A. 照顧系統 
	 
	1. 照顧者資料 
	 「主要照顧者」與「次要照顧者」是指會或將會為申請人提供照顧或協助的家人，包括父母、家屬或親人。 
	 「主要照顧者」與「次要照顧者」是指會或將會為申請人提供照顧或協助的家人，包括父母、家屬或親人。 
	 「主要照顧者」與「次要照顧者」是指會或將會為申請人提供照顧或協助的家人，包括父母、家屬或親人。 

	 如果申請人現正接受院舍、醫院或特殊學校寄宿服務，則以申請人回家渡假時或離開院舍後，會照顧申請人的家人為「主要照顧者」及「次要照顧者」。在這情況之下，他們的「每週照顧時數」可能會較低甚至為零。 
	 如果申請人現正接受院舍、醫院或特殊學校寄宿服務，則以申請人回家渡假時或離開院舍後，會照顧申請人的家人為「主要照顧者」及「次要照顧者」。在這情況之下，他們的「每週照顧時數」可能會較低甚至為零。 

	 倘若申請人沒有主要或次要照顧者，請於相關的「姓名」一欄填「無」。 
	 倘若申請人沒有主要或次要照顧者，請於相關的「姓名」一欄填「無」。 

	 「其他照顧者」是指會提供協助的鄰居、朋友，或受聘照顧申請人的家庭傭工，但不包括院舍或醫院職員。 
	 「其他照顧者」是指會提供協助的鄰居、朋友，或受聘照顧申請人的家庭傭工，但不包括院舍或醫院職員。 


	照顧者類別 
	照顧者類別 
	照顧者類別 
	照顧者類別 
	照顧者類別 

	姓名 
	姓名 

	性別／年齡 
	性別／年齡 

	關係 
	關係 

	是否同住 
	是否同住 

	職業 
	職業 

	工作時間 
	工作時間 

	每週照顧時數* 
	每週照顧時數* 



	(a)主要照顧者  
	(a)主要照顧者  
	(a)主要照顧者  
	(a)主要照顧者  

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	(b)次要照顧者  
	(b)次要照顧者  
	(b)次要照顧者  

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	(c)其他照顧者 
	(c)其他照顧者 
	(c)其他照顧者 
	（可多於一位） 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	*計算方法為將一星期共168小時減去申請人接受住宿照顧或日間照顧∕訓練(如適用)及照顧者不用提供照顧的時數。 
	 
	2. 照顧系統所面臨的危機 
	由於出現以下情況，評估員認為現有照顧系統已面臨相當的危機或風險： 
	由於出現以下情況，評估員認為現有照顧系統已面臨相當的危機或風險： 
	由於出現以下情況，評估員認為現有照顧系統已面臨相當的危機或風險： 
	由於出現以下情況，評估員認為現有照顧系統已面臨相當的危機或風險： 
	由於出現以下情況，評估員認為現有照顧系統已面臨相當的危機或風險： 
	1 出現所述的情況 0 沒有所述的情況，或申請人沒有主要照顧者 



	(a) 主要照顧者年齡已達55歲或以上 
	(a) 主要照顧者年齡已達55歲或以上 
	(a) 主要照顧者年齡已達55歲或以上 
	(a) 主要照顧者年齡已達55歲或以上 
	(a) 主要照顧者年齡已達55歲或以上 
	(a) 主要照顧者年齡已達55歲或以上 



	 
	 


	(b) 主要照顧者身體健康轉差（例如:身體勞損）或有長期病患，以致無法照顧申請人 
	(b) 主要照顧者身體健康轉差（例如:身體勞損）或有長期病患，以致無法照顧申請人 
	(b) 主要照顧者身體健康轉差（例如:身體勞損）或有長期病患，以致無法照顧申請人 
	(b) 主要照顧者身體健康轉差（例如:身體勞損）或有長期病患，以致無法照顧申請人 
	(b) 主要照顧者身體健康轉差（例如:身體勞損）或有長期病患，以致無法照顧申請人 



	 
	 


	(c) 主要照顧者為肢體傷殘人士、智障人士或精神復元人士 
	(c) 主要照顧者為肢體傷殘人士、智障人士或精神復元人士 
	(c) 主要照顧者為肢體傷殘人士、智障人士或精神復元人士 
	(c) 主要照顧者為肢體傷殘人士、智障人士或精神復元人士 
	(c) 主要照顧者為肢體傷殘人士、智障人士或精神復元人士 



	 
	 


	(d) 主要照顧者出現精神健康轉差或情緒困擾，以致無法照顧申請人 
	(d) 主要照顧者出現精神健康轉差或情緒困擾，以致無法照顧申請人 
	(d) 主要照顧者出現精神健康轉差或情緒困擾，以致無法照顧申請人 
	(d) 主要照顧者出現精神健康轉差或情緒困擾，以致無法照顧申請人 
	(d) 主要照顧者出現精神健康轉差或情緒困擾，以致無法照顧申請人 



	 
	 


	(e) 主要照顧者需同時照顧其他殘疾或長期病患的家庭成員，以致無法照顧申請人 
	(e) 主要照顧者需同時照顧其他殘疾或長期病患的家庭成員，以致無法照顧申請人 
	(e) 主要照顧者需同時照顧其他殘疾或長期病患的家庭成員，以致無法照顧申請人 
	(e) 主要照顧者需同時照顧其他殘疾或長期病患的家庭成員，以致無法照顧申請人 
	(e) 主要照顧者需同時照顧其他殘疾或長期病患的家庭成員，以致無法照顧申請人 



	 
	 


	(f) 主要照顧者需長時間工作，且無能力安排其他照顧者照顧申請人 
	(f) 主要照顧者需長時間工作，且無能力安排其他照顧者照顧申請人 
	(f) 主要照顧者需長時間工作，且無能力安排其他照顧者照顧申請人 
	(f) 主要照顧者需長時間工作，且無能力安排其他照顧者照顧申請人 
	(f) 主要照顧者需長時間工作，且無能力安排其他照顧者照顧申請人 



	 
	 


	(g) 申請人無法與家人及親友聯絡，亦無人可提供所需照顧 
	(g) 申請人無法與家人及親友聯絡，亦無人可提供所需照顧 
	(g) 申請人無法與家人及親友聯絡，亦無人可提供所需照顧 
	(g) 申請人無法與家人及親友聯絡，亦無人可提供所需照顧 
	(g) 申請人無法與家人及親友聯絡，亦無人可提供所需照顧 



	 
	 


	(h) 申請人為社會福利署署長監護個案，並無家人或親友可提供所需照顧 
	(h) 申請人為社會福利署署長監護個案，並無家人或親友可提供所需照顧 
	(h) 申請人為社會福利署署長監護個案，並無家人或親友可提供所需照顧 
	(h) 申請人為社會福利署署長監護個案，並無家人或親友可提供所需照顧 
	(h) 申請人為社會福利署署長監護個案，並無家人或親友可提供所需照顧 



	 
	 




	CRSRehab-IPD Form 1D 
	B. 人際關係 
	由於出現以下情況，評估員認為申請人現時的人際關係已出現嚴重問題： 
	由於出現以下情況，評估員認為申請人現時的人際關係已出現嚴重問題： 
	由於出現以下情況，評估員認為申請人現時的人際關係已出現嚴重問題： 
	由於出現以下情況，評估員認為申請人現時的人際關係已出現嚴重問題： 
	由於出現以下情況，評估員認為申請人現時的人際關係已出現嚴重問題： 
	1 出現所述的情況 0 沒有所述的情況，或申請人沒有與家人同住 



	1. 申請人在過去三個月內，曾至少兩次與家人或同住者發生嚴重衝突 
	1. 申請人在過去三個月內，曾至少兩次與家人或同住者發生嚴重衝突 
	1. 申請人在過去三個月內，曾至少兩次與家人或同住者發生嚴重衝突 
	1. 申請人在過去三個月內，曾至少兩次與家人或同住者發生嚴重衝突 

	 
	 


	2. 申請人在過去三個月內，曾至少兩次滋擾鄰居而引致嚴重衝突 
	2. 申請人在過去三個月內，曾至少兩次滋擾鄰居而引致嚴重衝突 
	2. 申請人在過去三個月內，曾至少兩次滋擾鄰居而引致嚴重衝突 

	 
	 


	3. 申請人曾與家人發生嚴重衝突，並需接受精神科住院治療，至今家人仍拒絕接納申請人回家 
	3. 申請人曾與家人發生嚴重衝突，並需接受精神科住院治療，至今家人仍拒絕接納申請人回家 
	3. 申請人曾與家人發生嚴重衝突，並需接受精神科住院治療，至今家人仍拒絕接納申請人回家 

	 
	 




	 
	C. 其他風險／危機因素 
	由於以下的情況，評估員認為申請人的安全現時存在相當危機或風險，並曾作出適當跟進： 
	由於以下的情況，評估員認為申請人的安全現時存在相當危機或風險，並曾作出適當跟進： 
	由於以下的情況，評估員認為申請人的安全現時存在相當危機或風險，並曾作出適當跟進： 
	由於以下的情況，評估員認為申請人的安全現時存在相當危機或風險，並曾作出適當跟進： 
	由於以下的情況，評估員認為申請人的安全現時存在相當危機或風險，並曾作出適當跟進： 
	1 出現所述的情況 0 沒有所述的情況 



	1. 申請人被家人虐待或侵犯（包括身體虐待、心理虐待、性侵犯等） 
	1. 申請人被家人虐待或侵犯（包括身體虐待、心理虐待、性侵犯等） 
	1. 申請人被家人虐待或侵犯（包括身體虐待、心理虐待、性侵犯等） 
	1. 申請人被家人虐待或侵犯（包括身體虐待、心理虐待、性侵犯等） 

	 
	 


	2. 申請人被其他人士虐待或侵犯（包括身體虐待、心理虐待、性侵犯等） 
	2. 申請人被其他人士虐待或侵犯（包括身體虐待、心理虐待、性侵犯等） 
	2. 申請人被其他人士虐待或侵犯（包括身體虐待、心理虐待、性侵犯等） 

	 
	 


	3. 申請人被疏忽照顧 
	3. 申請人被疏忽照顧 
	3. 申請人被疏忽照顧 

	 
	 


	4.  申請人有不受控制行為（包括離家出走、縱火、參與非法活動等），請註明： 
	4.  申請人有不受控制行為（包括離家出走、縱火、參與非法活動等），請註明： 
	4.  申請人有不受控制行為（包括離家出走、縱火、參與非法活動等），請註明： 
	 

	 
	 




	 
	D. 評估結果 
	綜合上述A至C項評估結果，顯示現有照顧系統連同日間訓練、社區支援服務等均不能提供申請人或其家人所需的協助，申請人有需要輪候院舍服務。請將申請人重新列入「活躍」輪候冊。 
	 
	備註:   
	  
	  
	 
	 
	 
	 
	 
	 
	 
	 
	 

	簽署： 
	簽署： 

	 
	 



	 
	 
	 
	 

	姓名： 
	姓名： 

	 
	 


	 
	 
	 

	職位： 
	職位： 

	 
	 




	 
	 
	* 刪去不適用者 
	  
	CRSRehab-IPD Form 1E 
	 
	RESTRICTED 
	 
	Day/Residential Care Service for Persons with Disabilities under  
	Central Referral System for Rehabilitation Services –  
	Subsystem for Persons with Intellectual/Physical Disabilities (CRSRehab-IPD) 
	 
	Medical Enquiry Form 
	for Application of Part VII E3 of CRSRehab-IPD Form 1  
	(Template - for reference only) 
	 
	Personal Data of Applicant 
	Name: (English) 
	Name: (English) 
	Name: (English) 
	Name: (English) 
	Name: (English) 

	  
	  

	(Chinese) 
	(Chinese) 

	 
	 


	Sex/Age/D.O.B. 
	Sex/Age/D.O.B. 
	Sex/Age/D.O.B. 

	 
	 

	HKIC No. 
	HKIC No. 

	 
	 


	Service recommended: 
	Service recommended: 
	Service recommended: 

	 
	 

	 
	 

	  
	  




	 
	I. Major Diagnosis 
	1.Intellectual Disability 
	1.Intellectual Disability 
	1.Intellectual Disability 
	1.Intellectual Disability 
	1.Intellectual Disability 

	 Mild  Moderate    Severe  Profound    NA 
	 Mild  Moderate    Severe  Profound    NA 


	2.Date of psychological assessment:                                                                                                                                              
	2.Date of psychological assessment:                                                                                                                                              
	2.Date of psychological assessment:                                                                                                                                              


	3.Physically Disability 
	3.Physically Disability 
	3.Physically Disability 

	Please specify: 
	Please specify: 

	 
	 


	4.Psychiatric Illness 
	4.Psychiatric Illness 
	4.Psychiatric Illness 

	Please specify: 
	Please specify: 

	 
	 


	5.Medical follow-up interval  
	5.Medical follow-up interval  
	5.Medical follow-up interval  

	 
	 

	Once in     *weeks / months 
	Once in     *weeks / months 




	 
	II. Need for Special Diet 
	1. Need for Special Diet 
	1. Need for Special Diet 
	1. Need for Special Diet 
	1. Need for Special Diet 
	1. Need for Special Diet 

	 No 
	 No 

	 Yes, please specify: 
	 Yes, please specify: 

	                                                
	                                                


	2. Tube feeding 
	2. Tube feeding 
	2. Tube feeding 

	 No 
	 No 

	 Yes, please specify:   
	 Yes, please specify:   

	 Nasogastric tubes 
	 Nasogastric tubes 
	 Percutaneous endoscopic gastrostomy feeding tubes 
	Present condition:  


	 
	 
	 

	 
	 

	 
	 

	 Stable /  Unstable  
	 Stable /  Unstable  


	 
	 
	 

	 
	 

	 
	 

	 Medical follow-up intervals          
	 Medical follow-up intervals          


	 
	 
	 

	 
	 

	 
	 

	Once in ________weeks / months 
	Once in ________weeks / months 


	 
	 
	 

	 
	 

	 
	 

	 No medical follow-up  
	 No medical follow-up  


	III. Doctor’s Recommendations: 
	III. Doctor’s Recommendations: 
	III. Doctor’s Recommendations: 


	1. 
	1. 
	1. 

	The applicant is physically and intellectually  fit /  unfit for group living. 
	The applicant is physically and intellectually  fit /  unfit for group living. 


	2. 
	2. 
	2. 

	The applicant is / is not * suitable to receive the recommended service mentioned above. 
	The applicant is / is not * suitable to receive the recommended service mentioned above. 


	3. 
	3. 
	3. 

	Further comments (if any): 
	Further comments (if any): 




	                                                                                                                                                                                                                           
	Official chop
	Official chop
	Official chop
	Official chop
	Official chop
	Official chop
	Official chop
	Official chop
	Official chop
	 
	Span




	 

	 
	 

	 
	 

	 
	 

	 
	 


	TR
	 
	 

	 
	 

	Doctor’s Signature: 
	Doctor’s Signature: 

	 
	 


	TR
	 
	 

	 
	 

	Name in Block Letter: 
	Name in Block Letter: 

	 
	 


	TR
	 
	 

	 
	 

	Hospital/Clinic: 
	Hospital/Clinic: 

	 
	 


	TR
	 
	 

	 
	 

	Ref. No.: 
	Ref. No.: 

	 
	 


	TR
	 
	 

	 
	 

	Tel. No.: 
	Tel. No.: 

	 
	 


	TR
	 
	 

	 
	 

	Date: 
	Date: 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	Remark: 
	Remark: 
	Remark: 

	This medical enquiry form is valid for 6 months from the date of issue. 
	This medical enquiry form is valid for 6 months from the date of issue. 




	 Please tick in the appropriate box 
	* Delete where inappropriate 
	CRSRehab-IPD Form 1F 
	RESTRICTED 
	 
	Central Referral System for Rehabilitation Services –  
	Subsystem for Persons with Intellectual/Physical Disabilities 
	康復服務中央轉介系統－智障／肢體傷殘人士子系統 
	Application for Transfer to Other Residential Care Unit for Persons with Disabilities1  
	1 This Application Form  must be completed by social worker / nurse of existing residential care unit
	1 This Application Form  must be completed by social worker / nurse of existing residential care unit
	1 This Application Form  must be completed by social worker / nurse of existing residential care unit
	 

	2 
	2 
	本申請書必須
	由申請人現
	時
	居住
	的
	院舍社工
	／
	護士填寫
	 


	Under Same Service Type 
	院友調往其他同類別服務院舍申請書2 
	 
	Part I 第一部分 
	Part I 第一部分 
	Part I 第一部分 
	Part I 第一部分 
	Part I 第一部分 

	Information of Residential Care Unit 院舍資料 
	Information of Residential Care Unit 院舍資料 



	Name of Service Unit 
	Name of Service Unit 
	Name of Service Unit 
	Name of Service Unit 
	院舍名稱 

	 
	 


	Service Type 
	Service Type 
	Service Type 
	服務類別 
	 

	☐ 
	☐ 

	Supported Hostel (for Persons with Intellectual Disabilities) [SHOS(MH)] 輔助宿舍（為智障人士而設） 
	Supported Hostel (for Persons with Intellectual Disabilities) [SHOS(MH)] 輔助宿舍（為智障人士而設） 


	TR
	☐ 
	☐ 

	Supported Hostel (for Persons with Intellectual Disabilities and Visual Impairment) [SHOS(MH+VI)] 輔助宿舍（為智障及弱視人士而設） 
	Supported Hostel (for Persons with Intellectual Disabilities and Visual Impairment) [SHOS(MH+VI)] 輔助宿舍（為智障及弱視人士而設） 


	TR
	☐ 
	☐ 

	Supported Hostel (for Persons with Physical Disabilities) [SHOS(PH)] 輔助宿舍（為肢體傷殘人士而設） 
	Supported Hostel (for Persons with Physical Disabilities) [SHOS(PH)] 輔助宿舍（為肢體傷殘人士而設） 


	TR
	☐ 
	☐ 

	Hostel for Severely Physically Handicapped Persons (HSPH) 嚴重肢體傷殘人士宿舍 
	Hostel for Severely Physically Handicapped Persons (HSPH) 嚴重肢體傷殘人士宿舍 


	TR
	☐ 
	☐ 

	Hostel for Moderately Mentally Handicapped Persons (HMMH) 中度智障人士宿舍 
	Hostel for Moderately Mentally Handicapped Persons (HMMH) 中度智障人士宿舍 


	TR
	☐ 
	☐ 

	Sheltered Workshop/Integrated Vocational Rehabilitation Services Centre and Hostel for Moderately Mentally Handicapped Persons (SW/IVRSC and HMMH) 庇護工場／綜合職業康復服務中心及中度智障人士宿舍 
	Sheltered Workshop/Integrated Vocational Rehabilitation Services Centre and Hostel for Moderately Mentally Handicapped Persons (SW/IVRSC and HMMH) 庇護工場／綜合職業康復服務中心及中度智障人士宿舍 


	TR
	☐ 
	☐ 

	Sheltered Workshop/Integrated Vocational Rehabilitation Services Centre and Hostel for Severely Physically Handicapped Persons (SW/IVRSC and HSPH) 庇護工場／綜合職業康復服務中心及嚴重肢體傷殘人士宿舍 
	Sheltered Workshop/Integrated Vocational Rehabilitation Services Centre and Hostel for Severely Physically Handicapped Persons (SW/IVRSC and HSPH) 庇護工場／綜合職業康復服務中心及嚴重肢體傷殘人士宿舍 


	TR
	☐ 
	☐ 

	Day Activity Centre and Hostel for Severely Mentally Handicapped Persons [DAC & H (MH)] 展能中心及嚴重智障人士宿舍 
	Day Activity Centre and Hostel for Severely Mentally Handicapped Persons [DAC & H (MH)] 展能中心及嚴重智障人士宿舍 


	TR
	☐ 
	☐ 

	Care and Attention Home for Severely Disabled Persons (for Persons with Intellectual or Physical Disabilities) (C&A/SD) 嚴重殘疾人士護理院（為智障或肢體傷殘人士而設） 
	Care and Attention Home for Severely Disabled Persons (for Persons with Intellectual or Physical Disabilities) (C&A/SD) 嚴重殘疾人士護理院（為智障或肢體傷殘人士而設） 




	 
	Part II 第二部分 
	Part II 第二部分 
	Part II 第二部分 
	Part II 第二部分 
	Part II 第二部分 

	Particulars of Resident 院友資料 
	Particulars of Resident 院友資料 



	Name 姓名 
	Name 姓名 
	Name 姓名 
	Name 姓名 

	 
	 

	Sex 性別 
	Sex 性別 

	 
	 

	Age/ D.O.B. 年齡／出生日期 
	Age/ D.O.B. 年齡／出生日期 

	 
	 


	HKIC No. 香港身份證號碼 
	HKIC No. 香港身份證號碼 
	HKIC No. 香港身份證號碼 

	 
	 

	Date of Admission  入住宿舍日期 
	Date of Admission  入住宿舍日期 

	 
	 


	Intellectual Disability 智障  
	Intellectual Disability 智障  
	Intellectual Disability 智障  

	No intellectual Disability 並非智障 
	No intellectual Disability 並非智障 

	Profound 
	Profound 
	極度嚴重 

	Severe 
	Severe 
	嚴重 

	Moderate 中度 
	Moderate 中度 

	Mild 輕度 
	Mild 輕度 


	TR
	Date of psychological assessment 心理評估日期 
	Date of psychological assessment 心理評估日期 

	 
	 




	 
	Part III 第三部分 
	Part III 第三部分 
	Part III 第三部分 
	Part III 第三部分 
	Part III 第三部分 

	Reason (s) of Application for Transfer 申請調院原因 
	Reason (s) of Application for Transfer 申請調院原因 


	 
	 
	 
	 
	 
	 
	 




	 
	Part IV 第四部分 
	Part IV 第四部分 
	Part IV 第四部分 
	Part IV 第四部分 
	Part IV 第四部分 

	Functional Condition and Implication for Care (During the past month) 
	Functional Condition and Implication for Care (During the past month) 
	身體機能狀況及日常照顧注意事項 (申請人過去一個月的狀況) 



	Skin Condition 
	Skin Condition 
	Skin Condition 
	Skin Condition 
	皮膚情況 

	☐ 
	☐ 

	Had ulcer or bed sore 
	Had ulcer or bed sore 
	皮膚出現潰瘍或褥瘡 

	☐ 
	☐ 

	Repeated lesions or infection and sterile dressing required 
	Repeated lesions or infection and sterile dressing required 
	皮膚重覆損傷發炎，並接受無菌換症清洗傷口 

	☐ 
	☐ 

	Required application of ointment as prescribed by medical practitioners 
	Required application of ointment as prescribed by medical practitioners 
	需搽醫生處方藥膏 

	☐ 
	☐ 

	None of the above  
	None of the above  
	沒有以上任何一種情況  


	Feeding  
	Feeding  
	Feeding  
	餵食情況 

	☐ 
	☐ 

	Required tube feeding 
	Required tube feeding 
	需用導管餵食 

	☐ 
	☐ 

	Required thick and easy for the diet 
	Required thick and easy for the diet 
	需加凝固粉進行餵食 

	☐ 
	☐ 

	Had swallowing problem 
	Had swallowing problem 
	有吞嚥問題 

	☐ 
	☐ 

	None of the above  
	None of the above  
	沒有以上任何一種情況 


	Medication 
	Medication 
	Medication 
	使用藥物情況 

	☐ 
	☐ 

	On long term diabetic / cardiac medication 
	On long term diabetic / cardiac medication 
	須長期服用糖尿／心臟藥物 

	☐ 
	☐ 

	Required monitoring of blood sugar level / heart rate 
	Required monitoring of blood sugar level / heart rate 
	需監察血糖水平／心律 

	☐ 
	☐ 

	Required daily insulin injection 
	Required daily insulin injection 
	需每天接受糖尿／藥物注射 

	☐ 
	☐ 

	None of the above  
	None of the above  
	沒有以上任何一種情況 


	Continence Control排泄控制 
	Continence Control排泄控制 
	Continence Control排泄控制 

	☐ 
	☐ 

	Uncontrolled double incontinence 
	Uncontrolled double incontinence 
	大小便完全失禁 

	☐ 
	☐ 

	Used indwelling urinary catheter or stoma 
	Used indwelling urinary catheter or stoma 
	使用導尿管或造口排泄 

	☐ 
	☐ 

	Wetting/ soiling of pants 
	Wetting/ soiling of pants 
	有遺尿／遺便情況 

	☐ 
	☐ 

	None of the above  
	None of the above  
	沒有以上任何一種情況 


	Epilepsy Condition 
	Epilepsy Condition 
	Epilepsy Condition 
	(during the past 3 months) 
	腦癇情況  
	(在過去三個月) 

	☐ 
	☐ 

	Uncontrollable epileptic seizures 
	Uncontrollable epileptic seizures 
	腦癇情況不能控制 

	☐ 
	☐ 

	Frequent epileptic seizures 
	Frequent epileptic seizures 
	經常腦癇發作 

	☐ 
	☐ 

	Had episodes of epileptic fit 
	Had episodes of epileptic fit 
	曾有腦癇發作 

	☐ 
	☐ 

	None of the above  
	None of the above  
	沒有以上任何一種情況 


	Mobility 
	Mobility 
	Mobility 
	活動能力 

	☐ 
	☐ 

	Wheelchair bound 
	Wheelchair bound 
	需用輪椅 

	☐ 
	☐ 

	Walk with aid 
	Walk with aid 
	以復康用具輔助走動 
	 

	☐ 
	☐ 

	Walk with escort 
	Walk with escort 
	需要他人攙扶走動 

	☐ 
	☐ 

	Walk unaided 
	Walk unaided 
	自行走動 


	A.D.L. 
	A.D.L. 
	A.D.L. 
	自我照顧能力 

	☐ 
	☐ 

	Independent 完全獨立／不需協助 
	Independent 完全獨立／不需協助 
	(No supervision or assistance needed in all daily living activities, including bathing, dressing, toileting, transfer, urinary and faecal continence and feeding) 
	（於洗澡、穿衣、如廁、位置轉移、大小便控制及進食方面均無需指導或協助） 


	TR
	☐ 
	☐ 

	Occasional assistance需要監督或提示 
	Occasional assistance需要監督或提示 
	(Need supervision or assistance or verbal/physical prompting in bathing and other daily living activities) 
	（於洗澡時及其他日常生活活動方面需要指導或協助） 


	TR
	☐ 
	☐ 

	Frequent assistance 經常需要協助 
	Frequent assistance 經常需要協助 
	(Need supervision or physical assistance in bathing and other daily living activities which does not involve plenty of body transfer or lifting of trunk/body parts for completing the task; usually assistance from 1 person is sufficient to complete task) 
	（於洗澡及其他日常生活活動方面需要觸體協助，但不需要大量體位搬移的協助、或提舉申請人身軀或肢體；一般情況下，一人便可協助完成該項目） 


	TR
	☐ 
	☐ 

	Totally dependent 完全需要協助 
	Totally dependent 完全需要協助 
	(Need physical assistance in all daily living activities that involves plenty of body transfer or lifting of trunk/body parts for completing the task; usually assistance from 2 persons or above are required to complete the task) （於日常生活活動方面均需要完全的協助或需給予大量體位搬移的協助、或提舉申請人身軀或肢體才能協助完成該項目；一般情況下需二人或以上人手才可協助完成該項目） 


	Other Nursing/ 
	Other Nursing/ 
	Other Nursing/ 
	Care Needs 
	其他護理／照顧需要 

	☐ 
	☐ 

	Required Tracheostomy care 
	Required Tracheostomy care 
	需接受氣管造口護理 

	☐ 
	☐ 

	Required oxygen therapy 
	Required oxygen therapy 
	需接受氧氣治療 

	☐ 
	☐ 

	Required regular suction 
	Required regular suction 
	需接受恆常抽吸處理 

	☐ 
	☐ 

	Nil 
	Nil 
	沒有其他護理／照顧需要 


	TR
	☐ 
	☐ 

	Required Continuous Ambulatory Peritoneal Dialysis (CAPD) 
	Required Continuous Ambulatory Peritoneal Dialysis (CAPD) 
	需接受連續性可攜帶腹膜透析治療（俗稱「洗肚」） 

	 
	 

	 
	 


	Challenging Behavior 
	Challenging Behavior 
	Challenging Behavior 
	行為問題 

	☐ 
	☐ 

	Aggressive behavior 
	Aggressive behavior 
	攻擊行為 

	☐ 
	☐ 

	Self-injurious behavior 
	Self-injurious behavior 
	自我傷害行為 

	☐ 
	☐ 

	Destruction behavior 
	Destruction behavior 
	破壞行為 

	☐ 
	☐ 

	Inappropriate sexual behavior 
	Inappropriate sexual behavior 
	不恰當性行為 


	TR
	☐ 
	☐ 

	Offensive behavior 
	Offensive behavior 
	厭惡行為 

	☐ 
	☐ 

	Repetitive behavior 
	Repetitive behavior 
	重覆行為 

	☐ 
	☐ 

	None of the above  
	None of the above  
	沒有以上任何一種情況 

	 
	 

	 
	 




	 
	  
	Part V 第五部分 
	Part V 第五部分 
	Part V 第五部分 
	Part V 第五部分 
	Part V 第五部分 

	Location/Service Unit Preference3 
	Location/Service Unit Preference3 
	地區或服務單位選擇4 



	Preferred Region/ District 
	Preferred Region/ District 
	Preferred Region/ District 
	Preferred Region/ District 
	地區選擇 

	☐ Hong Kong & Islands 香港島及離島 
	☐ Hong Kong & Islands 香港島及離島 


	TR
	☐ 
	☐ 

	Central & Western 中西區 
	Central & Western 中西區 

	☐ 
	☐ 

	Wan Chai 灣仔 
	Wan Chai 灣仔 

	☐ 
	☐ 

	Eastern 東區 
	Eastern 東區 


	TR
	☐ 
	☐ 

	Southern 南區 
	Southern 南區 

	☐ 
	☐ 

	Islands 離島 
	Islands 離島 

	 
	 

	 
	 

	 
	 

	 
	 


	TR
	☐ Kowloon 九龍 
	☐ Kowloon 九龍 


	TR
	☐ 
	☐ 

	Kwun Tong 觀塘 
	Kwun Tong 觀塘 

	☐ 
	☐ 

	Wong Tai Sin 黃大仙 
	Wong Tai Sin 黃大仙 

	☐ 
	☐ 

	Kowloon City 九龍城 
	Kowloon City 九龍城 

	☐ 
	☐ 

	Mongkok 旺角 
	Mongkok 旺角 


	TR
	☐ 
	☐ 

	Yau Ma Tei 油麻地 
	Yau Ma Tei 油麻地 

	☐ 
	☐ 

	Sham Shui Po 深水埗 
	Sham Shui Po 深水埗 

	☐ 
	☐ 

	Tseung Kwan O 將軍澳 
	Tseung Kwan O 將軍澳 

	☐ 
	☐ 

	Sai Kung 西貢 
	Sai Kung 西貢 


	TR
	☐ New Territories 新界 
	☐ New Territories 新界 


	TR
	☐ 
	☐ 

	Sheung Shui & Fanling 上水及粉嶺 
	Sheung Shui & Fanling 上水及粉嶺 

	☐ 
	☐ 

	Ma On Shan 馬鞍山 
	Ma On Shan 馬鞍山 

	☐ 
	☐ 

	Shatin 沙田 
	Shatin 沙田 


	TR
	☐ 
	☐ 

	Tai Po 大埔 
	Tai Po 大埔 

	☐ 
	☐ 

	Tin Shui Wai 天水圍 
	Tin Shui Wai 天水圍 

	☐ 
	☐ 

	Tuen Mun 屯門 
	Tuen Mun 屯門 

	☐ 
	☐ 

	Yuen Long 元朗 
	Yuen Long 元朗 


	TR
	☐ 
	☐ 

	Tsuen Wan 荃灣 
	Tsuen Wan 荃灣 

	☐ 
	☐ 

	Kwai Chung & Tsing Yi 葵涌及青衣 
	Kwai Chung & Tsing Yi 葵涌及青衣 

	 
	 

	 
	 


	Preferred Service Unit 
	Preferred Service Unit 
	Preferred Service Unit 
	服務單位選擇 

	 
	 




	3 Applicant could choose either a specific region/ district or a specific service unit.  It is the responsibility of the referrer to make sure that the chosen district has the type of services that suits the applicant.
	3 Applicant could choose either a specific region/ district or a specific service unit.  It is the responsibility of the referrer to make sure that the chosen district has the type of services that suits the applicant.
	3 Applicant could choose either a specific region/ district or a specific service unit.  It is the responsibility of the referrer to make sure that the chosen district has the type of services that suits the applicant.
	 

	4 
	4 
	申請人只可於地區或服務單位中選擇其中一項
	。轉介者
	須確
	定
	申請人
	所選
	地區
	／
	服務單位
	有提供
	申請人
	所需的服務類別
	。
	 


	 
	Part VI 第六部分 
	Part VI 第六部分 
	Part VI 第六部分 
	Part VI 第六部分 
	Part VI 第六部分 

	Endorsement by agency head/service coordinator of non-governmental organisation 
	Endorsement by agency head/service coordinator of non-governmental organisation 
	機構總幹事／服務總監批核 


	Remarks 備註 
	Remarks 備註 
	Remarks 備註 
	 
	 
	 



	 
	 
	 
	 

	Signature: 
	Signature: 

	 
	 

	 
	 

	Post: 
	Post: 

	 
	 

	 
	 


	 
	 
	 

	Name: 
	Name: 

	(Eng)  
	(Eng)  

	 
	 

	Tel. No.: 
	Tel. No.: 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	(Chi)  
	(Chi)  

	 
	 

	Date: 
	Date: 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	Part VII 第七部分 
	Part VII 第七部分 
	Part VII 第七部分 
	Part VII 第七部分 
	Part VII 第七部分 

	Information of the Referrer and Declaration 
	Information of the Referrer and Declaration 
	轉介者資料及聲明 


	Referrer has declared that there is no conflict of interest in handling this application.  Referrer is not a family member or personal friend of the applicant and has no personal or social ties with the applicant, and she/he has notified the applicant/family member(s)/guardian/carer(s) that SWD and the referring agency will not charge for the application and referral for service.  The applicant/family member(s)/guardian/carer(s) should report to the Independent Commission Against Corruption (ICAC) immediate
	Referrer has declared that there is no conflict of interest in handling this application.  Referrer is not a family member or personal friend of the applicant and has no personal or social ties with the applicant, and she/he has notified the applicant/family member(s)/guardian/carer(s) that SWD and the referring agency will not charge for the application and referral for service.  The applicant/family member(s)/guardian/carer(s) should report to the Independent Commission Against Corruption (ICAC) immediate
	Referrer has declared that there is no conflict of interest in handling this application.  Referrer is not a family member or personal friend of the applicant and has no personal or social ties with the applicant, and she/he has notified the applicant/family member(s)/guardian/carer(s) that SWD and the referring agency will not charge for the application and referral for service.  The applicant/family member(s)/guardian/carer(s) should report to the Independent Commission Against Corruption (ICAC) immediate
	轉介者現申報處理這申請不會構成利益衝突，轉介者並非申請人的家屬或私交好友，與申請人亦無個人或社交聯繫；及轉介者已經通知申請人／家屬／監護人／照顧者就上述服務的申請及轉介事宜，社會福利署（社署）及轉介機構不會收取任何費用。若有人藉詞協助申請而索取利益，申請人／家屬／監護人／照顧者應立即向廉政公署舉報。任何人意圖行賄，亦屬違法，社署會將個案轉介廉政公署查究。 



	 
	 
	 
	 

	Signature: 
	Signature: 

	 
	 

	 
	 

	Case Ref. No.: 
	Case Ref. No.: 

	 
	 

	 
	 


	 
	 
	 

	Name: 
	Name: 

	(Eng)  
	(Eng)  

	 
	 

	Tel. No.: 
	Tel. No.: 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	(Chi)  
	(Chi)  

	 
	 

	Fax No.: 
	Fax No.: 

	 
	 

	 
	 


	 
	 
	 

	Post: 
	Post: 

	 
	 

	 
	 

	Date: 
	Date: 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	 
	CRSRehab-IPD Form 1G 
	 
	RESTRICTED 
	 
	Outcome of Application for Transfer to  
	Other Residential Care Unit for Persons with Disabilities 
	Under Same Service Type 
	From: Central Referral System for Rehabilitation Services Subsystem for Persons with Intellectual/Physical Disabilities Social Welfare Department 6/F, West Coast International Building 
	 290-296 Un Chau Street, Sham Shui Po, Kowloon 
	 
	Figure
	To: 
	 
	 
	 
	 
	 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 

	 3586 3809 / 3586 3826 
	 3586 3809 / 3586 3826 

	Your Ref.: 
	Your Ref.: 



	Fax: 
	Fax: 
	Fax: 
	Fax: 

	 3755 4946 
	 3755 4946 

	Your Tel: 
	Your Tel: 


	Date: 
	Date: 
	Date: 

	  
	  

	Your Fax: 
	Your Fax: 




	 
	Figure
	Name: 
	HKIC No.: 
	CRSRehab No.: 
	 
	Figure
	 
	The application for transfer to other residential care unit under same service type of the above-named has been received.   
	□ Applicant has been put back to the active waiting list.  The application date of residential care service on                           is retained. 
	□ Applicant has been put back to the active waiting list.  The application date of residential care service on                           is retained. 
	□ Applicant has been put back to the active waiting list.  The application date of residential care service on                           is retained. 


	 
	□ The application is considered not justified and hence not approved.  Should there is any change in circumstances in future warranting application for transfer, applicant may make a fresh application again. 
	□ The application is considered not justified and hence not approved.  Should there is any change in circumstances in future warranting application for transfer, applicant may make a fresh application again. 
	□ The application is considered not justified and hence not approved.  Should there is any change in circumstances in future warranting application for transfer, applicant may make a fresh application again. 


	 
	 
	 
	 
	 
	( 
	( 
	( 
	( 
	( 

	 
	 

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab-IPD 
	Oi/c CRSRehab-IPD 

	 
	 




	 
	 
	 
	 
	 
	CRSRehab-IPD Form 3 
	RESTRICTED 
	Data Updating Form 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	      
	      

	 
	 

	 
	 

	To: 
	To: 

	Central Referral System for Rehabilitation Services Subsystem for Persons with Intellectual/Physical Disabilities Social Welfare Department 6/F, West Coast International Building 290-296 Un Chau Street Sham Shui Po, Kowloon 
	Central Referral System for Rehabilitation Services Subsystem for Persons with Intellectual/Physical Disabilities Social Welfare Department 6/F, West Coast International Building 290-296 Un Chau Street Sham Shui Po, Kowloon 



	TBody
	TR
	 
	 

	(Name of Referring Office) 
	(Name of Referring Office) 
	      

	 
	 

	 
	 


	TR
	 
	 

	(Name of Organisation) 
	(Name of Organisation) 
	      

	 
	 

	 
	 


	TR
	 Ref.: 
	 Ref.: 

	(Address of Referring Office) 
	(Address of Referring Office) 
	      

	 
	 

	 
	 


	Tel.: 
	Tel.: 
	Tel.: 

	      
	      

	 
	 

	 
	 

	 
	 

	3586 3809 (DAC/HSMH/C&A/SD) 
	3586 3809 (DAC/HSMH/C&A/SD) 
	3586 3826 (SW/IVRSC/SHOS/HMMH/HSPH) 
	3422 3995 (Inactive Waitlisting Mechansim) 


	TR
	Fax: 
	Fax: 

	      
	      

	 
	 

	 
	 

	Tel.: 
	Tel.: 


	Date: 
	Date: 
	Date: 

	      
	      

	 
	 

	 
	 

	Fax: 
	Fax: 

	3755 4946 
	3755 4946 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	Name: 
	Name: 
	Name: 
	Name: 
	Name: 

	      
	      

	ID No.: 
	ID No.: 

	      
	      

	CRSRehab No.: 
	CRSRehab No.: 

	      
	      




	 
	Information to be updated: (please ✓ in the appropriate box) 
	 
	 
	 
	 
	 
	 
	Figure

	Placement is no longer required.  Case can be deleted from CRSRehab-IPD.  Please give reason:   
	Placement is no longer required.  Case can be deleted from CRSRehab-IPD.  Please give reason:   



	 
	 
	 
	 

	Applicant has passed away 
	Applicant has passed away 

	 
	 


	 
	 
	 

	Other reasons (please specify): 
	Other reasons (please specify): 

	 
	 


	 
	 
	 

	Applicant is not yet ready for admission to RCHD at the current stage.  I confirm that the applicant is not an existing service user of subvented residential care unit.  Case can be transferred to the inactive waiting list and be reviewed annually. 
	Applicant is not yet ready for admission to RCHD at the current stage.  I confirm that the applicant is not an existing service user of subvented residential care unit.  Case can be transferred to the inactive waiting list and be reviewed annually. 
	Note: The applicant/family member(s)/carer(s)/guardian should note that the case would not be selected for RCHD placement as far as the applicant is in the inactive waiting list. 


	 
	 
	 

	Applicant who is currently on the inactive waiting list is still not yet ready for admission to RCHD.  Case can be remained in the inactive waiting list. 
	Applicant who is currently on the inactive waiting list is still not yet ready for admission to RCHD.  Case can be remained in the inactive waiting list. 


	 
	 
	 

	Applicant who is currently on the inactive waiting list is now ready for admission to RCHD.  Case can be put back to the active waiting list. 
	Applicant who is currently on the inactive waiting list is now ready for admission to RCHD.  Case can be put back to the active waiting list. 


	 
	 
	 

	Change in the applicant’s health condition (please also submit CRSRehab-IPD- Form 1) 
	Change in the applicant’s health condition (please also submit CRSRehab-IPD- Form 1) 
	No change in the applicant’s health condition (please also submit CRSRehab-IPD Form 1D) 

	 
	 


	 
	 
	 

	Referring office is changed to: 
	Referring office is changed to: 

	 
	 


	 
	 
	 

	Change in placement request (with original application date be retained) : 
	Change in placement request (with original application date be retained) : 


	 
	 
	 

	Applicant is assessed to have other residential care services need under the Standardised Assessment Mechanism. (please also submit CRSRehab-IPD Form 1)  
	Applicant is assessed to have other residential care services need under the Standardised Assessment Mechanism. (please also submit CRSRehab-IPD Form 1)  


	 
	 
	 

	For SW/IVRSC and HMMH applicant, change in request for single HMMH [*also apply for private home(s) under BPS#] (please make sure that applicant has secured/engaged in day programme) 
	For SW/IVRSC and HMMH applicant, change in request for single HMMH [*also apply for private home(s) under BPS#] (please make sure that applicant has secured/engaged in day programme) 


	 
	 
	 

	For single HMMH applicant, change in request for SW/IVRSC and HMMH [*also apply for private home(s) under BPS#] 
	For single HMMH applicant, change in request for SW/IVRSC and HMMH [*also apply for private home(s) under BPS#] 


	 
	 
	 

	For SW/IVRSC and SHOS applicant, change in request for single SHOS [*also apply for private home(s) under BPS#](please  make sure that applicant has secured/engaged in day programme) 
	For SW/IVRSC and SHOS applicant, change in request for single SHOS [*also apply for private home(s) under BPS#](please  make sure that applicant has secured/engaged in day programme) 


	 
	 
	 

	For single SHOS applicant, change in request for SW/IVRSC and SHOS [*also apply for private home(s) under BPS#] 
	For single SHOS applicant, change in request for SW/IVRSC and SHOS [*also apply for private home(s) under BPS#] 


	 
	 
	 

	Change in applicant’s personal particulars (residential district, disability, etc.):                                                                 
	Change in applicant’s personal particulars (residential district, disability, etc.):                                                                 




	CRSRehab-IPD Form 3 
	 
	 
	CRSRehab No.:                     
	 
	 
	 
	 
	 
	 
	 

	Change in location preference:  
	Change in location preference:  



	 
	 
	 
	 

	Day placement 
	Day placement 

	 
	 

	Residential placement 
	Residential placement 


	 
	 
	 

	1. 
	1. 

	 
	 

	 
	 

	1. 
	1. 

	 
	 


	 
	 
	 

	2. 
	2. 

	 
	 

	 
	 

	2. 
	2. 

	 
	 


	 
	 
	 

	3. 
	3. 

	 
	 

	 
	 

	3. 
	3. 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	4. 
	4. 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	5. 
	5. 

	 
	 


	 
	 
	 

	 
	 


	(for applicant waitlisting for single day rehabilitation service only) 
	(for applicant waitlisting for single day rehabilitation service only) 
	(for applicant waitlisting for single day rehabilitation service only) 


	 
	 
	 

	Applicant is discharged/ready for discharge* from hospital.  Please put the case back on the active waiting list.  Attached please find the updated CRSRehab-IPD Form 1. 
	Applicant is discharged/ready for discharge* from hospital.  Please put the case back on the active waiting list.  Attached please find the updated CRSRehab-IPD Form 1. 


	 
	 
	 

	Applicant is ready for leaving the school.  Please put the case back on the active waiting list.  Attached please find the updated CRSRehab-IPD Form 1. 
	Applicant is ready for leaving the school.  Please put the case back on the active waiting list.  Attached please find the updated CRSRehab-IPD Form 1. 


	 
	 
	 

	 
	 


	(for day and residential care service applicant only) 
	(for day and residential care service applicant only) 
	(for day and residential care service applicant only) 


	 
	 
	 

	Applicant prefers day placement be offered first. 
	Applicant prefers day placement be offered first. 
	Note : For applicant opted for Inactive Waiting List, the residential care service application would remain inactive.  


	 
	 
	 

	Applicant prefers day placement be offered with residential placement together. 
	Applicant prefers day placement be offered with residential placement together. 


	 
	 
	 

	 
	 


	Remarks 
	Remarks 
	Remarks 


	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 

	 
	 
	 
	 


	 
	 
	 

	Signature: 
	Signature: 

	 
	 


	 
	 
	 

	Name: 
	Name: 

	      
	      


	 
	 
	 

	Post: 
	Post: 

	      
	      




	 
	* Please delete as appropriate 
	 
	# BPS refers to “Bought Place Scheme for Private Residential Care Homes for Persons with Disabilities”  
	 
	c.c. New Referring Office (for reporting change of referring office):  
	  
	CRSRehab-IPD Form 4 
	    
	 
	 
	RESTRICTED 
	Removal from Waiting List 
	From: Central Referral System for Rehabilitation Services Subsystem for Persons with Intellectual/Physical Disabilities  
	Social Welfare Department 6/F, West Coast International Building 
	 290-296 Un Chau Street, Sham Shui Po, Kowloon 
	 
	Figure
	To: 
	 
	 
	 
	 
	 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 

	 3586 3809 / 3586 3826 / 3422 3995 
	 3586 3809 / 3586 3826 / 3422 3995 

	Your Ref.: 
	Your Ref.: 



	Fax: 
	Fax: 
	Fax: 
	Fax: 

	 3755 4946 
	 3755 4946 

	Your Tel: 
	Your Tel: 


	Date: 
	Date: 
	Date: 

	  
	  

	Your Fax: 
	Your Fax: 




	 
	Figure
	 
	Name: 
	HKIC No.: 
	CRSRehab No.: 
	 
	Figure
	 
	The above-named application has been removed from the waiting list due to the following reason:  
	  Case closed in CRSRehab-IPD upon: 
	Figure
	 
	  Hospitalisation of applicant. Please refer to the Manual of Procedures for CRSRehab for further information. 
	Figure
	 
	  Applicant being rejected twice by different agencies in the same service. Please arrange re-assessment of the applicant’s genuine service need. 
	Figure
	 
	 
	 
	( 
	( 
	( 
	( 
	( 

	 
	 

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab-IPD 
	Oi/c CRSRehab-IPD 

	 
	 




	 
	 
	 
	 
	  
	CRSRehab-IPD Form 4A 
	RESTRICTED 
	Transfer from Active Waiting List to the Inactive Waiting List 
	From: Central Referral System for Rehabilitation Services Subsystem for Persons with Intellectual/Physical Disabilities  Social Welfare Department 6/F, West Coast International Building 
	 290-296 Un Chau Street, Sham Shui Po, Kowloon 
	 
	To: 
	Figure
	 
	 
	 
	 
	 
	 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 

	 3422 3995 
	 3422 3995 

	Your Ref.: 
	Your Ref.: 

	      
	      



	Fax: 
	Fax: 
	Fax: 
	Fax: 

	 3755 4946 
	 3755 4946 

	Your Fax: 
	Your Fax: 

	      
	      


	Date: 
	Date: 
	Date: 

	  
	  

	 
	 

	 
	 




	 
	Figure
	 
	Name: 
	HKIC No.: 
	CRSRehab No.: 
	 
	Figure
	The residential care service need of the above-named has been confirmed by the Standardised Assessment but he/she is currently not ready for admission to RCHD. His/her application has been transferred to the inactive waiting list. 
	The application date of residential care service on       is retained and can be reactivated upon submission of CRSRehab-IPD Form 3 and CRSRehab-IPD Form 1/Form1D. 
	 
	 
	 
	 
	( 
	( 
	( 
	( 
	( 

	 
	 

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab-IPD 
	Oi/c CRSRehab-IPD 

	 
	 




	 
	 
	 
	 
	 
	 
	 
	 
	 
	Figure

	Annex to CRSRehab-IPD Form 4A 
	Annex to CRSRehab-IPD Form 4A 
	 
	 



	TBody
	TR
	康復服務中央轉介系統 
	康復服務中央轉介系統 


	 
	 
	 

	智障／肢體傷殘人士子系統 
	智障／肢體傷殘人士子系統 


	 
	 
	 

	九龍深水埗元州街290-296號 
	九龍深水埗元州街290-296號 


	 
	 
	 

	西岸國際大廈6樓 
	西岸國際大廈6樓 




	 
	 
	致:申請轉入「非活躍」輪候冊的申請人(經轉介社工轉交)： 
	 
	確認轉入「非活躍」輪候冊 
	 
	申請人姓名 
	申請人姓名 
	申請人姓名 
	申請人姓名 
	申請人姓名 

	 
	 

	康復服務中央轉介系統編號 
	康復服務中央轉介系統編號 

	 
	 




	 
	 
	你申請轉入「非活躍」輪候冊，康復服務中央轉介系統已收悉及確認。 
	 
	如日後你需要更新任何資料，請聯絡你的轉介社工，以便轉介社工向康復服務中央轉介系統提出。此外，轉介社工將會與你保持聯繫，定期審視你的服務需要。 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	康復服務中央轉介系統 
	康復服務中央轉介系統 
	智障／肢體傷殘人士子系統主管 




	 
	 
	日期：  
	 
	 
	 
	 
	 
	Figure

	Annex to CRSRehab-IPD Form 4A 
	Annex to CRSRehab-IPD Form 4A 
	 
	 
	 
	 
	Central Referral System for Rehabilitation Services 



	TBody
	TR
	Subsystem for Persons with the Intellectual/Physical Disabilities 
	Subsystem for Persons with the Intellectual/Physical Disabilities 
	6/F., West Coast International Building, 
	290-296 Un Chau Street, 
	Sham Shui Po, Kowloon. 


	 
	 
	 

	 
	 


	 
	 
	 

	Date :                     
	Date :                     




	 
	 
	 
	To: Applicant applying for transfer to the “Inactive Waiting List” 
	       (Via : Referring Social Worker) 
	 
	Acknowledgement on Transfer to the Inactive Waiting List 
	 
	 
	Name of Applicant : 
	Name of Applicant : 
	Name of Applicant : 
	Name of Applicant : 
	Name of Applicant : 

	 
	 

	CRSRehab No. : 
	CRSRehab No. : 

	 
	 




	 
	 
	Your application for transferring to the “Inactive Waiting List” had been received and processed. 
	 
	If you need to update any information regarding your application, please contact your referring social worker who would make relevant report to the Central Referral System for Rehabilitation Services accordingly.  The responsible social worker will also keep in contact with you and conduct regular review on your service needs. 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Officer in Charge 
	Officer in Charge 
	Central Referral System for Rehabilitation Services 
	Subsystem for Persons with Intellectual/Physical Disabilities 
	 




	 
	  
	CRSRehab-IPD Form 5 
	Report of Vacancies 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	 
	 

	 
	 

	 
	 

	To: 
	To: 

	Central Referral System for Rehabilitation Services Subsystem for Persons with Intellectual/Physical Disabilities Social Welfare Department 6/F., West Coast International Building 290-296 Un Chau Street Sham Shui Po, Kowloon 
	Central Referral System for Rehabilitation Services Subsystem for Persons with Intellectual/Physical Disabilities Social Welfare Department 6/F., West Coast International Building 290-296 Un Chau Street Sham Shui Po, Kowloon 



	TBody
	TR
	 
	 

	(Name of Rehabilitation Unit)  
	(Name of Rehabilitation Unit)  

	 
	 

	 
	 


	TR
	 
	 

	(Name of Organisation)  
	(Name of Organisation)  

	 
	 

	 
	 


	TR
	 Ref.: 
	 Ref.: 

	(Address of Rehabilitation Unit)  
	(Address of Rehabilitation Unit)  

	 
	 

	 
	 


	Tel.: 
	Tel.: 
	Tel.: 

	 
	 

	 
	 

	 
	 

	 
	 

	3586 3809 (DAC/HSMH/C&A/SD) 
	3586 3809 (DAC/HSMH/C&A/SD) 


	Fax: 
	Fax: 
	Fax: 

	 
	 

	 
	 

	 
	 

	Tel.: 
	Tel.: 

	3586 3826 (SW/IVRSC/SHOS/HMMH/HSPH)  
	3586 3826 (SW/IVRSC/SHOS/HMMH/HSPH)  
	3422 3995 (Inactive Waitlisting Mechansim) 


	Date: 
	Date: 
	Date: 

	 
	 

	 
	 

	 
	 

	Fax: 
	Fax: 

	3755 4946 
	3755 4946 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	 
	1. Number of vacancies as at 
	1. Number of vacancies as at 
	1. Number of vacancies as at 
	1. Number of vacancies as at 
	1. Number of vacancies as at 

	 
	 

	(date): 
	(date): 




	 
	Service 
	Service 
	Service 
	Service 
	Service 

	Day only 
	Day only 

	Residential only 
	Residential only 

	Day cum residential 
	Day cum residential 



	Sex 
	Sex 
	Sex 
	Sex 

	Both sexes 
	Both sexes 

	M 
	M 

	F 
	F 

	M 
	M 

	F 
	F 


	(a) Capacity  
	(a) Capacity  
	(a) Capacity  

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	(b) Enrolment 
	(b) Enrolment 
	(b) Enrolment 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	(c) No. of referral(s) approved and pending admission 
	(c) No. of referral(s) approved and pending admission 
	(c) No. of referral(s) approved and pending admission 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	(d) No. of referral(s) being processed 
	(d) No. of referral(s) being processed 
	(d) No. of referral(s) being processed 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	(e) No. of referral(s) CRSRehab-IPD can send (a – b – c – d) 
	(e) No. of referral(s) CRSRehab-IPD can send (a – b – c – d) 
	(e) No. of referral(s) CRSRehab-IPD can send (a – b – c – d) 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	Remarks   
	Remarks   
	Remarks   

	 
	 

	 
	 

	 
	 




	 
	2. Number of vacancies anticipated (excluding those reported in item 1): 
	 
	Service 
	Service 
	Service 
	Service 
	Service 

	Day only 
	Day only 

	Residential only 
	Residential only 

	Day cum residential 
	Day cum residential 



	Sex 
	Sex 
	Sex 
	Sex 

	Both sexes 
	Both sexes 

	M 
	M 

	F 
	F 

	M 
	M 

	F 
	F 


	Vacancies 
	Vacancies 
	Vacancies 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	Available date(s) 
	Available date(s) 
	Available date(s) 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	Remarks   
	Remarks   
	Remarks   

	 
	 

	 
	 

	 
	 




	 
	 
	Signature: 
	Signature: 
	Signature: 
	Signature: 
	Signature: 

	 
	 



	Name: 
	Name: 
	Name: 
	Name: 

	 
	 


	Post: 
	Post: 
	Post: 

	 
	 




	SWD 644A 
	  
	CRSRehab-IPD Form 6  
	RESTRICTED 
	Selection for Placement 
	From: Central Referral System for Rehabilitation Services Subsystem for Persons with Intellectual/Physical Disabilities  Social Welfare Department 6/F, West Coast International Building 290-296 Un Chau Street, Sham Shui Po, Kowloon 
	 
	Figure
	To: 
	 
	 
	 
	 
	 
	 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 

	 3586 3809 / 3586 3826  
	 3586 3809 / 3586 3826  

	Your Ref.: 
	Your Ref.: 



	Fax: 
	Fax: 
	Fax: 
	Fax: 

	 3755 4946 
	 3755 4946 

	Your Tel: 
	Your Tel: 


	Date: 
	Date: 
	Date: 

	  
	  

	Your Fax: 
	Your Fax: 




	 
	Figure
	 
	 
	The following applicant has been selected for placement in rehabilitation unit with details shown below.  Please reply to CRSRehab by Form 7 within 3 week(s). 
	 
	Your early reply will facilitate the applicant’s admission for service. You may consider contacting the rehabilitation unit for arrangement of visits for the applicant or information on the service as appropriate.  (For priority placement, please review and confirm the applicant still has urgent service need.) 
	 
	Name of applicant: 
	HKIC No.: 
	CRSRehab No.: 
	Name of Rehabilitation Unit: 
	Type of Service: 
	Address: 
	Tel. No.: 
	Fax No.: 
	Date of Selection: 
	 
	For applicant accepting the placement offer, please forward the following required papers: 
	1. Form 1 
	1. Form 1 
	1. Form 1 

	2. Psychological Report 
	2. Psychological Report 

	3. Form 7 
	3. Form 7 

	4. Medical report 
	4. Medical report 

	5. Case Summary 
	5. Case Summary 

	6. Medical Examination Form (Annex to CRSRehab-IPD Form 7) ( Please submit the MEF Directly to the rehabilitation unit concerned) 
	6. Medical Examination Form (Annex to CRSRehab-IPD Form 7) ( Please submit the MEF Directly to the rehabilitation unit concerned) 


	 
	Please be reminded that you should have declared that there is no conflict of interest in handling the above application. You are not a family member or personal friend of the applicant and has no personal or social ties with the applicant.  You should ensure the data collection and transfer of data are authorised by the applicant during the application process. 
	 
	 
	 
	( 
	( 
	( 
	( 
	( 

	 
	 

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab-IPD 
	Oi/c CRSRehab-IPD 

	 
	 




	 
	 
	 
	  
	CRSRehab-IPD Form 6A 
	RESTRICTED 
	Notification of Case Selection to Rehabilitation Unit 
	From: Central Referral System for Rehabilitation Services Subsystem for Persons with Intellectual/Physical Disabilities Social Welfare Department 6/F, West Coast International Building 290-296 Un Chau Street, Sham Shui Po, Kowloon 
	 
	Figure
	To:  
	 
	 
	 
	 
	 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 

	 3586 3809 / 3586 3826  
	 3586 3809 / 3586 3826  

	Your Ref.: 
	Your Ref.: 

	      
	      



	Fax: 
	Fax: 
	Fax: 
	Fax: 

	 3755 4946 
	 3755 4946 

	Your Fax: 
	Your Fax: 

	      
	      


	Date: 
	Date: 
	Date: 

	  
	  

	 
	 

	 
	 




	 
	Figure
	 
	Listed below for your information are the application(s) that have been selected from the waiting list for placement in your service unit. These applicants have 3 week(s)’ time to decide whether they accept the placement offer or not. Subject to their acceptance of placement offer, the referrer and/or CRSRehab will send relevant documents to you for case intake once they are available. 
	 
	While the applicants are considering acceptance of placement offer, they and/or their family members may, through the referring officers, approach your unit for visits or information on services provided. 
	 
	Since some of the applicants may eventually decline the placement offer, if you need updated referral situation of the above list, please contact the undersigned officer of the CRSRehab. 
	 
	Name 
	Name 
	Name 
	Name 
	Name 

	Gender/ Age 
	Gender/ Age 

	CRSRehab No. 
	CRSRehab No. 

	Referring Office 
	Referring Office 

	Name of Referrer 
	Name of Referrer 

	Tel 
	Tel 

	Normal/ Priority 
	Normal/ Priority 



	 
	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	 
	 
	Please be reminded that your staff should have declared that there is no conflict of interest in handling the application(s). They are not a family member or personal friend of the applicant and have no personal or social ties with the applicant. 
	 
	 
	 
	 
	( 
	( 
	( 
	( 
	( 

	 
	 

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab-IPD 
	Oi/c CRSRehab-IPD 

	 
	 




	 
	 
	 
	  
	CRSRehab-IPD Form 7 
	RESTRICTED  
	Reply to CRSRehab-IPD on Selection for Placement 
	From: 
	From: 
	From: 
	From: 
	From: 

	 
	 

	 
	 

	 
	 

	To: 
	To: 

	Central Referral System for Rehabilitation Services Subsystem for Persons with Intellectual/Physical Disabilities Social Welfare Department 6/F, West Coast International Building 290-296 Un Chau Street Sham Shui Po, Kowloon 
	Central Referral System for Rehabilitation Services Subsystem for Persons with Intellectual/Physical Disabilities Social Welfare Department 6/F, West Coast International Building 290-296 Un Chau Street Sham Shui Po, Kowloon 



	TBody
	TR
	 
	 

	 
	 

	 
	 

	 
	 


	TR
	 
	 

	(Name of Referring Office and Organization) 
	(Name of Referring Office and Organization) 

	 
	 

	 
	 


	TR
	 
	 

	 
	 

	 
	 

	 
	 


	TR
	 
	 

	(Address of Referring Office) 
	(Address of Referring Office) 

	 
	 

	 
	 


	Tel.: 
	Tel.: 
	Tel.: 

	 
	 

	Fax: 
	Fax: 

	 
	 

	 
	 

	 
	 

	 
	 

	3586 3809 (DAC/HSMH/C&A/SD) 
	3586 3809 (DAC/HSMH/C&A/SD) 
	3586 3826 (SW/IVRSC/SHOS/HMMH/HSPH)  
	3422 3995 (Inactive Waitlisting Mechansim) 

	 
	 

	 
	 


	TR
	Date: 
	Date: 

	 
	 

	Ref.: 
	Ref.: 

	 
	 

	 
	 

	 
	 

	Tel.: 
	Tel.: 

	Fax: 
	Fax: 

	3755 4946 
	3755 4946 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	Selection for Placement to (name of rehabilitation unit):  
	Selection for Placement to (name of rehabilitation unit):  
	Selection for Placement to (name of rehabilitation unit):  
	Selection for Placement to (name of rehabilitation unit):  
	Selection for Placement to (name of rehabilitation unit):  

	 
	 




	 
	Name: 
	Name: 
	Name: 
	Name: 
	Name: 

	      
	      

	ID No.: 
	ID No.: 

	      
	      

	CRSRehab No.: 
	CRSRehab No.: 

	      
	      




	 
	 
	 
	 
	 
	 
	Figure

	Applicant accepts the offer of day service / applicant is assessed to have need for residential care service under the Standardised Assessment Mechanism *. (For priority placement, the applicant is confirmed to have urgent service need.) 
	Applicant accepts the offer of day service / applicant is assessed to have need for residential care service under the Standardised Assessment Mechanism *. (For priority placement, the applicant is confirmed to have urgent service need.) 
	The following documents are attached:  



	 
	 
	 
	 

	 
	 

	CRSRehab-IPD Form 1 
	CRSRehab-IPD Form 1 

	 
	 

	Case summary 
	Case summary 


	 
	 
	 

	 
	 

	Psychological/psychiatric/medical* report 
	Psychological/psychiatric/medical* report 

	 
	 

	Medical Examination Form (MEF) 
	Medical Examination Form (MEF) 


	 
	 
	 

	 
	 

	School progress/VTC* report/Occupational Therapist report 
	School progress/VTC* report/Occupational Therapist report 

	 
	 

	Certificate of blindness 
	Certificate of blindness 


	 
	 
	 

	Applicant is assessed to have residential care service need under the Standardised Assessment Mechanism but he/she is not yet ready for admission to RCHD at the current stage.  I confirm that the applicant is not an existing service user of subvented residential care unit.  Case can be transferred to the inactive waiting list and be reviewed annually. 
	Applicant is assessed to have residential care service need under the Standardised Assessment Mechanism but he/she is not yet ready for admission to RCHD at the current stage.  I confirm that the applicant is not an existing service user of subvented residential care unit.  Case can be transferred to the inactive waiting list and be reviewed annually. 
	Note: The applicant /family members/carer/guardian should note that the case would not be offered RCHD placement as far as the applicant is in the inactive waiting list. 


	 
	 
	 

	Applicant is assessed to have other residential care service need under the Standardised Assessment Mechanism.  
	Applicant is assessed to have other residential care service need under the Standardised Assessment Mechanism.  


	 
	 
	 

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


	 
	 
	 

	 
	 

	Applicant considers the location of rehabilitation unit unfavourable. 
	Applicant considers the location of rehabilitation unit unfavourable. 


	 
	 
	 

	 
	 

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


	 
	 
	 

	 
	 

	Satisfied with the present arrangement of day training or community support service. 
	Satisfied with the present arrangement of day training or community support service. 


	 
	 
	 

	 
	 

	Transport not available/cannot be arranged. 
	Transport not available/cannot be arranged. 


	 
	 
	 

	 
	 

	Applicant left Hong Kong or emigrated overseas. 
	Applicant left Hong Kong or emigrated overseas. 


	 
	 
	 

	 
	 

	Lost contact with applicant. 
	Lost contact with applicant. 


	 
	 
	 

	 
	 

	Applicant passed away. 
	Applicant passed away. 


	 
	 
	 

	 
	 

	Applicant is engaged in open employment at present. 
	Applicant is engaged in open employment at present. 


	 
	 
	 

	 
	 

	Applicant is engaged in Supported Employment Training for Persons with Disabilities at present. 
	Applicant is engaged in Supported Employment Training for Persons with Disabilities at present. 


	 
	 
	 

	 
	 

	Applicant is attending special school at present. 
	Applicant is attending special school at present. 


	 
	 
	 

	 
	 

	Applicant is residing in self-financing or private home. 
	Applicant is residing in self-financing or private home. 


	 
	 
	 

	 
	 

	Applicant applies for Continuation of Study (COS). The applicant will continue to study in school until _________________ (Date) 
	Applicant applies for Continuation of Study (COS). The applicant will continue to study in school until _________________ (Date) 


	 
	 
	 

	  
	  
	Figure

	Others, please specify:  
	Others, please specify:  

	 
	 




	CRSRehab-IPD Form 7 
	 
	CRSRehab No.:             
	 
	 
	 
	 
	 
	 

	Applicant is temporarily hospitalised.  Name of Hospital:  Admission date: 
	Applicant is temporarily hospitalised.  Name of Hospital:  Admission date: 
	Please transfer the applicant to the inactive waiting list if he/she is waitlisting for residential care service or paired up day and residential care service. 
	 



	 
	 
	 
	 

	Applicant is assessed to have no residential care service need under the Standardised Assessment Mechanism.  Case can be deleted from CRSRehab-IPD. 
	Applicant is assessed to have no residential care service need under the Standardised Assessment Mechanism.  Case can be deleted from CRSRehab-IPD. 




	 
	(for day and residential care service applicant only) 
	(for day and residential care service applicant only) 
	(for day and residential care service applicant only) 
	(for day and residential care service applicant only) 
	(for day and residential care service applicant only) 



	 
	 
	 
	 

	Applicant prefers day placement be offered first 
	Applicant prefers day placement be offered first 
	Note: For applicant opted for Inactive Waiting List, the residential care service application would remained inactive. 


	 
	 
	 

	Applicant prefersday placement be offered with residential placement together. 
	Applicant prefersday placement be offered with residential placement together. 




	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Signature: 
	Signature: 

	 
	 



	 
	 
	 
	 

	Name: 
	Name: 

	      
	      


	* Please delete as inapplicable 
	* Please delete as inapplicable 
	* Please delete as inapplicable 

	Post: 
	Post: 

	      
	      




	 
	 
	  
	Annex to CRSRehab-IPD Form 7 
	RESTRICTED 
	 
	Day/Residential Care Service for Persons with Intellectual or Physical Disabilities 
	Medical Examination Form 
	 
	 
	Personal Data of Applicant 
	Name: (English) 
	Name: (English) 
	Name: (English) 
	Name: (English) 
	Name: (English) 

	 
	 

	(Chinese) 
	(Chinese) 

	 
	 


	Sex/Age/D.O.B.: 
	Sex/Age/D.O.B.: 
	Sex/Age/D.O.B.: 

	 
	 

	HKIC No.: 
	HKIC No.: 

	 
	 

	Tel.: 
	Tel.: 

	 
	 




	 
	 
	Major Diagnosis 
	Intellectual Disability 
	Intellectual Disability 
	Intellectual Disability 
	Intellectual Disability 
	Intellectual Disability 

	 Mild  Moderate  Severe  Profound 
	 Mild  Moderate  Severe  Profound 


	Physical Disability 
	Physical Disability 
	Physical Disability 

	Please specify: 
	Please specify: 

	 
	 


	Psychiatric Illness 
	Psychiatric Illness 
	Psychiatric Illness 

	Diagnosis: 
	Diagnosis: 

	 
	 


	 
	 
	 

	Follow-up Interval: 
	Follow-up Interval: 

	 
	 




	 
	 
	Medical History 
	 
	 
	 
	 
	 

	No 
	No 

	Yes 
	Yes 

	If yes, please elaborate: 
	If yes, please elaborate: 


	Symptoms of Infectious Diseases e.g. diarrhea, rash, frequent cough, past chest infection, etc. 
	Symptoms of Infectious Diseases e.g. diarrhea, rash, frequent cough, past chest infection, etc. 
	Symptoms of Infectious Diseases e.g. diarrhea, rash, frequent cough, past chest infection, etc. 

	 
	 

	 
	 

	 
	 


	TR
	 
	 


	Allergy to Food or Drug 
	Allergy to Food or Drug 
	Allergy to Food or Drug 

	 
	 

	 
	 

	 
	 


	Epilepsy 
	Epilepsy 
	Epilepsy 

	 
	 

	 
	 

	mild (once a month) 
	mild (once a month) 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	moderate (once a week) 
	moderate (once a week) 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	severe (once a day) 
	severe (once a day) 

	 
	 


	Swallowing Difficulties/Easy Choking 
	Swallowing Difficulties/Easy Choking 
	Swallowing Difficulties/Easy Choking 

	 
	 

	 
	 

	 
	 


	Recent Auditory/Visual Deterioration 
	Recent Auditory/Visual Deterioration 
	Recent Auditory/Visual Deterioration 

	 
	 

	 
	 

	 
	 


	Other Significant Illness 
	Other Significant Illness 
	Other Significant Illness 

	 
	 

	 
	 

	 
	 




	 
	Previous Operations 
	Previous Operations 
	Previous Operations 
	Previous Operations 
	Previous Operations 

	 
	 

	Dates 
	Dates 


	 
	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 


	Current Treatment (specify dosage): 
	Current Treatment (specify dosage): 
	Current Treatment (specify dosage): 

	 
	 

	Name(s) of Treatment Providers (e.g. clinic): 
	Name(s) of Treatment Providers (e.g. clinic): 


	 
	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 




	 
	Others (please specify): 
	Others (please specify): 
	Others (please specify): 
	Others (please specify): 
	Others (please specify): 

	 
	 




	RESTRICTED 
	 
	Physical Examination 
	 
	 
	 
	 
	 
	 

	Satisfactory 
	Satisfactory 

	Fair 
	Fair 

	Poor 
	Poor 


	General Condition 
	General Condition 
	General Condition 

	 
	 

	 
	 

	 
	 




	 
	 
	 
	 
	 
	 

	Normal 
	Normal 

	Abnormal 
	Abnormal 

	If abnormal, please elaborate: 
	If abnormal, please elaborate: 


	Skin Condition, e.g. scabies, jaundice 
	Skin Condition, e.g. scabies, jaundice 
	Skin Condition, e.g. scabies, jaundice 

	 
	 

	 
	 

	 
	 


	Lymphatic System 
	Lymphatic System 
	Lymphatic System 

	 
	 

	 
	 

	 
	 


	Dental Condition 
	Dental Condition 
	Dental Condition 

	 
	 

	 
	 

	 
	 


	Thyroid 
	Thyroid 
	Thyroid 

	 
	 

	 
	 

	 
	 


	Chest 
	Chest 
	Chest 

	 
	 

	 
	 

	 
	 


	Cardiovascular System 
	Cardiovascular System 
	Cardiovascular System 

	 
	 

	 
	 

	 
	 


	Abdomen 
	Abdomen 
	Abdomen 

	 
	 

	 
	 

	 
	 


	Limbs, Spine 
	Limbs, Spine 
	Limbs, Spine 

	 
	 

	 
	 

	 
	 


	Possible Signs of Infectious Diseases 
	Possible Signs of Infectious Diseases 
	Possible Signs of Infectious Diseases 

	 
	 

	 
	 

	 
	 


	 
	 
	 
	Need for Special Diet 

	No 
	No 
	 

	Yes 
	Yes 
	 

	If yes, please specify: 
	If yes, please specify: 




	 
	Body Weight: 
	Body Weight: 
	Body Weight: 
	Body Weight: 
	Body Weight: 

	 
	 

	kg 
	kg 

	Blood Pressure: 
	Blood Pressure: 

	 
	 

	mmHg 
	mmHg 

	Pulse: 
	Pulse: 

	 
	 

	/min 
	/min 




	 
	Other Findings: 
	Other Findings: 
	Other Findings: 
	Other Findings: 
	Other Findings: 

	 
	 




	 
	 
	Doctor’s Recommendations: 
	Doctor’s Recommendations: 
	Doctor’s Recommendations: 
	Doctor’s Recommendations: 
	Doctor’s Recommendations: 


	1. 
	1. 
	1. 

	The applicant is  fit /  unfit for admission to day/residential care service. (No evidence of infectious disease or significant physical condition contraindicating placement into a group environment.) 
	The applicant is  fit /  unfit for admission to day/residential care service. (No evidence of infectious disease or significant physical condition contraindicating placement into a group environment.) 


	2. 
	2. 
	2. 

	The applicant should be referred to the following specialist for follow up examination: 
	The applicant should be referred to the following specialist for follow up examination: 


	 
	 
	 

	 
	 




	 
	 
	Doctor’s Signature: 
	Doctor’s Signature: 
	Doctor’s Signature: 
	Doctor’s Signature: 
	Doctor’s Signature: 

	 
	 

	 
	 

	Hospital/Clinic: 
	Hospital/Clinic: 

	 
	 


	Name in block letter: 
	Name in block letter: 
	Name in block letter: 

	 
	 

	 
	 

	Tel.: 
	Tel.: 

	 
	 


	Date: 
	Date: 
	Date: 

	 
	 

	 
	 

	Ref. No.: 
	Ref. No.: 

	 
	 




	 
	Remark: 
	Remark: 
	Remark: 
	Remark: 
	Remark: 
	 

	1. This medical examination form is valid for 6 months from the date of issue. 
	1. This medical examination form is valid for 6 months from the date of issue. 
	1. This medical examination form is valid for 6 months from the date of issue. 
	1. This medical examination form is valid for 6 months from the date of issue. 

	2. Medical examination primarily serves the purpose of formulating individual care plan rather than screening.  Flexibility should be applied whenever necessary. 
	2. Medical examination primarily serves the purpose of formulating individual care plan rather than screening.  Flexibility should be applied whenever necessary. 






	 
	 
	CRSRehab-IPD Form 7A 
	RESTRICTED 
	Reminder to Referrer 
	From: Central Referral System for Rehabilitation Services Subsystem for Persons with Intellectual/Physical Disabilities Social Welfare Department 6/F, West Coast International Building 290-296 Un Chau Street, Sham Shui Po, Kowloon 
	 
	Figure
	To: 
	 
	 
	 
	 
	 
	 
	Figure
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 

	 3586 3809 / 3586 3826  
	 3586 3809 / 3586 3826  

	Your Ref.: 
	Your Ref.: 



	Fax: 
	Fax: 
	Fax: 
	Fax: 

	 3755 4946 
	 3755 4946 

	Your Tel: 
	Your Tel: 


	Date: 
	Date: 
	Date: 

	  
	  

	Your Fax: 
	Your Fax: 




	 
	Name of applicant: 
	HKIC No.: 
	CRSRehab No.: 
	Name of Rehabilitation Unit: 
	Date of Selection: 
	 
	Figure
	 
	CRSRehab-IPD has not received your reply to the placement offer for the above-named applicant. I would be grateful if you would reply to CRSRehab-IPD via Form 7 within 2 week(s).  Otherwise, the applicant would be removed from the waiting list. 
	 
	If you have already replied to this, I would much appreciate if you would forward a copy of Form 7 to CRSRehab-IPD. 
	 
	 
	 
	 
	( 
	( 
	( 
	( 
	( 

	 
	 

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab-IPD 
	Oi/c CRSRehab-IPD 

	 
	 




	 
	 
	 
	 
	 
	c.c. Agency Head 
	 
	  
	CRSRehab-IPD Form 7C 
	RESTRICTED 
	Reminder to Referrer 
	(for Annual Case Review) 
	From: Central Referral System for Rehabilitation Services Subsystem for  Persons with Intellectual/Physical Disabilities Social Welfare Department 6/F, West Coast International Building 290-296 Un Chau Street, Sham Shui Po, Kowloon 
	 
	Figure
	To: 
	 
	 
	 
	 
	 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 

	 3422 3995 
	 3422 3995 

	Your Ref.: 
	Your Ref.: 



	Fax: 
	Fax: 
	Fax: 
	Fax: 

	 3755 4946 
	 3755 4946 

	Your Tel: 
	Your Tel: 


	Date: 
	Date: 
	Date: 

	  
	  

	Your Fax: 
	Your Fax: 




	                                                                                                                                                                                                              
	 
	Name of Applicant: 
	Name of Applicant: 
	Name of Applicant: 
	Name of Applicant: 
	Name of Applicant: 

	 
	 



	HKIC No.: 
	HKIC No.: 
	HKIC No.: 
	HKIC No.: 

	 
	 


	CRSRehab No.: 
	CRSRehab No.: 
	CRSRehab No.: 

	 
	 


	Date of Application: 
	Date of Application: 
	Date of Application: 

	 
	 




	 
	The above-named applicant has been registered on the Inactive Waiting List since   .  Please review the applicant’s current condition and see if he/she would like to remain in the Inactive Waiting List.  Otherwise, please reactivate his/her application and put him/her back to the Active Waiting List.  Please reply to CRSRehab-IPD via Form 3 within 3 weeks. 
	 
	 
	 
	( 
	( 
	( 
	( 
	( 

	 
	 

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab-IPD 
	Oi/c CRSRehab-IPD 

	 
	 




	 
	 
	 
	 
	 
	CRSRehab-IPD Form 8 
	RESTRICTED 
	Referral for Admission 
	 
	From: Central Referral System for Rehabilitation Services  Subsystem for Persons with Intellectual/Physical Disabilities Social Welfare Department 6/F, West Coast International Building 290-296 Un Chau Street, Sham Shui Po, Kowloon 
	 
	Figure
	To: 
	 
	 
	 
	 
	 
	 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 

	 3586 3809 / 3586 3826  
	 3586 3809 / 3586 3826  

	Your Ref.: 
	Your Ref.: 

	      
	      



	Fax: 
	Fax: 
	Fax: 
	Fax: 

	 3755 4946 
	 3755 4946 

	Your Fax: 
	Your Fax: 

	      
	      


	Date: 
	Date: 
	Date: 

	  
	  

	 
	 

	 
	 




	 
	Figure
	 
	Referral for Admission to 
	 
	 
	Figure
	 
	I forward the referral papers listed below of the following applicant for admission to your centre.  
	Please kindly reply by completing the Report on Case Intake/Discharge (Form 9) within 28 day(s). 
	By copy of this, the referrer is requested to contact the rehabilitation unit for case intake. 
	 
	 
	Case particulars: 
	 
	Name of applicant: Hong Kong Identity Card: 
	Gender / D.O.B.: CRSRehab No.: 
	 
	 
	Referral papers attached: 
	 
	1. Form 1 
	1. Form 1 
	1. Form 1 

	2. Psychological Report 
	2. Psychological Report 

	3. Case Summary 
	3. Case Summary 

	4. Medical Report 
	4. Medical Report 


	 
	( 
	( 
	( 
	( 
	( 

	 
	 

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab-IPD 
	Oi/c CRSRehab-IPD 

	 
	 




	 
	 
	 
	c.c. Referring office (without enclosure): (Fax no.: ) 
	(case ref. ) 
	  
	CRSRehab-IPD Form 9 
	Report on Case Intake / Discharge 
	From: 
	From: 
	From: 
	From: 
	From: 

	 
	 

	 
	 

	 
	 

	To: 
	To: 

	Central Referral System for Rehabilitation Services Subsystem for Persons with Intellectual/Physical Disabilities Social Welfare Department 6/F, West Coast International Building 290-296 Un Chau Street, Sham Shui Po, Kowloon                   
	Central Referral System for Rehabilitation Services Subsystem for Persons with Intellectual/Physical Disabilities Social Welfare Department 6/F, West Coast International Building 290-296 Un Chau Street, Sham Shui Po, Kowloon                   
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	(Name of Rehabilitation Unit) 
	(Name of Rehabilitation Unit) 

	 
	 

	 
	 


	TR
	 
	 

	 
	 

	 
	 

	 
	 


	TR
	 
	 

	(Address of Organization) 
	(Address of Organization) 

	 
	 

	 
	 


	TR
	Tel.: 
	Tel.: 

	 
	 

	Fax: 
	Fax: 

	 
	 

	 
	 

	 
	 


	Date: 
	Date: 
	Date: 

	 
	 

	 
	 

	 
	 

	Tel.: 
	Tel.: 

	3586 3809 (DAC/HSMH/C&A/SD) 
	3586 3809 (DAC/HSMH/C&A/SD) 
	3586 3826 (SW/IVRSC/SHOS/HMMH/HSPH) 

	Fax: 
	Fax: 

	3755 4946 
	3755 4946 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	1. Case information 
	Name: 
	Name: 
	Name: 
	Name: 
	Name: 

	 
	 

	HKIC No.: 
	HKIC No.: 

	 
	 

	CRSRehab No.: 
	CRSRehab No.: 

	 
	 




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


	admitted into service on 
	admitted into service on 

	 
	 

	(date). 
	(date). 



	 
	 
	 
	 
	 


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


	 
	 
	 
	 


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


	 
	 
	 
	 


	Rejected upon case screening due to: 
	Rejected upon case screening due to: 


	 
	 
	 
	 


	fail in job test
	fail in job test
	fail in job test
	 

	low ability / motivation for training 


	 
	 
	 
	 


	 health problem (please specify):                                                                                                 
	 health problem (please specify):                                                                                                 
	 health problem (please specify):                                                                                                 
	 
	Span



	 
	 
	 
	 


	severely behavioral problem (please specify):                                                                              
	severely behavioral problem (please specify):                                                                              
	severely behavioral problem (please specify):                                                                              
	 
	Span



	 
	 
	 
	 


	 others (please specify):                                                                                                               
	 others (please specify):                                                                                                               


	 
	 
	 
	 


	self-withdrawn by applicant upon admission due to: 
	self-withdrawn by applicant upon admission due to: 


	 
	 
	 
	 


	open employment 
	open employment 

	living in private / self-financing home 
	living in private / self-financing home 


	 
	 
	 
	 


	Supported Employment Training for Persons with Disabilities
	Supported Employment Training for Persons with Disabilities
	Supported Employment Training for Persons with Disabilities
	 


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



	 
	 
	 
	 


	unfavourable location 
	unfavourable location 

	attending special school at present 
	attending special school at present 


	 
	 
	 
	 


	lost contact
	lost contact
	lost contact
	 


	applicant / family members do not disclose any reason
	applicant / family members do not disclose any reason
	applicant / family members do not disclose any reason
	 



	 
	 
	 
	 


	others (please specify):                                                                                                           
	others (please specify):                                                                                                           
	others (please specify):                                                                                                           
	 
	Span



	 
	 
	 
	 


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


	 
	 
	 
	 


	admitted to another day / residential care service of the same type 
	admitted to another day / residential care service of the same type 


	 
	 
	 
	 


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


	 
	 
	 
	 


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


	 
	 
	 
	 


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


	 
	 
	 
	 


	admitted infirmary 
	admitted infirmary 

	compassionate rehousing or independent living 
	compassionate rehousing or independent living 


	 
	 
	 
	 


	return home or family union 
	return home or family union 

	deceased 
	deceased 


	 
	 
	 
	 


	others (please specify):                                                                                                          
	others (please specify):                                                                                                          




	 
	Signature: 
	Signature: 
	Signature: 
	Signature: 
	Signature: 

	 
	 

	Name: 
	Name: 

	 
	 

	Post: 
	Post: 

	 
	 



	c.c. 
	c.c. 
	c.c. 
	c.c. 

	Referring office: 
	Referring office: 

	                                       
	                                       


	 
	 
	 

	(case ref. 
	(case ref. 

	                                       
	                                       

	) 
	) 




	 
	CRSRehab-IPD Form 9A 
	Reminder to Rehabilitation Unit 
	 
	From: Central Referral System for Rehabilitation Services Subsystem for Persons with Intellectual/Physical Disabilities Social Welfare Department 6/F, West Coast International Building 290-296 Un Chau Street, Sham Shui Po, Kowloon 
	 
	Figure
	To: 
	 
	 
	 
	 
	 
	 
	 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 

	 3586 3809 / 3586 3826  
	 3586 3809 / 3586 3826  

	Your Ref.: 
	Your Ref.: 

	      
	      



	Fax: 
	Fax: 
	Fax: 
	Fax: 

	 3755 4946 
	 3755 4946 

	Your Fax: 
	Your Fax: 

	      
	      


	Date: 
	Date: 
	Date: 

	  
	  

	 
	 

	 
	 




	 
	Figure
	 
	The following application(s) has/ have been referred to your unit for consideration of admission for more than 4 week(s). So far, no reply has been received by CRSRehab.  I would be grateful for your prompt decision on this/ these application(s) and reply to CRSRehab via Form 9 with a copy to the referrer concerned within 2 week(s). 
	 
	 
	 Date of Referral CRSRehab No. Name of Applicant Gender Age 
	 
	 
	 
	 
	 
	 
	 
	 
	( 
	( 
	( 
	( 
	( 

	 
	 

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab-IPD 
	Oi/c CRSRehab-IPD 

	 
	 




	 
	 
	 
	 
	c.c. Agency Head  
	Referrer: 
	  
	CRSRehab-IPD Form 10 
	Application for Priority Placement 
	From: 
	From: 
	From: 
	From: 
	From: 

	 
	 

	 
	 

	 
	 

	To: 
	To: 

	Central Referral System for Rehabilitation Services Subsystem for Persons with Intellectual/Physical Disabilities Social Welfare Department 6/F, West Coast International Building 290-296 Un Chau Street Sham Shui Po, Kowloon 
	Central Referral System for Rehabilitation Services Subsystem for Persons with Intellectual/Physical Disabilities Social Welfare Department 6/F, West Coast International Building 290-296 Un Chau Street Sham Shui Po, Kowloon 



	TBody
	TR
	 
	 

	(Name of Referring Office) 
	(Name of Referring Office) 
	 

	 
	 

	 
	 


	TR
	 
	 

	(Name of Organization) 
	(Name of Organization) 
	 

	 
	 

	 
	 


	TR
	 Ref.: 
	 Ref.: 

	(Address of Referring Office) 
	(Address of Referring Office) 
	 

	 
	 

	 
	 

	 
	 


	Tel.: 
	Tel.: 
	Tel.: 

	 
	 

	 
	 

	 
	 

	 
	 

	3586 3809 (DAC/HSMH/C&A/SD) 
	3586 3809 (DAC/HSMH/C&A/SD) 
	3586 3826 (SW/IVRSC/SHOS/HMMH/HSPH) 


	TR
	Fax: 
	Fax: 

	 
	 

	 
	 

	 
	 

	Tel.: 
	Tel.: 


	Date: 
	Date: 
	Date: 

	 
	 

	 
	 

	 
	 

	Fax: 
	Fax: 

	3755 4946 
	3755 4946 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	1. Case Particulars 
	1. Case Particulars 
	1. Case Particulars 


	Name: 
	Name: 
	Name: 
	Name: 
	Name: 

	 
	 

	Sex/D.O.B.: 
	Sex/D.O.B.: 

	 
	 

	HKIC No.: 
	HKIC No.: 

	 
	 



	Residential address: 
	Residential address: 
	Residential address: 
	Residential address: 

	 
	 


	Placement required: 
	Placement required: 
	Placement required: 

	 
	 

	CRSRehab No.: 
	CRSRehab No.: 

	 
	 




	 
	2. Family Particulars 
	2. Family Particulars 
	2. Family Particulars 


	Name 
	Name 
	Name 
	Name 
	Name 

	Relationship 
	Relationship 

	Sex/Age 
	Sex/Age 

	Occupation/ Schooling 
	Occupation/ Schooling 

	Income/ School fee 
	Income/ School fee 

	Disability/ Illness (if any) 
	Disability/ Illness (if any) 

	Whether Living with Applicant 
	Whether Living with Applicant 
	(✓ or X) 



	 
	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	3. Case/Family background 
	3. Case/Family background 
	3. Case/Family background 


	 
	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 




	 
	4. Description of applicant’s disabilities, assessment and treatment given, and recommendation made by relevant professional(s).  Relevant report(s) is/are/not attached (please delete where inappropriate). 
	 
	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 




	 
	SWD 655A 
	SWD 655A 
	Figure

	CRSRehab-IPD Form 10 
	5. Welfare service(s) received/receiving by applicant 
	Month/Year Name of Service Centre Type of Service Reason(s) for Discharge 
	 
	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 




	 
	6. Challenging behaviour, including (please select whichever appropriate): 
	6. Challenging behaviour, including (please select whichever appropriate): 
	6. Challenging behaviour, including (please select whichever appropriate): 


	 Offensive behaviour e.g. screaming, regurgitating, noisy behaviour, smearing with faeces or any similar offensive or antisocial habits, etc. 
	 Self-abusive behaviour e.g. biting self, eye-poking, scratching self, picking at sores, slapping self or similar behaviours resulting in self harm, etc. 
	 Aggression toward others, i.e. causing bodily harm in others (with or without weapon) 
	 Destructive behaviour, i.e. causing damage to furniture, fittings, buildings, vehicles, etc. 
	 Inappropriate sexual behaviour e.g. exposes self, masturbates or groping others in public, etc. 
	 Repetitive behaviour e.g. rocking of body back and forth, flapping hands, flicking fingers, pacing up and down, constant running, or other stereotyped behaviours, etc. 
	 
	Please provide a detailed description on the behaviour, the context where it happened, its severity and frequency, treatment made and whether any improvement is observed. 
	 
	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 




	 
	7. Present accommodation arrangement and description of home living environment. 
	 
	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 




	 
	8. Any deterioration in carer’s physical/mental health condition, and his/her present capability to look after applicant. 
	 
	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 




	 
	 
	CRSRehab-IPD Form 10 
	9. Whether applicant is exposed to any physical/moral danger, and what kind of intervention is made. 
	 
	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 




	 
	10. Reason(s) for priority placement (for priority placement in residential care service, justification for not staying in present accommodation should also be provided). 
	 
	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 




	 
	 
	 
	Recommended by 
	Recommended by 
	Recommended by 
	Recommended by 
	Recommended by 

	 
	 

	 
	 

	 
	 

	 
	 



	Signature: 
	Signature: 
	Signature: 
	Signature: 

	 
	 

	 
	 

	Post Title: 
	Post Title: 

	 
	 


	Name: 
	Name: 
	Name: 

	 
	 

	 
	 

	Date: 
	Date: 

	 
	 




	 
	 
	 
	 
	11. Comment by Supporting Officer: 
	 
	 
	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 




	 
	 
	 
	Supported by* 
	Supported by* 
	Supported by* 
	Supported by* 
	Supported by* 

	 
	 

	 
	 

	 
	 

	 
	 



	Signature: 
	Signature: 
	Signature: 
	Signature: 

	 
	 

	 
	 

	Tel.: 
	Tel.: 

	 
	 


	Name: 
	Name: 
	Name: 

	 
	 

	 
	 

	Fax: 
	Fax: 

	 
	 


	Post Title: 
	Post Title: 
	Post Title: 

	 
	 

	 
	 

	Date: 
	Date: 

	 
	 




	 
	* Support should be obtained from agency head/designated representative of non-governmental organization, principal of special school, or DSWO/ADSWO of SWD. 
	 
	 
	 
	 
	 
	CRSRehab-IPD Form 10A 
	RESTRICTED 
	Outcome of Application for Priority Placement 
	 
	From: Central Referral System for Rehabilitation Services Subsystem for Persons with Intellectual/Physical Disabilities Social Welfare Department  6/F, West Coast International Building 290-296 Un Chau Street, Sham Shui Po, Kowloon 
	To: 
	Figure
	 
	 
	 
	 
	 
	 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 
	CRSRehab-IPD Tel.: 

	 3586 3809 / 3586 3826 
	 3586 3809 / 3586 3826 

	Your Ref.: 
	Your Ref.: 



	Fax: 
	Fax: 
	Fax: 
	Fax: 

	 3755 4946 
	 3755 4946 

	Your Tel: 
	Your Tel: 


	Date: 
	Date: 
	Date: 

	  
	  

	Your Fax: 
	Your Fax: 




	 
	Figure
	 
	Name of applicant: 
	HKIC No.: 
	CRSRehab No.: 
	Figure
	 
	 I am pleased to inform you that your application for priority placement for the above-named applicant is approved. The details of the placement are detailed below: 
	Figure
	 
	Type of Placement: 
	Date of Priority Assigned: 
	Location preference: 
	 
	 The captioned application for priority placement is not approved or not necessary due to the following reason: 
	Figure
	 
	 
	If you have any question, please contact the staff-on-duty at 3586 3809 or 3586 3826 for discussion on the case. 
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	Oi/c CRSRehab-IPD 
	Oi/c CRSRehab-IPD 

	 
	 




	 
	 
	 
	 
	 
	 
	Part II  
	 
	Figure
	 
	 
	 
	 
	 
	Forms of the Subsystem for 
	 Persons 
	 Persons 
	in Mental Recovery
	in Mental Recovery

	 (CRSRehab-PMR) 

	RESTRICTED  
	 
	CENTRAL REFERRAL SYSTEM FOR REHABILITATION SERVICES 
	SUBSYSTEM FOR PERSONS IN MENTAL RECOVERY (CRSRehab-PMR) 
	REGISTRATION FORM 
	Name of Applicant: 
	Name of Applicant: 
	Name of Applicant: 
	Name of Applicant: 
	Name of Applicant: 

	      
	      


	 
	 
	 

	(This part should be completed for facsimile purpose) 
	(This part should be completed for facsimile purpose) 




	 
	Instruction: Please use BLOCK LETTERS to fill the information or give a ‘√’ in the boxes, whichever is required. 
	 
	Part A 
	 
	A. Source of Referral 
	A. Source of Referral 
	A. Source of Referral 


	 
	Case reference no. 
	Case reference no. 
	Case reference no. 
	Case reference no. 
	Case reference no. 

	      
	      



	Name of referrer 
	Name of referrer 
	Name of referrer 
	Name of referrer 

	      
	      

	Signature 
	Signature 

	 
	 


	Office / Centre 
	Office / Centre 
	Office / Centre 

	      
	      

	 
	 

	 
	 


	Tel. no. 
	Tel. no. 
	Tel. no. 

	      
	      

	Fax no. 
	Fax no. 

	      
	      

	Date 
	Date 

	      
	      


	 
	 
	 




	 
	B. Personal Particulars 
	B. Personal Particulars 
	B. Personal Particulars 
	B. Personal Particulars 
	1. Name of applicant:  
	1. Name of applicant:  
	1. Name of applicant:  
	1. Name of applicant:  
	2. HKIC No.: 
	2. HKIC No.: 
	2. HKIC No.: 
	2. HKIC No.: 
	3. Date of birth: 
	3. Date of birth: 
	3. Date of birth: 

	4. Sex: 
	4. Sex: 

	5. Residential district: 
	5. Residential district: 

	6. Whether the client is living in institution or hospital? NoYes 
	6. Whether the client is living in institution or hospital? NoYes 

	7. Medical History: 
	7. Medical History: 

	8. Whether the case has been consulted with the case medical officer?    Yes  or    No 
	8. Whether the case has been consulted with the case medical officer?    Yes  or    No 

	9. Other conditions 
	9. Other conditions 











	Table
	THead
	TR
	      
	      

	( 
	( 

	      
	      

	) 
	) 



	TBody
	TR
	      
	      

	 
	 


	TR
	   
	   

	/ 
	/ 

	   
	   

	/ 
	/ 

	      
	      

	(DD/MM/YYYY) 
	(DD/MM/YYYY) 

	      
	      


	TR
	      
	      

	 
	 

	 
	 


	TR
	Since (DD/MM/YYYY) 
	Since (DD/MM/YYYY) 

	   
	   

	/ 
	/ 

	   
	   

	/ 
	/ 

	      
	      


	Name of institution or hospital: 
	Name of institution or hospital: 
	Name of institution or hospital: 

	      
	      

	 
	 


	Psychiatric diagnosis: 
	Psychiatric diagnosis: 
	Psychiatric diagnosis: 

	      
	      

	 
	 


	Onset of mental illness in: 
	Onset of mental illness in: 
	Onset of mental illness in: 

	      
	      

	(YYYY) 
	(YYYY) 


	Other illness, please specify: 
	Other illness, please specify: 
	Other illness, please specify: 

	      
	      

	 
	 


	A. Conditional discharge 
	A. Conditional discharge 
	A. Conditional discharge 

	/  
	/  

	B. Unconditional discharge 
	B. Unconditional discharge 


	A. Intensive care case 
	A. Intensive care case 
	A. Intensive care case 

	/ 
	/ 

	B. Non-intensive care case 
	B. Non-intensive care case 
	B.1. Special care case 
	B.2. Conventional care case 
	C. Ex-intensive care case 
	A. Yes     N. No 


	Other medical history 
	Other medical history 
	Other medical history 

	A. Anti-social behavior 
	A. Anti-social behavior 

	B. Suicidal tendency 
	B. Suicidal tendency 


	 
	 
	 

	C. Drug addiction 
	C. Drug addiction 

	D. Alcoholism 
	D. Alcoholism 


	 
	 
	 

	E. Sexual deviation 
	E. Sexual deviation 

	F. Others 
	F. Others 

	      
	      


	Ex-offender 
	Ex-offender 
	Ex-offender 

	N. No 
	N. No 

	A. Yes, with imprisonment 
	A. Yes, with imprisonment 

	B. Yes, without imprisonment 
	B. Yes, without imprisonment 


	Member of Triad Society 
	Member of Triad Society 
	Member of Triad Society 

	N. No 
	N. No 

	A. Yes 
	A. Yes 




	C. Particular of placement required 
	C. Particular of placement required 
	C. Particular of placement required 
	C. Particular of placement required 
	1. Day Placement (please select by ticking one type of day placements only)  
	1. Day Placement (please select by ticking one type of day placements only)  
	1. Day Placement (please select by ticking one type of day placements only)  

	2. Residential Placement (please select by ticking one type of residential placements only) 
	2. Residential Placement (please select by ticking one type of residential placements only) 





	Code 
	Code 
	Code 
	Code 
	Code 

	Service Type 
	Service Type 

	Location Preference 1 
	Location Preference 1 

	Location Preference 2 
	Location Preference 2 

	Location Preference 3 
	Location Preference 3 



	B  
	B  
	B  
	B  
	 
	 

	Sheltered Workshop / Integrated Vocational Rehabilitation Service Centres 
	Sheltered Workshop / Integrated Vocational Rehabilitation Service Centres 

	      
	      

	      
	      

	      
	      




	 
	Code 
	Code 
	Code 
	Code 
	Code 

	Service Type 
	Service Type 

	Location Preference 1 
	Location Preference 1 

	Location Preference 2 
	Location Preference 2 

	Location Preference 3 
	Location Preference 3 



	C  
	C  
	C  
	C  

	Halfway house 
	Halfway house 
	[Subvented] 

	      
	      

	      
	      

	      
	      


	TR
	L  
	L  

	Halfway house 
	Halfway house 
	[Subvented + Bought Place Scheme for Private Residential Care Homes for Persons with Disabilities] 


	TR
	E  
	E  

	Halfway house with special provision (previously known as Purpose-built Halfway House) 
	Halfway house with special provision (previously known as Purpose-built Halfway House) 


	TR
	G  
	G  

	Long Stay Care Home [Subvented] 
	Long Stay Care Home [Subvented] 


	TR
	H  
	H  

	Long Stay Care Home [Subvented + Bought Place Scheme for Private Residential Care Homes for Persons with Disabilities] 
	Long Stay Care Home [Subvented + Bought Place Scheme for Private Residential Care Homes for Persons with Disabilities] 


	TR
	I  
	I  

	Supported Hostel 
	Supported Hostel 
	[Subvented] 


	TR
	N  
	N  

	Supported Hostel 
	Supported Hostel 
	[Subvented + Bought Place Scheme for Private Residential Care Homes for Persons with Disabilities] 




	  
	D. Priority Placement  
	D. Priority Placement  
	D. Priority Placement  


	Whether the client is in need of priority placement?  N. No    A. Yes (If yes, please give reason) 
	1. For referring units serving dischargees of correctional institutes, i.e. Siu Lam Psychiatric Centre and other prisons, please input the reasons for priority placement here. __________________________________________________ 
	_______________________________________________________________________________________________ 
	2. For other referring units, please submit Form 1 together with Form 10 for the application in need of priority placement. 
	 
	E. Declaration 
	E. Declaration 
	E. Declaration 


	 
	   Referrer has declared that there is no conflict of interest in handling this application.  Referrer is not a family member or personal friend of the applicant and has no personal or social ties with the applicant, and she/he has notified the applicant/family member(s)/guardian/carer(s) that SWD and the referring agency will not charge for the application and referral for service.  The applicant/family member(s)/guardian/carer(s) should report to the Independent Commission Against Corruption (ICAC) immedi
	 
	Endorsed by: 
	Endorsed by: 
	Endorsed by: 
	Endorsed by: 
	Endorsed by: 

	Prepared by: 
	Prepared by: 



	Signature: 
	Signature: 
	Signature: 
	Signature: 

	      
	      

	Signature: 
	Signature: 

	      
	      


	Name: 
	Name: 
	Name: 

	      
	      

	Name: 
	Name: 

	      
	      


	Designation: 
	Designation: 
	Designation: 

	      
	      

	Designation: 
	Designation: 

	      
	      


	Office: 
	Office: 
	Office: 

	      
	      

	Office: 
	Office: 

	      
	      


	Date: 
	Date: 
	Date: 

	      
	      

	Date: 
	Date: 

	      
	      




	 
	 
	RESTRICTED
	RESTRICTED
	 

	 
	 

	Confirmation of Registration
	Confirmation of Registration
	 
	Span

	 
	From: 
	From: 
	From: 
	From: 
	From: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Persons in Mental Recovery 
	Social Welfare Department 
	Room 901, 9/F Wu Chung House 
	213 Queen's Road East, Wanchai, Hong Kong 



	To: 
	To: 
	To: 
	To: 

	 
	 


	 
	 
	 




	 
	The following applicant has been registered in CRSRehab-PMR for rehabilitation service.  Please kindly verify the following data, raise amendment and update any subsequent change to CRSRehab-PMR by Form 3. For case enquiries, please contact the staff-on-duty at 2892 5134 / 2892 5347. For data protection, only enquiries from the referrer will be answered. 
	 
	I.  Information of referrer  
	I.  Information of referrer  
	I.  Information of referrer  
	I.  Information of referrer  
	I.  Information of referrer  



	Tel No.: 
	Tel No.: 
	Tel No.: 
	Tel No.: 

	 
	 

	Fax No.: 
	Fax No.: 

	 
	 


	 
	 
	 


	II.  Case particulars 
	II.  Case particulars 
	II.  Case particulars 


	Name: 
	Name: 
	Name: 

	 
	 

	姓名: 
	姓名: 

	 
	 


	Sex: 
	Sex: 
	Sex: 

	 
	 

	HKIC: 
	HKIC: 

	 
	 


	D.O.B.: 
	D.O.B.: 
	D.O.B.: 

	 
	 

	Res. District.: 
	Res. District.: 

	 
	 


	Ref. No.: 
	Ref. No.: 
	Ref. No.: 

	 
	 

	CRSRehab No.: 
	CRSRehab No.: 

	 
	 


	Registered: 
	Registered: 
	Registered: 

	 
	 

	Last Update: 
	Last Update: 

	 
	 


	 
	 
	 


	Medical History 
	Medical History 
	Medical History 


	Living in institution: 
	Living in institution: 
	Living in institution: 

	 
	 

	Hospital: 
	Hospital: 

	 
	 


	Date of admission: 
	Date of admission: 
	Date of admission: 

	 
	 


	Psychi. Diagnosis: 
	Psychi. Diagnosis: 
	Psychi. Diagnosis: 

	 
	 

	Onset date: 
	Onset date: 

	 
	 


	Other illness: 
	Other illness: 
	Other illness: 

	 
	 

	Other history: 
	Other history: 

	 
	 


	Conditional discharge: 
	Conditional discharge: 
	Conditional discharge: 

	 
	 


	Intensive care case: 
	Intensive care case: 
	Intensive care case: 

	 
	 


	Other condition 
	Other condition 
	Other condition 

	 
	 


	Ex-offender: 
	Ex-offender: 
	Ex-offender: 

	 
	 

	Imprisonment: 
	Imprisonment: 

	 
	 


	Triad society member: 
	Triad society member: 
	Triad society member: 

	 
	 


	 
	 
	 


	III.  Day Placement required (application date) 
	III.  Day Placement required (application date) 
	III.  Day Placement required (application date) 

	Res. Placement required (application date) 
	Res. Placement required (application date) 


	 
	 
	 
	 

	 
	 


	Status of day service: 
	Status of day service: 
	Status of day service: 

	 
	 

	Status of res. service: 
	Status of res. service: 

	 
	 


	Offer at the same time: 
	Offer at the same time: 
	Offer at the same time: 

	 
	 

	 
	 


	 
	 
	 


	IV.  Status of application 
	IV.  Status of application 
	IV.  Status of application 

	Priority (day/residential) :    
	Priority (day/residential) :    

	Normal / Normal 
	Normal / Normal 




	 
	 
	 
	Name: 
	Name: 
	Name: 
	Name: 
	Name: 

	 
	 



	Post: 
	Post: 
	Post: 
	Post: 

	Oi/c CRSRehab - PMR 
	Oi/c CRSRehab - PMR 


	Date of issue: 
	Date of issue: 
	Date of issue: 

	 
	 




	 
	限閱文件  
	RESTRICTED 
	 
	社會福利署 
	康復服務中央轉介系統 
	申請康復服務登記書 
	Notification of Registration for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Social Welfare Department 
	 /  / 20  
	致： 康復服務申請人（經個案社工／轉介者轉交） 
	To: Applicant (Via Caseworker/Referrer) 
	 
	下列申請經已於社會福利署（社署）康復服務中央轉介系統內登記，詳情如下： 
	The following application has been registered in the Central Referral System for Rehabilitation Services of the Social Welfare Department (SWD) with details listed as below: 
	 
	姓名： 
	姓名： 
	姓名： 
	姓名： 
	姓名： 
	Name: 

	 
	 



	香港身份證： 
	香港身份證： 
	香港身份證： 
	香港身份證： 
	Hong Kong Identity Card: 

	 
	 


	申請日期： 
	申請日期： 
	申請日期： 
	Date of Application: 

	 
	 


	申請輪候的康復服務： 
	申請輪候的康復服務： 
	申請輪候的康復服務： 
	Rehabilitation Service(s) Applying for: 

	 
	 


	輪候狀況： 
	輪候狀況： 
	輪候狀況： 
	Status on Waiting List: 

	 
	 


	檔案號碼： 
	檔案號碼： 
	檔案號碼： 
	Your Reference: 

	 
	 


	申請人編號： 
	申請人編號： 
	申請人編號： 
	CRSRehab No.: 

	 
	 


	服務地區選擇： 
	服務地區選擇： 
	服務地區選擇： 
	Location Preference: 

	 
	 




	 
	倘若你獲得編配所申請的服務，康復服務中央轉介系統將會透過你的社工／轉介者與你聯絡，安排接受有關服務。為令各方面保持緊密聯絡，若果你的聯絡地址、電話或所需的服務已轉變，請儘快通知個案社工／轉介者，以便他／她將有關資料轉達本系統。就上述服務的申請及轉介事宜，社署及轉介機構不會收取任何費用。若有人藉詞協助申請而索取利益，申請人應立即向廉政公署舉報。任何人意圖行賄，亦屬違法，社署會將個案轉介廉政公署查究。 
	 
	Once you are selected for a placement in rehabilitation unit, the Central Referral System for Rehabilitation Services will inform you via the referring social worker to prepare for acceptance of placement offer.  For maintaining good contacts among all parties concerned, please inform the referring social worker as early as possible if you have changes in your address, telephone number or rehabilitation services required, so that information may be updated at the Central Referral System for Rehabilitation S
	Once you are selected for a placement in rehabilitation unit, the Central Referral System for Rehabilitation Services will inform you via the referring social worker to prepare for acceptance of placement offer.  For maintaining good contacts among all parties concerned, please inform the referring social worker as early as possible if you have changes in your address, telephone number or rehabilitation services required, so that information may be updated at the Central Referral System for Rehabilitation S
	 

	 
	 

	 
	如你對以上的申請有任何查詢，請與你的社工／轉介者聯絡： 
	Should you have any enquiry on the above application, you may contact your referring social worker: 
	 
	社工／轉介者姓名： 
	社工／轉介者姓名： 
	社工／轉介者姓名： 
	社工／轉介者姓名： 
	社工／轉介者姓名： 
	Caseworker / Referrer Name: 

	 
	 



	機構名稱： 
	機構名稱： 
	機構名稱： 
	機構名稱： 
	Centre: 

	 
	 


	辦公室地址： 
	辦公室地址： 
	辦公室地址： 
	Office Address: 

	 
	 


	聯絡電話（內線）： 
	聯絡電話（內線）： 
	聯絡電話（內線）： 
	Phone Contact No. (ext.): 

	 
	 




	 
	CENTRAL REFERRAL SYSTEM FOR REHABILITATION SERVICES 
	SUBSYSTEM FOR PERSONS IN MENTAL RECOVERY (CRSRehab-PMR) 
	Application for Transfer to Other Residential Care Unit for Persons with Disabilities Under Same Service Type 
	Name of Applicant: 
	Name of Applicant: 
	Name of Applicant: 
	Name of Applicant: 
	Name of Applicant: 

	      
	      


	 
	 
	 

	(This part should be completed for facsimile purpose) 
	(This part should be completed for facsimile purpose) 




	 
	Instruction: Please use BLOCK LETTERS to fill the information or give a ‘√’ in the boxes, whichever is required. 
	 
	Part A 
	 
	A. Source of Referral 
	A. Source of Referral 
	A. Source of Referral 


	 
	Case reference no. 
	Case reference no. 
	Case reference no. 
	Case reference no. 
	Case reference no. 

	      
	      



	Name of referrer 
	Name of referrer 
	Name of referrer 
	Name of referrer 

	      
	      

	Signature 
	Signature 

	 
	 


	Office / Centre 
	Office / Centre 
	Office / Centre 

	      
	      

	 
	 

	 
	 


	Tel. no. 
	Tel. no. 
	Tel. no. 

	      
	      

	Fax no. 
	Fax no. 

	      
	      

	Date 
	Date 

	      
	      


	 
	 
	 




	 
	B. Personal Particulars 
	B. Personal Particulars 
	B. Personal Particulars 
	B. Personal Particulars 
	1. Name of applicant:  
	1. Name of applicant:  
	1. Name of applicant:  
	1. Name of applicant:  
	2. HKIC No.: 
	2. HKIC No.: 
	2. HKIC No.: 
	2. HKIC No.: 
	3. Date of birth: 
	3. Date of birth: 
	3. Date of birth: 

	4. Sex: 
	4. Sex: 

	5. Name of Residential Unit: 
	5. Name of Residential Unit: 

	6. Date of Admission: ____ / ______ / _______ (DD/MM/YYYY) 
	6. Date of Admission: ____ / ______ / _______ (DD/MM/YYYY) 

	7. Whether the client is living in institution or hospital? No,Yes 
	7. Whether the client is living in institution or hospital? No,Yes 

	8. Medical History: 
	8. Medical History: 

	9. Whether the case has been consulted with the case medical officer?    Yes  or    No 
	9. Whether the case has been consulted with the case medical officer?    Yes  or    No 

	10. Other conditions 
	10. Other conditions 











	Table
	THead
	TR
	      
	      

	( 
	( 

	      
	      

	) 
	) 



	TBody
	TR
	      
	      

	 
	 


	TR
	   
	   

	/ 
	/ 

	   
	   

	/ 
	/ 

	      
	      

	(DD/MM/YYYY) 
	(DD/MM/YYYY) 

	      
	      


	TR
	      
	      

	 
	 

	 
	 


	TR
	Since (DD/MM/YYYY) 
	Since (DD/MM/YYYY) 

	   
	   

	/ 
	/ 

	   
	   

	/ 
	/ 

	      
	      


	Name of institution or hospital: 
	Name of institution or hospital: 
	Name of institution or hospital: 

	      
	      

	 
	 


	Psychiatric diagnosis: 
	Psychiatric diagnosis: 
	Psychiatric diagnosis: 

	      
	      

	 
	 


	Onset of mental illness in: 
	Onset of mental illness in: 
	Onset of mental illness in: 

	      
	      

	(YYYY) 
	(YYYY) 


	Other illness, please specify: 
	Other illness, please specify: 
	Other illness, please specify: 

	      
	      

	 
	 


	A. Conditional discharge 
	A. Conditional discharge 
	A. Conditional discharge 

	/  
	/  

	B. Unconditional discharge 
	B. Unconditional discharge 


	A. Intensive care case 
	A. Intensive care case 
	A. Intensive care case 

	/ 
	/ 

	B. Non-intensive care case 
	B. Non-intensive care case 
	B.1. Special care case 
	B.2. Conventional care case 
	C. Ex-intensive care case 
	A. Yes     N. No 


	Other medical history 
	Other medical history 
	Other medical history 

	A. Anti-social behavior 
	A. Anti-social behavior 

	B. Suicidal tendency 
	B. Suicidal tendency 


	 
	 
	 

	C. Drug addiction 
	C. Drug addiction 

	D. Alcoholism 
	D. Alcoholism 


	 
	 
	 

	E. Sexual deviation 
	E. Sexual deviation 

	F. Others 
	F. Others 

	      
	      


	Ex-offender 
	Ex-offender 
	Ex-offender 

	N. No 
	N. No 

	A. Yes, with imprisonment 
	A. Yes, with imprisonment 

	B. Yes, without imprisonment 
	B. Yes, without imprisonment 


	Member of Triad Society 
	Member of Triad Society 
	Member of Triad Society 

	N. No 
	N. No 

	A. Yes 
	A. Yes 




	C. Particular of placement required 
	C. Particular of placement required 
	C. Particular of placement required 
	C. Particular of placement required 
	1. (please tick the same type of residential placement that the applicant currently resides and indicate the location preference if necessary) 
	1. (please tick the same type of residential placement that the applicant currently resides and indicate the location preference if necessary) 
	1. (please tick the same type of residential placement that the applicant currently resides and indicate the location preference if necessary) 





	Code 
	Code 
	Code 
	Code 
	Code 

	Service Type 
	Service Type 

	Location Preference 1 
	Location Preference 1 

	Location Preference 2 
	Location Preference 2 

	Location Preference 3 
	Location Preference 3 



	C  
	C  
	C  
	C  

	Halfway house 
	Halfway house 
	[Subvented] 

	      
	      

	      
	      

	      
	      


	TR
	L  
	L  

	Halfway house 
	Halfway house 
	[Subvented + Bought Place Scheme for Private Residential Care Homes for Persons with Disabilities] 


	TR
	E  
	E  

	Halfway house with special provision (previously known as Purpose-built Halfway House) 
	Halfway house with special provision (previously known as Purpose-built Halfway House) 


	TR
	G  
	G  

	Long Stay Care Home [Subvented] 
	Long Stay Care Home [Subvented] 


	TR
	H  
	H  

	Long Stay Care Home [Subvented + Bought Place Scheme for Private Residential Care Homes for Persons with Disabilities] 
	Long Stay Care Home [Subvented + Bought Place Scheme for Private Residential Care Homes for Persons with Disabilities] 


	TR
	I  
	I  

	Supported Hostel 
	Supported Hostel 
	[Subvented] 


	TR
	N  
	N  

	Supported Hostel 
	Supported Hostel 
	[Subvented + Bought Place Scheme for Private Residential Care Homes for Persons with Disabilities] 




	  
	D. Reason(s) of Application for Transfer  
	D. Reason(s) of Application for Transfer  
	D. Reason(s) of Application for Transfer  


	Please state the reasons for the application for transfer (supplemented with other supporting document if necessary). 
	 
	                                                                  
	 
	E. Declaration 
	E. Declaration 
	E. Declaration 


	 
	   Referrer has declared that there is no conflict of interest in handling this application.  Referrer is not a family member or personal friend of the applicant and has no personal or social ties with the applicant, and she/he has notified the applicant/family member(s)/guardian/carer(s) that SWD and the referring agency will not charge for the application and referral for service.  The applicant/family member(s)/guardian/carer(s) should report to the Independent Commission Against Corruption (ICAC) immedi
	 
	Endorsed by*: 
	Endorsed by*: 
	Endorsed by*: 
	Endorsed by*: 
	Endorsed by*: 

	Prepared by: 
	Prepared by: 



	Signature: 
	Signature: 
	Signature: 
	Signature: 

	      
	      

	Signature: 
	Signature: 

	      
	      


	Name: 
	Name: 
	Name: 

	      
	      

	Name: 
	Name: 

	      
	      


	Designation: 
	Designation: 
	Designation: 

	      
	      

	Designation: 
	Designation: 

	      
	      


	Office: 
	Office: 
	Office: 

	      
	      

	Office: 
	Office: 

	      
	      


	Date: 
	Date: 
	Date: 

	      
	      

	Date: 
	Date: 

	      
	      




	 
	 
	* Endorsement should be obtained from agency head/designated representative of non-governmental organisation or DSWO/ADSWO of SWD. 
	 
	 
	RESTRICTED 
	 
	Outcome of Application for Transfer to  Other Residential Care Unit for Persons with Disabilities Under Same Service Type 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Persons in Mental Recovery 
	Social Welfare Department 
	Room 901, 9/F Wu Chung House 
	213 Queen's Road East, Wanchai, Hong Kong 



	To: 
	To: 
	To: 
	To: 

	 
	 


	 
	 
	 

	 
	 


	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	 


	 
	 
	 


	Your Ref.:
	Your Ref.:
	Your Ref.:
	 


	 
	 
	 



	Fax:
	Fax:
	Fax:
	Fax:
	 


	 
	 
	 


	Your Tel:
	Your Tel:
	Your Tel:
	 


	 
	 
	 



	Date:
	Date:
	Date:
	Date:
	 


	 
	 
	 


	Your Fax:
	Your Fax:
	Your Fax:
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 





	 
	Name: 
	Name: 
	Name: 
	Name: 
	Name: 

	 
	 



	HKIC: 
	HKIC: 
	HKIC: 
	HKIC: 

	 
	 


	CRSRehab No.: 
	CRSRehab No.: 
	CRSRehab No.: 

	 
	 




	  
	The application for transfer to other residential care unit under same service type of the above-named has been received.   
	□ Applicant has been put back to the active waiting list.  The application date of residential care service on                           is retained. 
	□ Applicant has been put back to the active waiting list.  The application date of residential care service on                           is retained. 
	□ Applicant has been put back to the active waiting list.  The application date of residential care service on                           is retained. 


	 
	□ The application is considered not justified and hence not approved.  Should there is any change in circumstances in future warranting application for transfer, applicant may make a fresh application again. 
	□ The application is considered not justified and hence not approved.  Should there is any change in circumstances in future warranting application for transfer, applicant may make a fresh application again. 
	□ The application is considered not justified and hence not approved.  Should there is any change in circumstances in future warranting application for transfer, applicant may make a fresh application again. 


	 
	 
	 
	 
	 
	( 
	( 
	( 
	( 
	( 

	 
	 

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab-PMR 
	Oi/c CRSRehab-PMR 

	 
	 




	 
	 
	 
	 
	 
	 
	From:       
	From:       
	From:       
	From:       
	From:       

	 
	 

	To:       
	To:       




	 
	Standard Agency Application Form 
	(This part should be completed by the referrer) [RESTRICTED] 
	 
	Total no. of pages included: (     )        page 1
	Total no. of pages included: (     )        page 1
	 page 2
	 page 3
	 page 4
	 (please  as appropriate) 
	InlineShape
	InlineShape

	 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 

	       
	       

	(     ) 
	(     ) 

	     : 
	     : 

	      
	      

	Sex / Age: 
	Sex / Age: 

	   
	   

	/ 
	/ 

	    
	    



	D.O.B.: 
	D.O.B.: 
	D.O.B.: 
	D.O.B.: 

	     /     /      (DD/MM/YYYY) 
	     /     /      (DD/MM/YYYY) 

	CRSRehab no.: 
	CRSRehab no.: 

	      
	      

	Hospital/Clinic ref. no.: 
	Hospital/Clinic ref. no.: 

	______ 
	______ 


	Service required: 
	Service required: 
	Service required: 

	      
	      




	 
	 
	Part I Applicant's Information (to be completed by Referrer) 
	 
	Place of birth: 
	Place of birth: 
	Place of birth: 
	Place of birth: 
	Place of birth: 

	      
	      

	Spoken language: 
	Spoken language: 

	      
	      

	Year arrived at HK: 
	Year arrived at HK: 

	      
	      


	Marital status:  
	Marital status:  
	Marital status:  
	Marital status:  
	Single / 
	Married / 
	Divorced / 
	Separated / 
	Widowed  
	InlineShape




	Address & Tel.: 
	Address & Tel.: 
	Address & Tel.: 
	Address & Tel.: 

	      
	      

	( 
	( 

	      
	      

	) 
	) 


	Type of accommodation:  
	Type of accommodation:  
	Type of accommodation:  
	Type of accommodation:  
	Hut / 
	Cubicle / 
	Bed-spacer / 
	Room / 
	Flat   
	Others: 
	InlineShape


	      
	      


	Name of carer: 
	Name of carer: 
	Name of carer: 

	      
	      

	  Relationship with applicant: 
	  Relationship with applicant: 

	      
	      


	Contact address & Tel.: 
	Contact address & Tel.: 
	Contact address & Tel.: 

	      
	      

	( 
	( 

	      
	      

	) 
	) 


	Education level: 
	Education level: 
	Education level: 

	      
	      

	 
	 

	 
	 


	Financial support: 
	Financial support: 
	Financial support: 
	Financial support: 
	CSSA / 
	SSA /  
	Self-supporting / 
	Others (please specify) 


	      
	      




	 
	Particular of Family member / Close relatives (living together with applicant): 
	Name 
	Name 
	Name 
	Name 
	Name 

	Relationship 
	Relationship 

	Sex / Age 
	Sex / Age 

	Occupation 
	Occupation 

	Level of support # 
	Level of support # 



	      
	      
	      
	      

	      
	      

	      /       
	      /       

	      
	      

	      
	      


	      
	      
	      

	      
	      

	      /       
	      /       

	      
	      

	      
	      


	      
	      
	      

	      
	      

	      /       
	      /       

	      
	      

	      
	      


	      
	      
	      

	      
	      

	      /       
	      /       

	      
	      

	      
	      




	# Level of support to the applicant: Rejecting, Indifferent, Supportive, Overprotective. 
	 
	Recent occupational record: e.g. Open employment / Sheltered workshop / Supported Employment Training for Persons with Disabilities(SET) etc. 
	Duration 
	Duration 
	Duration 
	Duration 
	Duration 

	Post / Title 
	Post / Title 

	Salary 
	Salary 

	Reason for leaving the job 
	Reason for leaving the job 



	      
	      
	      
	      

	to 
	to 

	       
	       

	      
	      

	      
	      

	      
	      


	       
	       
	       

	to 
	to 

	       
	       

	      
	      

	      
	      

	      
	      




	 
	Social welfare services waitlisted: e.g. Halfway house / Hostel / Sheltered workshop / Supported Employment Training for Persons with Disabilities(SET)etc. 
	Date of referral made 
	Date of referral made 
	Date of referral made 
	Date of referral made 
	Date of referral made 

	Service requested 
	Service requested 

	Referring organization 
	Referring organization 

	Remarks 
	Remarks 



	       
	       
	       
	       

	       
	       

	       
	       

	       
	       


	       
	       
	       

	       
	       

	       
	       

	       
	       


	       
	       
	       

	       
	       

	       
	       

	       
	       




	 
	Undesirable habits: Anti-social behavior / Drug addiction / Alcoholism / Heavy smoking / Gambling etc. if any please specify:-   
	      
	      
	      
	      
	      


	 
	 
	 



	Reason for referral: 
	Reason for referral: 
	Reason for referral: 
	Reason for referral: 

	       
	       


	      
	      
	      


	      
	      
	      




	 
	 
	Name of referrer (in BLOCK): 
	Name of referrer (in BLOCK): 
	Name of referrer (in BLOCK): 
	Name of referrer (in BLOCK): 
	Name of referrer (in BLOCK): 

	      
	      

	 
	 

	(Signature): 
	(Signature): 

	 
	 



	Office / Centre: 
	Office / Centre: 
	Office / Centre: 
	Office / Centre: 

	      
	      

	 
	 

	Organisation: 
	Organisation: 

	 
	 


	Telephone no.: 
	Telephone no.: 
	Telephone no.: 

	      
	      

	ext.: 
	ext.: 

	      
	      

	 
	 

	Fax no.: 
	Fax no.: 

	      
	      


	Date: 
	Date: 
	Date: 

	      
	      

	 
	 

	 
	 

	 
	 




	 
	 
	From:       
	From:       
	From:       
	From:       
	From:       

	 
	 

	To:       
	To:       




	 
	Standard Agency Application Form 
	(This part should be completed by the referrer) [RESTRICTED] 
	 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 

	       
	       

	(     ) 
	(     ) 

	HKID: 
	HKID: 

	      
	      

	Sex / Age: 
	Sex / Age: 

	   
	   

	/ 
	/ 

	    
	    



	D.O.B.: 
	D.O.B.: 
	D.O.B.: 
	D.O.B.: 

	     /     /      (DD/MM/YYYY) 
	     /     /      (DD/MM/YYYY) 

	CRSRehab no.: 
	CRSRehab no.: 

	      
	      

	Hospital/Clinic ref. no.: 
	Hospital/Clinic ref. no.: 

	______ 
	______ 


	Hospital / Clinic: 
	Hospital / Clinic: 
	Hospital / Clinic: 

	      
	      

	Ward: 
	Ward: 

	      
	      




	 
	 
	Part II Medical history (to be completed by case medical officer) 
	 
	Diagnosis: 
	Diagnosis: 
	Diagnosis: 
	Diagnosis: 
	Diagnosis: 

	       
	       


	Case nature: Intensive care case / Special care case / Conventional case */ Others:        
	Case nature: Intensive care case / Special care case / Conventional case */ Others:        
	Case nature: Intensive care case / Special care case / Conventional case */ Others:        



	Ex-Intensive Care Case: 
	Ex-Intensive Care Case: 
	Ex-Intensive Care Case: 
	Ex-Intensive Care Case: 

	 
	 
	 


	Yes 
	Yes 

	  
	  
	  


	No  (Please tick) 
	No  (Please tick) 


	Intelligence: Normal / Borderline / Mild / Moderate / Severe*     IQ Score: 
	Intelligence: Normal / Borderline / Mild / Moderate / Severe*     IQ Score: 
	Intelligence: Normal / Borderline / Mild / Moderate / Severe*     IQ Score: 

	       
	       

	(if available) 
	(if available) 


	Date of assessment: 
	Date of assessment: 
	Date of assessment: 

	      
	      

	  
	  


	Premorbid personality: 
	Premorbid personality: 
	Premorbid personality: 

	      
	      


	Relevant medical illness(es) or disability(s): 
	Relevant medical illness(es) or disability(s): 
	Relevant medical illness(es) or disability(s): 

	      
	      


	Date of onset of mental illness: 
	Date of onset of mental illness: 
	Date of onset of mental illness: 

	      
	      

	Total no. of admissions: 
	Total no. of admissions: 

	      
	      


	Reason(s) for present hospitalization: 
	Reason(s) for present hospitalization: 
	Reason(s) for present hospitalization: 

	       
	       




	 
	Dates of last three admissions: (include the present admission) 
	Duration 
	Duration 
	Duration 
	Duration 
	Duration 

	Name of hospital 
	Name of hospital 

	Diagnosis 
	Diagnosis 

	Voluntary / Compulsory 
	Voluntary / Compulsory 



	      
	      
	      
	      

	to 
	to 

	      
	      

	      
	      

	      
	      

	      
	      


	      
	      
	      

	to 
	to 

	      
	      

	      
	      

	      
	      

	      
	      


	      
	      
	      

	to 
	to 

	      
	      

	      
	      

	      
	      

	      
	      




	 
	Symptoms at present attack: 
	Symptoms at present attack: 
	Symptoms at present attack: 
	Symptoms at present attack: 
	Symptoms at present attack: 

	       
	       



	Anti-social behavior: 
	Anti-social behavior: 
	Anti-social behavior: 
	Anti-social behavior: 

	       
	       

	 
	 

	Prognosis: 
	Prognosis: 


	  
	  
	  

	 
	 

	 
	 

	 
	 


	 
	 
	 
	 


	Problem drinking 
	Problem drinking 

	 
	 
	 


	Drug addiction 
	Drug addiction 

	 
	 

	Maintenance treatment: 
	Maintenance treatment: 

	       
	       


	 
	 
	 
	 


	Problem gambling 
	Problem gambling 

	 
	 
	 


	Others: 
	Others: 

	       
	       

	 
	 

	(include medication) 
	(include medication) 

	       
	       


	 
	 
	 
	 


	Criminal record 
	Criminal record 

	(Details:  
	(Details:  

	       
	       

	) 
	) 

	 
	 

	Response to treatment: 
	Response to treatment: 

	       
	       


	Suicidal tendency: 
	Suicidal tendency: 
	Suicidal tendency: 

	       
	       

	history: 
	history: 

	       
	       


	History of violence / aggressiveness: 
	History of violence / aggressiveness: 
	History of violence / aggressiveness: 

	       
	       


	Nature of violent / aggressive behavior:  
	Nature of violent / aggressive behavior:  
	Nature of violent / aggressive behavior:  

	       
	       


	Outcome / Sentence:  
	Outcome / Sentence:  
	Outcome / Sentence:  

	       
	       


	Predisposing factors to violence: 
	Predisposing factors to violence: 
	Predisposing factors to violence: 

	       
	       


	Psychological / Social / Biological * (please specify) 
	Psychological / Social / Biological * (please specify) 
	Psychological / Social / Biological * (please specify) 

	      
	      


	Free from violent / aggressive behavior in the last 
	Free from violent / aggressive behavior in the last 
	Free from violent / aggressive behavior in the last 

	      
	      

	months / years *  
	months / years *  


	Is applicant a conditionally discharged case? 
	Is applicant a conditionally discharged case? 
	Is applicant a conditionally discharged case? 

	 
	 
	 


	Yes 
	Yes 

	  
	  
	  


	No  
	No  


	The applicant  
	The applicant  
	The applicant  

	 
	 
	 


	is /  
	is /  

	 
	 
	 


	is not recommended to receive the service applied:  
	is not recommended to receive the service applied:  


	 
	 
	 


	Additional remarks : (supplementary sheet if required, e.g. insight into mental illness) 
	Additional remarks : (supplementary sheet if required, e.g. insight into mental illness) 
	Additional remarks : (supplementary sheet if required, e.g. insight into mental illness) 


	      
	      
	      


	 
	 
	 




	 
	 
	 
	Referring CMO: (Signature) 
	Referring CMO: (Signature) 
	Referring CMO: (Signature) 
	Referring CMO: (Signature) 
	Referring CMO: (Signature) 

	      
	      

	 
	 

	Name in BLOCK: 
	Name in BLOCK: 

	       
	       



	Tel. no.: 
	Tel. no.: 
	Tel. no.: 
	Tel. no.: 

	      
	      

	ext: 
	ext: 

	       
	       

	 
	 

	Date: 
	Date: 

	       
	       




	 
	*please delete as appropriate.  
	From:       
	From:       
	From:       
	From:       
	From:       

	 
	 

	To:       
	To:       




	 
	Standard Agency Application Form 
	(This part should be completed by the referrer) [RESTRICTED] 
	 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 

	       
	       

	(     ) 
	(     ) 

	HKID: 
	HKID: 

	      
	      

	Sex / Age: 
	Sex / Age: 

	   
	   

	/ 
	/ 

	    
	    



	D.O.B.: 
	D.O.B.: 
	D.O.B.: 
	D.O.B.: 

	     /     /      (DD/MM/YYYY) 
	     /     /      (DD/MM/YYYY) 

	CRSRehab no.: 
	CRSRehab no.: 

	      
	      

	Hospital/Clinic ref. no.: 
	Hospital/Clinic ref. no.: 

	______ 
	______ 


	Hospital / Clinic: 
	Hospital / Clinic: 
	Hospital / Clinic: 

	      
	      

	Ward: 
	Ward: 

	      
	      




	 
	 
	Part III Nursing report (to be completed by ward nurse) Please tick as appropriate 
	 
	 
	 
	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	Remarks 
	Remarks 



	A. 
	A. 
	A. 
	A. 

	Personal hygiene: 
	Personal hygiene: 
	  

	1. 
	1. 

	Reluctant to perform self-care like 
	Reluctant to perform self-care like 
	bathing or changing underwear 

	 
	 
	 


	⚫       
	⚫       
	⚫       
	⚫       




	TR
	2. 
	2. 

	Need prompting  
	Need prompting  

	 
	 
	 


	      
	      


	TR
	3. 
	3. 

	Able to look after personal hygiene 
	Able to look after personal hygiene 
	independently 
	 

	 
	 
	 


	      
	      


	B. 
	B. 
	B. 

	Cooperation in 
	Cooperation in 
	ward life: 
	  

	1. 
	1. 

	Not willing to do his share 
	Not willing to do his share 

	 
	 
	 


	⚫       
	⚫       
	⚫       
	⚫       




	TR
	2. 
	2. 

	Willing to do his share but no more 
	Willing to do his share but no more 

	 
	 
	 


	      
	      


	TR
	3. 
	3. 

	Willing to do more than his share 
	Willing to do more than his share 
	 

	 
	 
	 


	      
	      


	C. 
	C. 
	C. 

	Drug 
	Drug 
	compliance: 
	  

	1. 
	1. 

	Shows strong reluctance even being prompted 
	Shows strong reluctance even being prompted 

	 
	 
	 


	⚫       
	⚫       
	⚫       
	⚫       




	TR
	2. 
	2. 

	Take medication when being advised 
	Take medication when being advised 

	 
	 
	 


	      
	      


	TR
	3. 
	3. 

	Take medication on his own initiative 
	Take medication on his own initiative 
	 

	 
	 
	 


	      
	      


	D. 
	D. 
	D. 

	Social mixing / 
	Social mixing / 
	Ward life: 
	  

	1. 
	1. 

	Withdraws from social mixing 
	Withdraws from social mixing 

	 
	 
	 


	⚫       
	⚫       
	⚫       
	⚫       




	TR
	2. 
	2. 

	Mixes with other in organized groups only 
	Mixes with other in organized groups only 

	 
	 
	 


	      
	      


	TR
	3. 
	3. 

	Mixes with others spontaneously 
	Mixes with others spontaneously 
	 

	 
	 
	 


	      
	      


	E. 
	E. 
	E. 

	Attitude towards 
	Attitude towards 
	placement: 
	  

	1. 
	1. 

	Resists the idea 
	Resists the idea 

	 
	 
	 


	⚫       
	⚫       
	⚫       
	⚫       




	TR
	2. 
	2. 

	Will do whatever is suggested 
	Will do whatever is suggested 

	 
	 
	 


	      
	      


	TR
	3. 
	3. 

	Welcomes the idea 
	Welcomes the idea 
	 

	 
	 
	 


	      
	      


	F. 
	F. 
	F. 

	Money 
	Money 
	management: 
	  

	1. 
	1. 

	Spends appropriately 
	Spends appropriately 

	 
	 
	 


	⚫       
	⚫       
	⚫       
	⚫       




	TR
	2. 
	2. 

	Reluctant to spend 
	Reluctant to spend 

	 
	 
	 


	      
	      


	TR
	3. 
	3. 

	Fails to keep money 
	Fails to keep money 
	 

	 
	 
	 


	      
	      


	G. 
	G. 
	G. 

	Nursing care 
	Nursing care 
	dependency: 
	  

	1. 
	1. 

	Intensive nursing care needed 
	Intensive nursing care needed 

	 
	 
	 


	⚫       
	⚫       
	⚫       
	⚫       




	TR
	2. 
	2. 

	Medium level of nursing care needed 
	Medium level of nursing care needed 

	 
	 
	 


	      
	      


	TR
	3. 
	3. 

	Minimum nursing care needed 
	Minimum nursing care needed 
	 

	 
	 
	 


	      
	      


	H. 
	H. 
	H. 

	Overall comment: 
	Overall comment: 

	       
	       


	 
	 
	 


	 
	 
	 


	 
	 
	 

	 
	 

	 
	 


	I. 
	I. 
	I. 

	Other remarks: 
	Other remarks: 

	       
	       


	 
	 
	 


	 
	 
	 




	 
	 
	 
	Referring nurse: (Signature) 
	Referring nurse: (Signature) 
	Referring nurse: (Signature) 
	Referring nurse: (Signature) 
	Referring nurse: (Signature) 

	      
	      

	 
	 

	Name in BLOCK: 
	Name in BLOCK: 

	       
	       



	Tel. no.: 
	Tel. no.: 
	Tel. no.: 
	Tel. no.: 

	       
	       

	ext: 
	ext: 

	       
	       

	 
	 

	Ward: 
	Ward: 

	       
	       

	Date: 
	Date: 

	       
	       




	  
	From:       
	From:       
	From:       
	From:       
	From:       

	 
	 

	To:       
	To:       




	 
	Standard Agency Application Form 
	(This part should be completed by the referrer) [RESTRICTED] 
	 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 

	       
	       

	(     ) 
	(     ) 

	HKID: 
	HKID: 

	      
	      

	Sex / Age: 
	Sex / Age: 

	   
	   

	/ 
	/ 

	    
	    



	D.O.B.: 
	D.O.B.: 
	D.O.B.: 
	D.O.B.: 

	     /     /      (DD/MM/YYYY) 
	     /     /      (DD/MM/YYYY) 

	CRSRehab no.: 
	CRSRehab no.: 

	      
	      

	Hospital/Clinic ref. no.: 
	Hospital/Clinic ref. no.: 

	______ 
	______ 


	Hospital / Clinic: 
	Hospital / Clinic: 
	Hospital / Clinic: 

	      
	      

	Ward: 
	Ward: 

	      
	      




	 
	 
	Part IV Occupational therapy record (to be completed by occupational therapist) 
	 
	General performance 
	General performance 
	General performance 
	General performance 
	General performance 

	 (please √ as appropriate) 
	 (please √ as appropriate) 



	 
	 
	 
	 

	V. Good 
	V. Good 

	Good 
	Good 

	Fair 
	Fair 

	Poor  
	Poor  


	A. 
	A. 
	A. 

	Household management skills 
	Household management skills 

	 
	 


	 
	 
	 

	Meal preparation skills   
	Meal preparation skills   

	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 



	TR
	Laundry   
	Laundry   

	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 



	TR
	Household cleansing   
	Household cleansing   

	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 



	TR
	Home safety   
	Home safety   

	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 



	B. 
	B. 
	B. 

	Community living 
	Community living 

	 
	 


	 
	 
	 

	Use of community resources  
	Use of community resources  

	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 



	TR
	Use of transportation   
	Use of transportation   

	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 



	TR
	Road safety   
	Road safety   

	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 



	TR
	Money management   
	Money management   
	 

	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 



	C. 
	C. 
	C. 

	Work performance 
	Work performance 

	 
	 


	 
	 
	 

	Attendance   
	Attendance   

	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 



	TR
	Punctuality   
	Punctuality   

	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 



	TR
	Concentration   
	Concentration   

	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 



	TR
	Following instructions  
	Following instructions  

	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 



	TR
	Work motivation  
	Work motivation  

	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 



	TR
	Work tolerance and endurance   
	Work tolerance and endurance   

	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 



	TR
	Work skills   
	Work skills   

	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 

	 


	D. 
	D. 
	D. 

	Social behavior 
	Social behavior 

	 
	 


	 
	 
	 

	Cleanliness / Appearance   
	Cleanliness / Appearance   

	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 



	TR
	Getting along with others   
	Getting along with others   

	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 



	TR
	Cooperation   
	Cooperation   
	 

	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 



	Special vocational skill / interest:   
	Special vocational skill / interest:   
	Special vocational skill / interest:   


	  
	  
	  


	In view of the applicant's employment record and present work capability, the applicants work potential can reach : 
	In view of the applicant's employment record and present work capability, the applicants work potential can reach : 
	In view of the applicant's employment record and present work capability, the applicants work potential can reach : 


	Sheltered workshop/  Supported Employment Training for Persons with Disabilities(SET)/ Part-time employment/ Full-time employment. 
	Sheltered workshop/  Supported Employment Training for Persons with Disabilities(SET)/ Part-time employment/ Full-time employment. 
	Sheltered workshop/  Supported Employment Training for Persons with Disabilities(SET)/ Part-time employment/ Full-time employment. 


	 
	 
	 
	Other remarks: 

	       
	       


	      
	      
	      


	      
	      
	      


	      
	      
	      




	 
	 
	 
	Referring OT: (Signature) 
	Referring OT: (Signature) 
	Referring OT: (Signature) 
	Referring OT: (Signature) 
	Referring OT: (Signature) 

	      
	      

	 
	 

	Name in BLOCK: 
	Name in BLOCK: 

	       
	       



	Tel. no.: 
	Tel. no.: 
	Tel. no.: 
	Tel. no.: 

	       
	       

	ext: 
	ext: 

	       
	       

	 
	 

	Ward / Team / Unit: 
	Ward / Team / Unit: 

	       
	       

	Date: 
	Date: 

	       
	       




	RESTRICTED 
	Data Updating Form 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	      
	      

	 
	 

	 
	 

	To: 
	To: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Persons in Mental Recovery 
	Social Welfare Department 
	Room 901, 9/F Wu Chung House 
	213 Queen's Road East, Wanchai, Hong Kong 


	TR
	 
	 

	(Name of Referring Office) 
	(Name of Referring Office) 

	 
	 

	 
	 

	 
	 


	TR
	 
	 

	      
	      

	 
	 

	 
	 

	 
	 


	TR
	 
	 

	(Name of Organisation) 
	(Name of Organisation) 

	 
	 

	 
	 

	 
	 


	TR
	Ref.: 
	Ref.: 

	      
	      

	 
	 

	 
	 

	 
	 


	Tel.: 
	Tel.: 
	Tel.: 

	      
	      

	 
	 

	 
	 

	Your Ref.: 
	Your Ref.: 

	 
	 


	Fax: 
	Fax: 
	Fax: 

	      
	      

	 
	 

	 
	 

	Tel.: 
	Tel.: 

	2892 5136 
	2892 5136 


	Date: 
	Date: 
	Date: 

	      
	      

	 
	 

	 
	 

	Fax: 
	Fax: 

	2893 6983 
	2893 6983 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 


	Name of applicant: 
	Name of applicant: 
	Name of applicant: 

	      
	      

	HKIC No.: 
	HKIC No.: 

	      
	      

	CRSRehab No.: 
	CRSRehab No.: 

	      
	      




	 
	Information to be updated: (✓ in the appropriate box) 
	 
	 
	 
	 
	 
	 
	 

	 
	 

	 

	Day placement is no longer required. (Case will be removed from Day placement waiting list)  
	Day placement is no longer required. (Case will be removed from Day placement waiting list)  
	Residential placement is no longer required. (Case will be removed from Residential placement waiting list) 
	 



	 
	 
	 
	 
	 


	Update in placement request: 
	Update in placement request: 
	 

	Day placement:  
	Day placement:  
	Day placement:  
	 Sheltered Workshop/ Integrated Vocational 

	 Rehabilitation Services Centre 


	TR
	Residential placement:   
	Residential placement:   


	TR
	 SHOS (Subvented) 
	 SHOS (Subvented) 
	 SHOS (Subvented) 


	 SHOS (Subvented + BPS*) 
	 SHOS (Subvented + BPS*) 
	 SHOS (Subvented + BPS*) 



	TR
	 HWH (Subvented) 
	 HWH (Subvented) 
	 HWH (Subvented) 


	 HWH (Subvented + BPS*) 
	 HWH (Subvented + BPS*) 
	 HWH (Subvented + BPS*) 


	HWH(SP) 
	HWH(SP) 
	HWH(SP) 



	TR
	 LSCH (Subvented) 
	 LSCH (Subvented) 
	 LSCH (Subvented) 


	 LSCH (Subvented + BPS*) 
	 LSCH (Subvented + BPS*) 
	 LSCH (Subvented + BPS*) 



	 
	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 
	 


	Change in location preference: 
	Change in location preference: 

	 Day placement: 
	 Day placement: 
	 Day placement: 


	 Residential placement: 
	 Residential placement: 
	 Residential placement: 



	TR
	 
	 

	-  
	-  

	-  
	-  


	TR
	 
	 

	-  
	-  

	-  
	-  


	TR
	 
	 

	-  
	-  

	-  
	-  


	 
	 
	 

	 
	 

	 
	 


	 
	 
	 
	 


	Change in referring office #: 
	Change in referring office #: 

	(New office name)  
	(New office name)  


	 
	 
	 

	 
	 

	 
	 


	 
	 
	 
	 


	Change in referrer #: 
	Change in referrer #: 

	(New referrer name)  
	(New referrer name)  


	 
	 
	 

	 
	 

	(Phone number)  
	(Phone number)  

	(Fax number)  
	(Fax number)  


	 
	 
	 

	 
	 


	 
	 
	 
	 


	Change in applicant’s personal particulars  
	Change in applicant’s personal particulars  
	(residential district, disability, etc.):  

	 
	 
	 


	 
	 
	 

	 
	 

	 
	 


	 
	 
	 
	 


	Update status in Special Care System: 
	Update status in Special Care System: 

	 Intensive care case     
	 Intensive care case     
	 Intensive care case     

	 Non-intensive care case (Special / Conventional care case) 
	 Non-intensive care case (Special / Conventional care case) 



	 
	 
	 

	 
	 

	 
	 


	 
	 
	 
	 


	Others, please specify:  
	Others, please specify:  

	 
	 




	 
	 
	 
	 
	 
	 

	Signature: 
	Signature: 

	 
	 



	 
	 
	 
	 

	Name: (in block letter) 
	Name: (in block letter) 

	      
	      


	 
	 
	 

	Post: 
	Post: 

	      
	      




	 
	 
	 
	 
	*BPS = Bought Place Scheme for Private Residential Care Homes for Persons with Disabilities 
	# c.c. New referrer (Fax: _______________) 
	RESTRICTED 
	 
	Removal from Waiting List 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Persons in Mental Recovery 
	Social Welfare Department 
	Room 901, 9/F Wu Chung House 
	213 Queen's Road East, Wanchai, Hong Kong 



	To: 
	To: 
	To: 
	To: 

	 
	 
	 


	 
	 
	 

	 
	 


	CRSRehab Tel.: 
	CRSRehab Tel.: 
	CRSRehab Tel.: 

	 
	 

	Your Ref.: 
	Your Ref.: 

	 
	 


	Fax: 
	Fax: 
	Fax: 

	 
	 

	Your Tel: 
	Your Tel: 

	 
	 


	Date: 
	Date: 
	Date: 

	 
	 

	Your Fax: 
	Your Fax: 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 




	 
	Name: 
	Name: 
	Name: 
	Name: 
	Name: 

	 
	 



	HKIC: 
	HKIC: 
	HKIC: 
	HKIC: 

	 
	 


	CRSRehab No.: 
	CRSRehab No.: 
	CRSRehab No.: 

	 
	 




	 
	The above-named application has been removed from the waiting list due to the following reason: 
	   
	   
	   
	   
	   

	Case closed in CRSRehab-PMR upon: 
	Case closed in CRSRehab-PMR upon: 
	 



	 
	 
	 
	 

	 
	 


	   
	   
	   

	Hospitalisation of applicant.  Please refer to the Manual of Procedures for CRSRehab for further information. 
	Hospitalisation of applicant.  Please refer to the Manual of Procedures for CRSRehab for further information. 


	 
	 
	 

	 
	 


	   
	   
	   

	Applicant being rejected twice by different agencies in the same service.  Please arrange for re-assessment in the applicant’s genuine service need. 
	Applicant being rejected twice by different agencies in the same service.  Please arrange for re-assessment in the applicant’s genuine service need. 




	 
	 
	 
	( 
	( 
	( 
	( 
	( 

	 
	 

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab - PMR 
	Oi/c CRSRehab - PMR 

	 
	 




	 
	 
	 
	 
	 
	 
	 
	 
	 
	Report of Vacancies 
	 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	      
	      

	 
	 

	 
	 

	To: 
	To: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 


	 
	 
	 

	(Name of Rehabilitation Unit) 
	(Name of Rehabilitation Unit) 

	 
	 

	 
	 

	 
	 

	Subsystem for Persons in Mental Recovery 
	Subsystem for Persons in Mental Recovery 


	 
	 
	 

	      
	      

	 
	 

	 
	 

	 
	 

	Room 901, 9/F Wu Chung House 
	Room 901, 9/F Wu Chung House 


	 
	 
	 

	(Name of Organization) 
	(Name of Organization) 

	 
	 

	 
	 

	 
	 

	213 Queen’s Road East 
	213 Queen’s Road East 


	Ref.: 
	Ref.: 
	Ref.: 

	      
	      

	 
	 

	 
	 

	 
	 

	Wanchai, Hong Kong 
	Wanchai, Hong Kong 


	Tel.: 
	Tel.: 
	Tel.: 

	      
	      

	 
	 

	 
	 

	 
	 

	      
	      


	Fax: 
	Fax: 
	Fax: 

	      
	      

	 
	 

	 
	 

	Tel.: 
	Tel.: 

	2892 5136 
	2892 5136 


	Date: 
	Date: 
	Date: 

	      
	      

	 
	 

	 
	 

	Fax: 
	Fax: 

	2893 6983 
	2893 6983 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	      
	      
	      
	      
	      

	/ 
	/ 

	      
	      

	/ 
	/ 

	      
	      




	1. Number of vacancies as at (DD/MM/YYYY)                                                                                  
	 
	Service 
	Service 
	Service 
	Service 
	Service 

	LSCH / HWH / SHOS * 
	LSCH / HWH / SHOS * 

	HWH - SP 
	HWH - SP 


	Sex 
	Sex 
	Sex 

	M  
	M  

	F 
	F 

	M 
	M 

	F 
	F 


	(a) Capacity  
	(a) Capacity  
	(a) Capacity  

	    
	    

	    
	    

	      
	      

	      
	      


	(b) Enrolment 
	(b) Enrolment 
	(b) Enrolment 

	    
	    

	    
	    

	      
	      

	      
	      


	(c) No. of referral(s) approved and pending admission 
	(c) No. of referral(s) approved and pending admission 
	(c) No. of referral(s) approved and pending admission 

	    
	    

	    
	    

	      
	      

	      
	      


	(d) No. of referral(s) being processed 
	(d) No. of referral(s) being processed 
	(d) No. of referral(s) being processed 

	    
	    

	    
	    

	      
	      

	      
	      


	(e) No. of immediate vacancy 
	(e) No. of immediate vacancy 
	(e) No. of immediate vacancy 
	     [ (e) = (a) – (b) – (c) – (d) ] 

	    
	    

	    
	    

	      
	      

	      
	      


	Remarks  
	Remarks  
	Remarks  

	      
	      

	      
	      




	 
	2. Number of vacancies anticipated in forthcoming 2 months (excluding those reported in item 1): 
	 
	Service 
	Service 
	Service 
	Service 
	Service 

	LSCH / HWH / SHOS * 
	LSCH / HWH / SHOS * 

	HWH - SP 
	HWH - SP 


	Sex 
	Sex 
	Sex 

	 M 
	 M 

	F 
	F 

	M 
	M 

	F 
	F 


	Vacancies 
	Vacancies 
	Vacancies 

	    
	    

	    
	    

	      
	      

	      
	      


	Available date(s) 
	Available date(s) 
	Available date(s) 

	      
	      

	      
	      


	Remarks  
	Remarks  
	Remarks  

	      
	      

	      
	      




	* Please delete as appropriate 
	 
	Signature: 
	Signature: 
	Signature: 
	Signature: 
	Signature: 

	      
	      


	Name: 
	Name: 
	Name: 

	      
	      


	Post: 
	Post: 
	Post: 

	      
	      




	      
	 
	RESTRICTED 
	 
	Selection for Placement 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Persons in Mental Recovery 
	Social Welfare Department 
	Room 901, 9/F Wu Chung House 
	213 Queen's Road East, Wanchai, Hong Kong 
	 



	To: 
	To: 
	To: 
	To: 

	 
	 
	 


	 
	 
	 

	 
	 


	CRSRehab Tel.: 
	CRSRehab Tel.: 
	CRSRehab Tel.: 

	      
	      

	Your Ref.: 
	Your Ref.: 

	      
	      


	Fax: 
	Fax: 
	Fax: 

	      
	      

	Your Tel: 
	Your Tel: 

	      
	      


	Date: 
	Date: 
	Date: 

	      
	      

	Your Fax: 
	Your Fax: 

	      
	      


	 
	 
	 

	 
	 

	 
	 

	 
	 




	 
	The following applicant has been selected to the placement in a rehabilitation unit with details shown below.  Please reply to CRSRehab via Form 7 within       week(s). 
	 
	Your early reply will facilitate the applicant’s admission for service.  You may consider contacting the rehabilitation unit for arrangement of visits for the applicant or information on the service as appropriate. (For priority placement, please review and confirm the applicant still has urgent service need.) 
	 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 

	      
	      



	CRSRehab No.: 
	CRSRehab No.: 
	CRSRehab No.: 
	CRSRehab No.: 

	      
	      


	Name of Rehabilitation Unit: 
	Name of Rehabilitation Unit: 
	Name of Rehabilitation Unit: 

	      
	      


	Type of Service: 
	Type of Service: 
	Type of Service: 

	      
	      


	Address: 
	Address: 
	Address: 

	      
	      


	Tel. No.: 
	Tel. No.: 
	Tel. No.: 

	      
	      


	Fax No.: 
	Fax No.: 
	Fax No.: 

	      
	      


	Date of Selection: 
	Date of Selection: 
	Date of Selection: 

	      
	      




	 
	If the applicant accepts the placement offer, please send the following required documents to the rehabilitation unit directly: 
	 
	1. Standard Agency Application Form (CRSRehab-PMR Form 2) 
	1. Standard Agency Application Form (CRSRehab-PMR Form 2) 
	1. Standard Agency Application Form (CRSRehab-PMR Form 2) 


	 
	 
	      
	( 
	( 
	( 
	( 
	( 

	      
	      

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab - PMR 
	Oi/c CRSRehab - PMR 

	 
	 




	 
	 
	 
	 
	 
	 
	RESTRICTED 
	 
	Notification of Case Selection to Rehabilitation Unit 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Persons in Mental Recovery 
	Social Welfare Department 
	Room 901, 9/F Wu Chung House 
	213 Queen's Road East, Wanchai, Hong Kong 
	 



	To: 
	To: 
	To: 
	To: 

	 
	 
	 


	 
	 
	 

	 
	 


	CRSRehab Tel.: 
	CRSRehab Tel.: 
	CRSRehab Tel.: 

	 
	 

	Your Tel: 
	Your Tel: 

	 
	 


	Fax: 
	Fax: 
	Fax: 

	 
	 

	Your Fax: 
	Your Fax: 

	 
	 


	Date: 
	Date: 
	Date: 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 




	 
	Listed below for your information are the application(s) that have been selected from the waiting list for placement in your service unit. These applicants have 14 day(s)’ time to decide whether they accept the placement offer or not. Subject to their acceptance of placement offer, the referrer will send relevant documents to you for case intake once they are available. 
	 
	While the applicants are considering acceptance of placement offer, they and/or their family members may, through the referring officers, approach your unit for visits or information on services provided. 
	 
	Since some of the applicants may eventually decline the placement offer, if you need updated referral situation of the list, please contact the undersigned officer of the CRSRehab. 
	 
	Name 
	Name 
	Name 
	Name 
	Name 

	Sex/ Age 
	Sex/ Age 

	CRSRehab No. 
	CRSRehab No. 

	Referring Office 
	Referring Office 

	Name of Referrer 
	Name of Referrer 

	Tel 
	Tel 

	Normal/ Priority 
	Normal/ Priority 



	 
	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	 
	( 
	( 
	( 
	( 
	( 

	 
	 

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab - PMR 
	Oi/c CRSRehab - PMR 

	 
	 




	 
	 
	 
	 
	 
	RESTRICTED 
	 
	Reply to CRSRehab-PMR on Selection for Placement 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	      
	      

	 
	 

	To: 
	To: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Persons in Mental Recovery 
	Social Welfare Department 
	Room 901, 9/F Wu Chung House 
	213 Queen's Road East, Wanchai, Hong Kong 



	TBody
	TR
	 
	 

	(Name of Referring Office) 
	(Name of Referring Office) 

	 
	 


	TR
	 
	 

	 
	 

	 
	 


	TR
	 
	 

	(Name of Organisation) 
	(Name of Organisation) 

	 
	 


	TR
	Ref: 
	Ref: 

	      
	      

	 
	 


	TR
	Tel: 
	Tel: 

	      
	      

	 
	 


	Fax: 
	Fax: 
	Fax: 

	      
	      

	 
	 

	Tel: 
	Tel: 

	2892 5136 
	2892 5136 


	Date: 
	Date: 
	Date: 

	      
	      

	 
	 

	Fax: 
	Fax: 

	2893 6983 
	2893 6983 


	 
	 
	 

	 
	 




	 
	Application for placement to:   
	Application for placement to:   
	Application for placement to:   
	Application for placement to:   
	Application for placement to:   

	      
	      



	 
	 
	 
	 
	 

	(name of rehabilitation unit) 
	(name of rehabilitation unit) 


	Name of applicant: 
	Name of applicant: 
	Name of applicant: 

	       
	       

	HKIC No.: 
	HKIC No.: 

	      
	      

	CRSRehab No.: 
	CRSRehab No.: 

	D 
	D 




	 
	(✓ in the appropriate box) 
	(✓ in the appropriate box) 
	(✓ in the appropriate box) 
	(✓ in the appropriate box) 
	(✓ in the appropriate box) 

	 
	 



	☐ 
	☐ 
	☐ 
	☐ 

	Applicant accepts the offer. 
	Applicant accepts the offer. 

	(For priority placement, the applicant is confirmed to have urgent service need.) 
	(For priority placement, the applicant is confirmed to have urgent service need.) 


	 
	 
	 

	The completed CRSRehab-PMR Form 2 have already been sent to the rehabilitation unit for further action on  
	The completed CRSRehab-PMR Form 2 have already been sent to the rehabilitation unit for further action on  

	  /   / 
	  /   / 




	 
	☐ 
	☐ 
	☐ 
	☐ 
	☐ 

	Applicant declines the offer. 
	Applicant declines the offer. 

	(The application will be removed from the concerned Day placement/ Residential placement waitlisting, please refer to CRSRehab Manual of Procedures)  
	(The application will be removed from the concerned Day placement/ Residential placement waitlisting, please refer to CRSRehab Manual of Procedures)  



	 
	 
	 
	 

	☐  Unfavourable location  
	☐  Unfavourable location  


	 
	 
	 

	☐  Ill health / unstable mental or emotional condition 
	☐  Ill health / unstable mental or emotional condition 


	 
	 
	 

	☐  Temporary leave of Hong Kong / emigration 
	☐  Temporary leave of Hong Kong / emigration 


	 
	 
	 

	☐  Open employment/ Supported Employment Training for Persons with Disabilities 
	☐  Open employment/ Supported Employment Training for Persons with Disabilities 


	 
	 
	 

	☐  Lost trace of applicant 
	☐  Lost trace of applicant 


	 
	 
	 

	☐  No longer in need of placement upon case review 
	☐  No longer in need of placement upon case review 


	 
	 
	 

	☐  Ability improved, upward movement required 
	☐  Ability improved, upward movement required 


	 
	 
	 

	☐  Ability deteriorated, downward movement required  
	☐  Ability deteriorated, downward movement required  


	 
	 
	 

	☐  Self-withdrawal/ unmotivated / unwillingness 
	☐  Self-withdrawal/ unmotivated / unwillingness 


	 
	 
	 

	☐  Already receiving day programme in rehabilitation unit (please specify): 
	☐  Already receiving day programme in rehabilitation unit (please specify): 


	 
	 
	 

	Name of unit: 
	Name of unit: 

	 
	 


	 
	 
	 

	Admission date: 
	Admission date: 

	 
	 


	 
	 
	 

	☐  Others, please specify: 
	☐  Others, please specify: 

	 
	 


	 
	 
	 

	 
	 

	 
	 


	 
	 
	 

	For case declining BPS offer, please tick below box if residential service is no longer required 
	For case declining BPS offer, please tick below box if residential service is no longer required 


	 
	 
	 

	☐  (Case will be removed from waiting list directly) 
	☐  (Case will be removed from waiting list directly) 




	 
	☐ 
	☐ 
	☐ 
	☐ 
	☐ 

	Applicant is temporarily hospitalised. 
	Applicant is temporarily hospitalised. 

	(not applicable to the applicants who are admitted to psychiatric hospital or psychiatric ward of general hospital, please refer to CRSRehab Manual of Procedures)  
	(not applicable to the applicants who are admitted to psychiatric hospital or psychiatric ward of general hospital, please refer to CRSRehab Manual of Procedures)  



	 
	 
	 
	 

	Name of Hospital: 
	Name of Hospital: 

	 
	 


	 
	 
	 

	Admission date: 
	Admission date: 

	 
	 


	 
	 
	 

	Diagnosis/Treatment required: 
	Diagnosis/Treatment required: 

	 
	 




	 
	 
	 
	 
	 
	 

	Signature: 
	Signature: 

	 
	 



	 
	 
	 
	 

	Name: 
	Name: 

	      
	      


	 
	 
	 

	Post: 
	Post: 

	      
	      


	 
	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 
	 
	 

	 
	 

	 
	 

	 
	 


	c.c. Rehabilitation Unit (                                                                                 ) Fax: (                                      ) 
	c.c. Rehabilitation Unit (                                                                                 ) Fax: (                                      ) 
	c.c. Rehabilitation Unit (                                                                                 ) Fax: (                                      ) 




	 
	RESTRICTED 
	 
	FIRST Reminder to Referrer 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Persons in Mental Recovery 
	Social Welfare Department 
	Room 901, 9/F Wu Chung House 
	213 Queen's Road East, Wanchai, Hong Kong 



	To: 
	To: 
	To: 
	To: 

	 
	 
	 


	 
	 
	 

	 
	 


	CRSRehab Tel.: 
	CRSRehab Tel.: 
	CRSRehab Tel.: 

	 
	 

	Your Ref.: 
	Your Ref.: 

	 
	 


	Fax: 
	Fax: 
	Fax: 

	 
	 

	Your Tel: 
	Your Tel: 

	 
	 


	Date: 
	Date: 
	Date: 

	 
	 

	Your Fax: 
	Your Fax: 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 




	 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 

	 
	 



	HKIC No.: 
	HKIC No.: 
	HKIC No.: 
	HKIC No.: 

	 
	 


	CRSRehab No.: 
	CRSRehab No.: 
	CRSRehab No.: 

	 
	 


	Name of Rehabilitation Unit: 
	Name of Rehabilitation Unit: 
	Name of Rehabilitation Unit: 

	 
	 


	Date of Selection: 
	Date of Selection: 
	Date of Selection: 

	 
	 




	 
	CRSRehab has not received your reply to the placement offer for the above-named applicant.  You are advised to send the required document(s) stated in Form 6 to the rehabilitation unit directly and reply to CRSRehab via Form 7 within 1 week.   
	 
	If you have already replied to this offer, it would be appreciated if you could forward a copy of Form 7 to CRSRehab again. 
	 
	 
	 
	( 
	( 
	( 
	( 
	( 

	            
	            

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab - PMR 
	Oi/c CRSRehab - PMR 

	 
	 




	 
	 
	c.c. Supervisor (    ) (Fax:     ) 
	 
	 
	RESTRICTED 
	  
	SECOND Reminder to Referrer 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Persons in Mental Recovery 
	Social Welfare Department 
	Room 901, 9/F Wu Chung House 
	213 Queen's Road East, Wanchai, Hong Kong 
	 
	 



	To: 
	To: 
	To: 
	To: 

	 
	 
	 


	 
	 
	 

	 
	 


	CRSRehab Tel.: 
	CRSRehab Tel.: 
	CRSRehab Tel.: 

	 
	 

	Your Ref.: 
	Your Ref.: 

	 
	 


	Fax: 
	Fax: 
	Fax: 

	 
	 

	Your Tel: 
	Your Tel: 

	 
	 


	Date: 
	Date: 
	Date: 

	 
	 

	Your Fax: 
	Your Fax: 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 




	 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 

	 
	 



	HKIC No.: 
	HKIC No.: 
	HKIC No.: 
	HKIC No.: 

	 
	 


	CRSRehab No.: 
	CRSRehab No.: 
	CRSRehab No.: 

	 
	 


	Name of Rehabilitation Unit: 
	Name of Rehabilitation Unit: 
	Name of Rehabilitation Unit: 

	 
	 


	Date of Selection: 
	Date of Selection: 
	Date of Selection: 

	 
	 




	 
	CRSRehab has not received your reply to the placement offer for the above-named applicant.  You are advised to send the required document(s) stated in Form 6 to the rehabilitation unit directly and reply to CRSRehab via Form 7 within 1 week.   
	 
	If you have already replied to this offer, it would be appreciated if you could forward a copy of Form 7 to CRSRehab again. 
	 
	 
	 
	( 
	( 
	( 
	( 
	( 

	             
	             

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab - PMR 
	Oi/c CRSRehab - PMR 

	 
	 




	 
	 
	c.c. Agency Head  
	RESTRICTED
	RESTRICTED
	 

	 
	 

	Referral for Admission
	Referral for Admission
	 
	Span

	 
	 

	From:
	From:
	From:
	From:
	From:
	From:
	 


	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Persons in Mental Recovery 
	Social Welfare Department 
	Room 901, 9/F Wu Chung House 
	213 Queen's Road East, Wanchai, Hong Kong 
	 



	To:
	To:
	To:
	To:
	To:
	 


	 
	 
	 
	 



	 
	 
	 
	 


	 
	 
	 



	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	 


	 
	 
	 


	Your Tel:
	Your Tel:
	Your Tel:
	 


	 
	 
	 



	Fax:
	Fax:
	Fax:
	Fax:
	 


	 
	 
	 


	Your Fax:
	Your Fax:
	Your Fax:
	 


	 
	 
	 



	Date:
	Date:
	Date:
	Date:
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 





	 
	 

	Referral for Admission to
	Referral for Admission to
	Referral for Admission to
	Referral for Admission to
	Referral for Admission to
	Referral for Admission to
	 



	 
	 
	 
	 





	 
	 

	I forward the following application for admission to your unit whereas the referrer has already sent you the CRSRehab-PMR Form 2.  Please reply by completing the Report on Case Intake/Discharge (Form 9) within 2 week(s).
	I forward the following application for admission to your unit whereas the referrer has already sent you the CRSRehab-PMR Form 2.  Please reply by completing the Report on Case Intake/Discharge (Form 9) within 2 week(s).
	 

	 
	 

	Case particulars:
	Case particulars:
	 

	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	 


	 
	 
	 


	HKIC No.:
	HKIC No.:
	HKIC No.:
	 


	 
	 
	 




	Sex: 
	Sex: 
	Sex: 
	Sex: 
	Sex: 
	 


	 
	 
	 


	D.O.B.:
	D.O.B.:
	D.O.B.:
	 


	 
	 
	 


	CRSRehab No.:
	CRSRehab No.:
	CRSRehab No.:
	 


	 
	 
	 





	 
	 

	 
	 

	 
	 

	(
	(
	(
	(
	(
	(
	 


	 
	 
	 


	)
	)
	)
	 




	 
	 
	 
	 
	 


	Oi/c CRSRehab - PMR
	Oi/c CRSRehab - PMR
	Oi/c CRSRehab - PMR
	 


	 
	 
	 





	 
	 
	 
	c.c. Referring office: (Fax no.:                    )
	c.c. Referring office: (Fax no.:                    )
	 

	 
	 
	 
	 
	RESTRICTED 
	 
	 

	Report on Case Intake / Discharge
	Report on Case Intake / Discharge
	 
	Span

	From: 
	From: 
	From: 
	From: 
	From: 

	      
	      

	 
	 

	 
	 

	To: 
	To: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Persons in Mental Recovery 
	Social Welfare Department 
	Room 901, 9/F Wu Chung House 
	213 Queen's Road East, Wanchai, Hong Kong 


	TR
	 
	 

	(Name of Rehabilitation Unit) 
	(Name of Rehabilitation Unit) 

	 
	 

	 
	 

	 
	 


	TR
	 
	 

	      
	      

	 
	 

	 
	 

	 
	 


	TR
	 
	 

	(Name of Organisation) 
	(Name of Organisation) 

	 
	 

	 
	 

	 
	 


	TR
	Our Ref.: 
	Our Ref.: 

	      
	      

	 
	 

	 
	 

	 
	 


	Tel.: 
	Tel.: 
	Tel.: 

	      
	      

	 
	 

	 
	 

	Your Ref.: 
	Your Ref.: 

	      
	      


	Fax: 
	Fax: 
	Fax: 

	      
	      

	 
	 

	 
	 

	Tel.: 
	Tel.: 

	2892 5136 
	2892 5136 


	Date: 
	Date: 
	Date: 

	      
	      

	 
	 

	 
	 

	Fax: 
	Fax: 

	2893 6983 
	2893 6983 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 

	 
	 

	HKIC No.: 
	HKIC No.: 

	 
	 

	CRSRehab No.: 
	CRSRehab No.: 

	D 
	D 


	 
	 
	 

	 
	 

	 
	 

	 
	 


	Please be informed the above-named case has been: (✓ in the appropriate box) 
	Please be informed the above-named case has been: (✓ in the appropriate box) 
	Please be informed the above-named case has been: (✓ in the appropriate box) 


	 
	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 
	 
	InlineShape


	admitted into service on 
	admitted into service on 

	      
	      

	(date). 
	(date). 


	 
	 
	 
	 


	 
	 
	 



	 
	 
	 
	 


	rejected upon intake assessment due to: 
	rejected upon intake assessment due to: 


	 
	 
	 
	 


	 
	 
	 
	no vacancy 


	 unstable mental / emotional condition 
	 unstable mental / emotional condition 
	 unstable mental / emotional condition 



	 
	 
	 
	 


	 
	 
	 
	low ability / no motivation for training 


	 health problem (please specify): 
	 health problem (please specify): 
	 health problem (please specify): 



	 
	 
	 
	 


	 
	 
	 
	severe behavioral problem (please specify):
	 


	 others (please specify): 
	 others (please specify): 
	 others (please specify): 



	 
	 
	 
	 


	 
	 
	 
	                                                                       
	 
	Span



	 
	 
	 
	 


	 
	 
	 



	 
	 
	 
	 


	self-withdrawn by applicant due to: 
	self-withdrawn by applicant due to: 


	 
	 
	 
	 


	 unfavourable location 
	 unfavourable location 
	 unfavourable location 


	 refusal to attend pre-admission interview 
	 refusal to attend pre-admission interview 
	 refusal to attend pre-admission interview 



	 
	 
	 
	 


	 claim to have no day and / or residential service need  
	 claim to have no day and / or residential service need  
	 claim to have no day and / or residential service need  


	 refusal to follow the regulation 
	 refusal to follow the regulation 
	 refusal to follow the regulation 



	 
	 
	 
	 


	 the family member(s)’ rejection of the placement offer
	 the family member(s)’ rejection of the placement offer
	 the family member(s)’ rejection of the placement offer
	 


	 lost trace
	 lost trace
	 lost trace
	 



	 
	 
	 
	 


	 prefer to live with family / take care by family member(s)
	 prefer to live with family / take care by family member(s)
	 prefer to live with family / take care by family member(s)
	 



	 
	 
	 
	 


	 open employment / Supported Employment Training for Persons with Disabilities ( for sheltered workshop applicant only) 
	 open employment / Supported Employment Training for Persons with Disabilities ( for sheltered workshop applicant only) 
	 open employment / Supported Employment Training for Persons with Disabilities ( for sheltered workshop applicant only) 



	 
	 
	 
	 


	 refusal to give reason by the applicant / family member(s)
	 refusal to give reason by the applicant / family member(s)
	 refusal to give reason by the applicant / family member(s)
	 



	 
	 
	 
	 


	 others (please specify):                                                                            
	 others (please specify):                                                                            
	 others (please specify):                                                                            
	 
	Span



	 
	 
	 
	 


	 
	 
	 



	 
	 
	 
	 


	reserved due to no immediate vacancy but would be admitted within 1 month.  
	reserved due to no immediate vacancy but would be admitted within 1 month.  


	 
	 
	 
	 


	The admission is scheduled on  
	The admission is scheduled on  

	      
	      

	(date) 
	(date) 


	 
	 
	 
	 


	 
	 
	 



	 
	 
	 
	 


	temporarily hospitalised: (not applicable to the applicants who are admitted to psychiatric hospital or psychiatric  ward of general hospital, please refer to CRSRehab Manual of Procedures): 
	temporarily hospitalised: (not applicable to the applicants who are admitted to psychiatric hospital or psychiatric  ward of general hospital, please refer to CRSRehab Manual of Procedures): 


	 
	 
	 
	 


	Name of Hospital:  
	Name of Hospital:  

	      
	      


	 
	 
	 
	 


	Admission date: 
	Admission date: 

	      
	      


	 
	 
	 
	 


	Diagnosis / Treatment required: 
	Diagnosis / Treatment required: 

	      
	      


	 
	 
	 
	 


	 
	 
	 


	 
	 
	 



	 
	 
	 
	 


	discharged from our service on  
	discharged from our service on  

	      
	      

	(date) due to: 
	(date) due to: 

	      
	      


	 
	 
	 
	 


	      
	      




	 
	Signature: 
	Signature: 
	Signature: 
	Signature: 
	Signature: 

	      
	      


	Name: 
	Name: 
	Name: 

	      
	      


	Post: 
	Post: 
	Post: 

	      
	      




	c.c. Referring office
	RESTRICTED 
	 
	FIRST Reminder to Rehabilitation Unit 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Persons in Mental Recovery 
	Social Welfare Department 
	Room 901, 9/F Wu Chung House 
	213 Queen's Road East, Wanchai, Hong Kong 
	 
	 



	To: 
	To: 
	To: 
	To: 

	 
	 


	 
	 
	 

	 
	 


	CRSRehab Tel.: 
	CRSRehab Tel.: 
	CRSRehab Tel.: 

	 
	 

	Your Tel: 
	Your Tel: 

	 
	 


	Fax: 
	Fax: 
	Fax: 

	 
	 

	Your Fax: 
	Your Fax: 

	 
	 


	Date: 
	Date: 
	Date: 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 




	 
	The following application(s) has/ have been referred to your unit for consideration of admission for more than 2 week(s).  So far, no reply has been received by CRSRehab.  I would be grateful for your prompt decision on this/ these application(s) and reply to CRSRehab via Form 9 with a copy to the referrer concerned within 1 week. 
	 
	Date of Referral 
	Date of Referral 
	Date of Referral 
	Date of Referral 
	Date of Referral 

	CRSRehab No. 
	CRSRehab No. 

	Name of Applicant 
	Name of Applicant 

	Sex 
	Sex 

	D.O.B. 
	D.O.B. 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	 
	 
	 
	 
	 
	 ( 
	 ( 
	 ( 
	 ( 
	 ( 

	 
	 

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab - PMR 
	Oi/c CRSRehab - PMR 

	 
	 




	 
	 
	c.c. Supervisor of Rehabilitation Unit (Fax: ) 
	 
	 
	 
	 
	RESTRICTED 
	 
	SECOND Reminder to Rehabilitation Unit 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Persons in Mental Recovery 
	Social Welfare Department 
	Room 901, 9/F Wu Chung House 
	213 Queen's Road East, Wanchai, Hong Kong 
	 
	 



	To: 
	To: 
	To: 
	To: 

	 
	 


	 
	 
	 

	 
	 


	CRSRehab Tel.: 
	CRSRehab Tel.: 
	CRSRehab Tel.: 

	 
	 

	Your Tel: 
	Your Tel: 

	 
	 


	Fax: 
	Fax: 
	Fax: 

	 
	 

	Your Fax: 
	Your Fax: 

	 
	 


	Date: 
	Date: 
	Date: 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 




	 
	The following application(s) has/ have been referred to your unit for consideration of admission for more than 3 week(s).  So far, no reply has been received by CRSRehab.  I would be grateful for your prompt decision on this/ these application(s) and reply to CRSRehab via Form 9 with a copy to the referrer concerned within 1 week. 
	 
	Date of Referral 
	Date of Referral 
	Date of Referral 
	Date of Referral 
	Date of Referral 

	CRSRehab No. 
	CRSRehab No. 

	Name of Applicant 
	Name of Applicant 

	Sex 
	Sex 

	D.O.B. 
	D.O.B. 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	 
	 
	 
	 ( 
	 ( 
	 ( 
	 ( 
	 ( 

	 
	 

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab - PMR 
	Oi/c CRSRehab - PMR 

	 
	 




	 
	 
	c.c. Agency Head 
	 
	 
	 
	RESTRICTED 
	 
	Application for Priority Placement 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	      
	      

	To: 
	To: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Persons in Mental Recovery 
	Social Welfare Department 
	Room 901, 9/F Wu Chung House 
	213 Queen's Road East, Wanchai, Hong Kong 



	TBody
	TR
	 
	 

	(Name of Referring Office) 
	(Name of Referring Office) 


	TR
	 
	 

	      
	      


	TR
	 
	 

	(Name of Organisation) 
	(Name of Organisation) 


	TR
	 
	 

	 
	 


	TR
	Our Ref: 
	Our Ref: 

	      
	      


	Tel: 
	Tel: 
	Tel: 

	      
	      

	 
	 

	 
	 


	Fax: 
	Fax: 
	Fax: 

	      
	      

	Tel: 
	Tel: 

	      
	      


	Date: 
	Date: 
	Date: 

	      
	      

	Fax: 
	Fax: 

	      
	      


	 
	 
	 

	 
	 

	 
	 

	 
	 




	 
	1. Case Particulars 
	1. Case Particulars 
	1. Case Particulars 


	Name: 
	Name: 
	Name: 
	Name: 
	Name: 

	      
	      

	Sex/D.O.B.: 
	Sex/D.O.B.: 

	     /      
	     /      

	ID No.: 
	ID No.: 

	      
	      



	Address: 
	Address: 
	Address: 
	Address: 

	      
	      

	Tel.: 
	Tel.: 

	      
	      


	Diagnosis: 
	Diagnosis: 
	Diagnosis: 

	  
	  


	Placement(s) required: 
	Placement(s) required: 
	Placement(s) required: 

	  
	  

	CRSRehab-PMR No.: 
	CRSRehab-PMR No.: 

	      
	      




	 
	2. Reasons for priority application (Please attach additional sheet if required) 
	2. Reasons for priority application (Please attach additional sheet if required) 
	2. Reasons for priority application (Please attach additional sheet if required) 


	 
	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 




	 
	 
	3. Preference in location if necessary: 
	3. Preference in location if necessary: 
	3. Preference in location if necessary: 


	☐   No 
	☐   No 
	☐   No 
	☐   No 
	☐   No 

	☐   Yes (Preference is not encouraged unless absolutely necessary) 
	☐   Yes (Preference is not encouraged unless absolutely necessary) 




	 
	Please specify location preference: 
	Please specify location preference: 
	Please specify location preference: 
	Please specify location preference: 
	Please specify location preference: 

	 
	 

	and give justifications below: 
	and give justifications below: 


	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 




	 
	 
	 
	Prepared by: 
	Prepared by: 
	Prepared by: 
	Prepared by: 
	Prepared by: 

	 
	 

	Endorsed by* 
	Endorsed by* 

	 
	 



	Signature: 
	Signature: 
	Signature: 
	Signature: 

	 
	 

	Signature: 
	Signature: 

	 
	 


	Name: 
	Name: 
	Name: 

	      
	      

	Name: 
	Name: 

	 
	 


	Post: 
	Post: 
	Post: 

	      
	      

	Post: 
	Post: 

	 
	 




	 
	* Endorsement should be obtained from agency head/designated representative of non-governmental organisation or DSWO/ADSWO of SWD. 
	 
	 
	 
	 
	RESTRICTED 
	 
	Outcome of Application for Priority Placement 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Persons in Mental Recovery  
	Social Welfare Department 
	Room 901, 9/F Wu Chung House 
	213 Queen's Road East, Wanchai, Hong Kong 
	 



	To: 
	To: 
	To: 
	To: 

	 
	 


	 
	 
	 

	 
	 


	CRSRehab Tel.: 
	CRSRehab Tel.: 
	CRSRehab Tel.: 

	 
	 

	Your Ref.: 
	Your Ref.: 

	 
	 


	Fax: 
	Fax: 
	Fax: 

	 
	 

	Your Tel: 
	Your Tel: 

	 
	 


	Date: 
	Date: 
	Date: 

	 
	 

	Your Fax: 
	Your Fax: 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 




	 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 

	 
	 



	HKIC: 
	HKIC: 
	HKIC: 
	HKIC: 

	 
	 


	CRSRehab No.: 
	CRSRehab No.: 
	CRSRehab No.: 

	 
	 




	 
	  I am pleased to inform you that your application for priority placement for the above-named applicant is approved.  The particulars of the placement are detailed below:  
	 
	Type of Placement: 
	Type of Placement: 
	Type of Placement: 
	Type of Placement: 
	Type of Placement: 

	 
	 


	Date of Priority Assigned: 
	Date of Priority Assigned: 
	Date of Priority Assigned: 

	 
	 


	Location preference: 
	Location preference: 
	Location preference: 

	 
	 




	 
	  The captioned application for priority placement is not approved or not necessary due to the following reason:  
	 
	 
	 
	 
	 




	 
	If you have any question, please contact the undersigned for discussion on the case. 
	 
	 
	( 
	( 
	( 
	( 
	( 

	 
	 

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab – PMR 
	Oi/c CRSRehab – PMR 

	 
	 




	 
	 
	 
	 
	Part III  
	 
	Figure
	 
	 
	 
	 
	 
	Forms of the Subsystem for Elderly Persons with Visual Impairment (CRSRehab-VI) 
	 
	 
	 
	RESTRICTED 
	Central Referral System for Rehabilitation Services  
	Subsystem for Elderly Persons with Visual Impairment (CRSRehab-VI) Data Input Form 
	 
	Only person aged 60 or above and is certified as blindness or with severe vision impairment is eligible to apply for Care and Attention Home for the Aged Blind. 
	Only person aged 60 or above and is certified as blindness or with severe vision impairment is eligible to apply for Care and Attention Home for the Aged Blind. 
	Only person aged 60 or above and is certified as blindness or with severe vision impairment is eligible to apply for Care and Attention Home for the Aged Blind. 
	Only person aged 60 or above and is certified as blindness or with severe vision impairment is eligible to apply for Care and Attention Home for the Aged Blind. 
	Only person aged 60 or above and is certified as blindness or with severe vision impairment is eligible to apply for 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.   
	Please use BLOCK LETTERS to fill in the information or give a ‘✓’ in the boxes, whichever is required.   
	Please use BLOCK LETTERS to fill in the information or give a ‘✓’ in the boxes, whichever is required.   
	Please use BLOCK LETTERS to fill in the information or give a ‘✓’ in the boxes, whichever is required.   
	Please use BLOCK LETTERS to fill in the information or give a ‘✓’ in the boxes, whichever is required.   




	 
	PART A 
	PART A 
	PART A 
	PART A 
	PART A 

	Applicant’s Personal Information 
	Applicant’s Personal Information 
	 


	1. 
	1. 
	1. 

	Name of Applicant: 
	Name of Applicant: 

	 
	 

	 
	 

	(               ) 
	(               ) 


	 
	 
	 

	 
	 

	(In English, Surname first)                                      (In Chinese) 
	(In English, Surname first)                                      (In Chinese) 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	2. 
	2. 
	2. 

	HKID No.: 
	HKID No.: 

	(     ) 
	(     ) 

	 
	 

	or 
	or 


	 
	 
	 

	 
	 

	 
	 


	 
	 
	 

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


	 
	 
	 

	 
	 

	 
	 


	3. 
	3. 
	3. 

	Date of Birth : 
	Date of Birth : 

	/        / 
	/        / 

	 
	 


	 
	 
	 

	                                             Day    Month    Year 
	                                             Day    Month    Year 

	 
	 


	 
	 
	 

	 
	 

	 
	 


	4. 
	4. 
	4. 

	Sex:              Male              Female 
	Sex:              Male              Female 


	 
	 
	 

	 
	 


	5. 
	5. 
	5. 

	Marital Status: 
	Marital Status: 


	 
	 
	 

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


	 
	 
	 

	 
	 


	6. 
	6. 
	6. 

	Residential District: 
	Residential District: 


	 
	 
	 

	Hong Kong and Islands 
	Hong Kong and Islands 


	 
	 
	 

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


	 
	 
	 

	 
	 


	 
	 
	 

	Kowloon 
	Kowloon 


	 
	 
	 

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


	 
	 
	 

	 Yaumatei      Tseung Kwan O  Sai Kung 
	 Yaumatei      Tseung Kwan O  Sai Kung 


	 
	 
	 

	 
	 


	 
	 
	 

	New Territories 
	New Territories 


	 
	 
	 

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


	 
	 
	 

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


	 
	 
	 

	 North (Sheung Shui and Fanling) 
	 North (Sheung Shui and Fanling) 
	 


	 
	 
	 

	 
	 




	7. 
	7. 
	7. 
	7. 
	7. 

	Type of Accommodation: 
	Type of Accommodation: 


	 
	 
	 

	 Public Housing Estate 
	 Public Housing Estate 


	 
	 
	 

	 Private Tenement 
	 Private Tenement 


	 
	 
	 

	 Temporary Shelter 
	 Temporary Shelter 


	 
	 
	 

	 Others (please specify): 
	 Others (please specify): 

	 
	 


	 
	 
	 

	 
	 


	8. 
	8. 
	8. 

	Physical and Mental Condition: 
	Physical and Mental Condition: 


	8.1 
	8.1 
	8.1 

	Degree of Visual Impairment: 
	Degree of Visual Impairment: 


	 
	 
	 

	 Blindness 
	 Blindness 

	 
	 
	Please attach the Visual Examination Form at Annex 1 
	 
	Figure


	TR
	 
	 

	 Severe Vision Impairment 
	 Severe Vision Impairment 


	 
	 
	 

	Certified in  
	Certified in  

	 
	 

	 / 
	 / 

	 
	 


	 
	 
	 

	 
	 

	Month 
	Month 

	 
	 

	Year 
	Year 


	 
	 
	 

	 
	 


	8.2 
	8.2 
	8.2 

	Mobility: 
	Mobility: 


	 
	 
	 

	 Walk independently 
	 Walk independently 


	 
	 
	 

	 Self-ambulatory with walking aid or wheelchair 
	 Self-ambulatory with walking aid or wheelchair 


	 
	 
	 

	 Walk with escort 
	 Walk with escort 


	 
	 
	 

	 Chairbound / bedridden / paralysed 
	 Chairbound / bedridden / paralysed 


	 
	 
	 

	 
	 

	 
	 


	8.3 
	8.3 
	8.3 

	Mental State: 
	Mental State: 


	 
	 
	 

	 Normal / alert 
	 Normal / alert 

	 
	 


	 
	 
	 

	 Disturbing / apathetic 
	 Disturbing / apathetic 


	 
	 
	 

	 Confused 
	 Confused 


	 
	 
	 

	 Others (please specify): 
	 Others (please specify): 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 


	8.4 
	8.4 
	8.4 

	Incontinence: 
	Incontinence: 


	 
	 
	 

	 Nil 
	 Nil 


	 
	 
	 

	 Occasional urine or faecal soiling 
	 Occasional urine or faecal soiling 


	 
	 
	 

	 Frequent urine or faecal soiling 
	 Frequent urine or faecal soiling 


	 
	 
	 

	 
	 

	 
	 


	9. 
	9. 
	9. 

	Welfare Assistance Currently Receiving: 
	Welfare Assistance Currently Receiving: 


	 
	 
	 

	 Disability Allowance 
	 Disability Allowance 


	 
	 
	 

	 Comprehensive Social Security Assistance 
	 Comprehensive Social Security Assistance 


	 
	 
	 

	 Old Age Allowance 
	 Old Age Allowance 


	 
	 
	 

	 Enhanced Home and Community Care Services / Integrated Home Care Service 
	 Enhanced Home and Community Care Services / Integrated Home Care Service 


	 
	 
	 

	 Community Nursing Service 
	 Community Nursing Service 


	 
	 
	 

	 Day Care Centre Service 
	 Day Care Centre Service 




	 
	  
	PART B 
	PART B 
	PART B 
	PART B 
	PART B 

	Location Preference 
	Location Preference 


	 
	 
	 

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


	 
	 
	 

	   No 
	   No 

	 
	 

	 
	 


	 
	 
	 

	   Yes: Location preferences - 
	   Yes: Location preferences - 

	1. 
	1. 

	 
	 


	 
	 
	 

	 
	 

	2. 
	2. 

	 
	 


	 
	 
	 

	 
	 

	3. 
	3. 

	 
	 


	 
	 
	 

	 
	 


	 
	 
	 

	 
	 


	PART C 
	PART C 
	PART C 

	Source of Referral 
	Source of Referral 


	 
	 
	 

	Referring Office: 
	Referring Office: 

	 
	 


	 
	 
	 

	Referring Agency: 
	Referring Agency: 

	 
	 


	 
	 
	 

	Address: 
	Address: 

	 
	 


	 
	 
	 

	 
	 

	 
	 


	 
	 
	 

	File Ref. No.: 
	File Ref. No.: 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	Tel No.: 
	Tel No.: 

	 
	 

	Fax No.: 
	Fax No.: 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	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 this application and related purposes. 
	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 this application and related purposes. 
	 


	PART D 
	PART D 
	PART D 

	Declaration 
	Declaration 
	 


	 
	 
	 
	 

	 Referrer has declared that there is no conflict of interest in handling this application.  Referrer is not a family member or personal friend of the applicant and has no personal or social ties with the applicant, and she/he has notified the applicant/family member(s)/guardian/carer(s) that SWD and the referring agency will not charge for the application and referral for service.  The applicant/family member(s)/guardian/carer(s) should report to the Independent Commission Against Corruption (ICAC) immediat
	 Referrer has declared that there is no conflict of interest in handling this application.  Referrer is not a family member or personal friend of the applicant and has no personal or social ties with the applicant, and she/he has notified the applicant/family member(s)/guardian/carer(s) that SWD and the referring agency will not charge for the application and referral for service.  The applicant/family member(s)/guardian/carer(s) should report to the Independent Commission Against Corruption (ICAC) immediat
	 


	 
	 
	 

	Signature: 
	Signature: 

	 
	 


	 
	 
	 

	Name of Referrer:  
	Name of Referrer:  

	 
	 


	 
	 
	 

	Date: 
	Date: 

	 
	 


	 
	 
	 

	 
	 


	 
	 
	 

	Supervisor’s Endorsement 
	Supervisor’s Endorsement 


	 
	 
	 

	 
	 


	 
	 
	 

	Signature: 
	Signature: 

	 
	 


	 
	 
	 

	Name of Supervisor: 
	Name of Supervisor: 

	 
	 


	 
	 
	 

	Date: 
	Date: 

	 
	 




	 
	 
	Visual Examination Form 
	for Admission to Care and Attention Home for the Aged Blind 
	(to be completed by Medical Officer of Eye Hospital / Eye Clinic or Ophthalmologist) 
	 
	Only person aged 60 or above and is certified as blindness or with severe vision impairment is eligible to apply for Care and Attention Home for the Aged Blind 
	Only person aged 60 or above and is certified as blindness or with severe vision impairment is eligible to apply for Care and Attention Home for the Aged Blind 
	Only person aged 60 or above and is certified as blindness or with severe vision impairment is eligible to apply for Care and Attention Home for the Aged Blind 
	Only person aged 60 or above and is certified as blindness or with severe vision impairment is eligible to apply for Care and Attention Home for the Aged Blind 
	Only person aged 60 or above and is certified as blindness or with severe vision impairment is eligible to apply for Care and Attention Home for the Aged Blind 




	Name of Applicant:                     Sex:                         
	HKID No.: (      )    Date of Birth:                          
	Hospital / Clinic Reference No.:                                                  
	 
	Level of vision impairment Note 
	 
	 
	 
	 
	 

	 
	 

	Right Eye 
	Right Eye 

	 
	 

	Left Eye 
	Left Eye 



	Visual Acuity (corrected) 
	Visual Acuity (corrected) 
	Visual Acuity (corrected) 
	Visual Acuity (corrected) 

	 
	 

	 
	 

	 
	 

	 
	 


	Visual Field 
	Visual Field 
	Visual Field 

	 
	 

	 
	 

	 
	 

	 
	 


	Cause of Blindness 
	Cause of Blindness 
	Cause of Blindness 

	 
	 

	 
	 

	 
	 

	 
	 




	      
	Certification: 
	 This is to certify that the above-named patient is suffering from **blindness / severe vision impairment / moderate vision impairment / mild vision impairment. 
	(** Please delete the inappropriate item.) 
	Note: 
	Note: 
	Note: 
	Note: 
	Note: 
	The classification of vision impairment as referenced with the World Health Organisation International Classification of Diseases 11th Revision (Version 05/2021): 
	 
	Classification 
	Classification 
	Classification 
	Classification 

	Presenting distance visual acuity# 
	Presenting distance visual acuity# 


	TR
	Worse than: 
	Worse than: 

	Equal to or better than: 
	Equal to or better than: 


	Blindness  
	Blindness  
	Blindness  

	• 3/60 
	• 3/60 
	• 3/60 
	• 3/60 



	• No light perception  
	• No light perception  
	• No light perception  
	• No light perception  




	Severe vision impairment 
	Severe vision impairment 
	Severe vision impairment 

	• 6/60 
	• 6/60 
	• 6/60 
	• 6/60 



	• 3/60 
	• 3/60 
	• 3/60 
	• 3/60 




	TR
	People with constricted vision field in which the widest field diameter subtends an angular subtense of 20 degrees or less, irrespective of visual acuity 
	People with constricted vision field in which the widest field diameter subtends an angular subtense of 20 degrees or less, irrespective of visual acuity 


	Moderate vision impairment  
	Moderate vision impairment  
	Moderate vision impairment  

	• 6/18 
	• 6/18 
	• 6/18 
	• 6/18 



	• 6/60 
	• 6/60 
	• 6/60 
	• 6/60 




	Mild vision impairment 
	Mild vision impairment 
	Mild vision impairment 

	• 6/12 
	• 6/12 
	• 6/12 
	• 6/12 



	• 6/18 
	• 6/18 
	• 6/18 
	• 6/18 





	# Visual acuity refers to the visual acuity of the better eye with correcting devices. 




	  
	Signature:       
	Signature:       
	Signature:       
	Signature:       
	Signature:       

	Date:                
	Date:                



	 
	 
	 
	 
	Doctor’s full name:       

	 
	 
	Chop of 
	Hospital / Clinic:  




	(Updated March 2025) 
	RESTRICTED 
	 
	Confirmation of Registration 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Elderly Persons with Visual Impairment (CRSRehab-VI) 
	Social Welfare Department 
	Room 901, 9/F Wu Chung House 
	213 Queen's Road East, Wanchai, Hong Kong 



	To: 
	To: 
	To: 
	To: 

	 
	 


	 
	 
	 


	CRSRehab-VI Tel.: 
	CRSRehab-VI Tel.: 
	CRSRehab-VI Tel.: 

	 
	 

	Your Ref.: 
	Your Ref.: 

	 
	 


	Fax: 
	Fax: 
	Fax: 

	 
	 

	Your Fax: 
	Your Fax: 

	 
	 


	Date: 
	Date: 
	Date: 

	 
	 

	 
	 

	 
	 


	 
	 
	 




	 
	The following applicant has been registered in CRSRehab–VI for rehabilitation service.  Please kindly verify the following data, raise amendment and update any change to CRSRehab–VI by Form 3.  For case enquiries, please contact the staff-on-duty at 2892 5136. For data protection, only enquiries from the referrers will be answered. 
	 
	I.  Information of referrer  
	I.  Information of referrer  
	I.  Information of referrer  
	I.  Information of referrer  
	I.  Information of referrer  



	Tel No. 
	Tel No. 
	Tel No. 
	Tel No. 

	 
	 

	 
	 

	 
	 


	 
	 
	 


	II.  Personal Particulars  
	II.  Personal Particulars  
	II.  Personal Particulars  


	Name (English): 
	Name (English): 
	Name (English): 

	 
	 

	Sex: 
	Sex: 

	 
	 


	Name (Chinese): 
	Name (Chinese): 
	Name (Chinese): 

	 
	 

	Date of Birth: 
	Date of Birth: 

	 
	 


	HKIC: 
	HKIC: 
	HKIC: 

	 
	 

	Residential District: 
	Residential District: 

	 
	 


	 
	 
	 


	III  Disability 
	III  Disability 
	III  Disability 


	Degree of Visual Impairment: 
	Degree of Visual Impairment: 
	Degree of Visual Impairment: 

	 
	 

	Mobility: 
	Mobility: 

	 
	 


	Mental State: 
	Mental State: 
	Mental State: 

	 
	 

	Incontinence 
	Incontinence 

	 
	 


	 
	 
	 


	IV.  Placement Request  
	IV.  Placement Request  
	IV.  Placement Request  


	Type of placement: 
	Type of placement: 
	Type of placement: 

	 
	 


	CRSRehab-VI no. 
	CRSRehab-VI no. 
	CRSRehab-VI no. 

	 
	 

	Application date: 
	Application date: 

	 
	 


	Status of service: 
	Status of service: 
	Status of service: 

	 
	 

	 
	 

	 
	 


	Location preference: 
	Location preference: 
	Location preference: 

	 
	 


	 
	 
	 

	 
	 


	 
	 
	 

	 
	 


	 
	 
	 


	V.  Status of applicant 
	V.  Status of applicant 
	V.  Status of applicant 

	Priority :   
	Priority :   




	 
	( 
	( 
	( 
	( 
	( 

	    
	    

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab - VI 
	Oi/c CRSRehab - VI 

	 
	 




	 
	 
	 
	限閱文件 
	RESTRICTED 
	 
	社會福利署 
	康復服務中央轉介系統 
	申請康復服務登記書 
	Notification of Registration for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Social Welfare Department 
	      /       /       
	致： 康復服務申請人（經個案社工／轉介者轉交） 
	To: Applicant (Via Caseworker/Referrer) 
	 
	下列申請經已於社會福利署（社署）康復服務中央轉介系統內登記，詳情如下： 
	The following application has been registered in the Central Referral System for Rehabilitation Services of the Social Welfare Department (SWD) with details listed as below: 
	 
	姓名： 
	姓名： 
	姓名： 
	姓名： 
	姓名： 
	Name: 

	 
	 



	香港身份證： 
	香港身份證： 
	香港身份證： 
	香港身份證： 
	Hong Kong Identity Card: 

	 
	 


	申請日期： 
	申請日期： 
	申請日期： 
	Date of Application: 

	 
	 


	申請輪候的康復服務： 
	申請輪候的康復服務： 
	申請輪候的康復服務： 
	Rehabilitation Service(s) Applying for: 

	 
	 


	輪候狀況： 
	輪候狀況： 
	輪候狀況： 
	Status on Waiting List: 

	 
	 


	檔案號碼： 
	檔案號碼： 
	檔案號碼： 
	Your Reference: 

	 
	 


	申請人編號： 
	申請人編號： 
	申請人編號： 
	CRSRehab No.: 

	 
	 


	服務地區選擇： 
	服務地區選擇： 
	服務地區選擇： 
	Location Preference: 

	 
	 




	 
	倘若你獲得編配所申請的服務，康復服務中央轉介系統將會透過你的社工／轉介者與你聯絡，安排接受有關服務。為令各方面保持緊密聯絡，若果你的聯絡地址、電話或所需的服務已轉變，請儘快通知個案社工／轉介者，以便他／她將有關資料轉達本系統。就上述服務的申請及轉介事宜，社署及轉介機構不會收取任何費用。若有人藉詞協助申請而索取利益，申請人應立即向廉政公署舉報。任何人意圖行賄，亦屬違法，社署會將個案轉介廉政公署查究。 
	 
	Once you are selected for a placement in rehabilitation unit, the Central Referral System for Rehabilitation Services will inform you via the referring social worker to prepare for acceptance of placement offer.  For maintaining good contacts among all parties concerned, please inform the referring social worker as early as possible if you have changes in your address, telephone number or rehabilitation services required, so that information may be updated at the Central Referral System for Rehabilitation S
	Once you are selected for a placement in rehabilitation unit, the Central Referral System for Rehabilitation Services will inform you via the referring social worker to prepare for acceptance of placement offer.  For maintaining good contacts among all parties concerned, please inform the referring social worker as early as possible if you have changes in your address, telephone number or rehabilitation services required, so that information may be updated at the Central Referral System for Rehabilitation S
	 

	 
	 

	 
	如你對以上的申請有任何查詢，請與你的社工／轉介者聯絡： 
	Should you have any enquiry on the above application, you may contact your referring social worker: 
	 
	社工／轉介者姓名： 
	社工／轉介者姓名： 
	社工／轉介者姓名： 
	社工／轉介者姓名： 
	社工／轉介者姓名： 
	Caseworker / Referrer Name: 

	 
	 



	機構名稱： 
	機構名稱： 
	機構名稱： 
	機構名稱： 
	Centre: 

	 
	 


	辦公室地址： 
	辦公室地址： 
	辦公室地址： 
	Office Address: 

	 
	 


	聯絡電話（內線）： 
	聯絡電話（內線）： 
	聯絡電話（內線）： 
	Phone Contact No. (ext.): 

	 
	 




	 
	 
	 
	RESTRICTED 
	Central Referral System for Rehabilitation Services  
	Subsystem for Elderly Persons with Visual Impairment 
	Application for Transfer to Other Residential Care Unit for Persons with Disabilities 
	Under Same Service Type 
	 
	Only person aged 60 or above and is certified as blindness or with severe vision impairment is eligible to apply for Care and Attention Home for the Aged Blind. 
	Only person aged 60 or above and is certified as blindness or with severe vision impairment is eligible to apply for Care and Attention Home for the Aged Blind. 
	Only person aged 60 or above and is certified as blindness or with severe vision impairment is eligible to apply for Care and Attention Home for the Aged Blind. 
	Only person aged 60 or above and is certified as blindness or with severe vision impairment is eligible to apply for Care and Attention Home for the Aged Blind. 
	Only person aged 60 or above and is certified as blindness or with severe vision impairment is eligible to apply for 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.   
	Please use BLOCK LETTERS to fill in the information or give a ‘✓’ in the boxes, whichever is required.   
	Please use BLOCK LETTERS to fill in the information or give a ‘✓’ in the boxes, whichever is required.   
	Please use BLOCK LETTERS to fill in the information or give a ‘✓’ in the boxes, whichever is required.   
	Please use BLOCK LETTERS to fill in the information or give a ‘✓’ in the boxes, whichever is required.   




	 
	PART A 
	PART A 
	PART A 
	PART A 
	PART A 

	Applicant’s Personal Information 
	Applicant’s Personal Information 
	 


	1. 
	1. 
	1. 

	Name of Applicant: 
	Name of Applicant: 

	 
	 

	 
	 

	(               ) 
	(               ) 


	 
	 
	 

	 
	 

	(In English, Surname first)                                   (In Chinese) 
	(In English, Surname first)                                   (In Chinese) 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	2. 
	2. 
	2. 

	HKID No.: 
	HKID No.: 

	(     ) 
	(     ) 

	 
	 

	or 
	or 


	 
	 
	 

	 
	 

	 
	 


	 
	 
	 

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


	3. 
	3. 
	3. 

	Date of Birth : 
	Date of Birth : 

	_____/_____/______ 
	_____/_____/______ 

	 
	 


	 
	 
	 

	Day    Month   Year 
	Day    Month   Year 

	 
	 


	 
	 
	 

	 
	 

	 
	 


	4. 
	4. 
	4. 

	Sex:          Male              Female 
	Sex:          Male              Female 


	 
	 
	 
	5.  
	               

	 
	 
	Date of Admission :  _____/_____/_______ 
	Day    Month   Year 
	 


	6. 
	6. 
	6. 

	Name of Residential Unit : 
	Name of Residential Unit : 

	 
	 


	 
	 
	 
	7. 

	 
	 
	 Walk independently 


	 
	 
	 

	 Self-ambulatory with walking aid or wheelchair 
	 Self-ambulatory with walking aid or wheelchair 


	 
	 
	 

	 Walk with escort 
	 Walk with escort 


	 
	 
	 

	 Chairbound / bedridden / paralysed 
	 Chairbound / bedridden / paralysed 


	 
	 
	 

	 
	 

	 
	 


	8. 
	8. 
	8. 

	Mental State: 
	Mental State: 


	 
	 
	 

	 Normal / alert 
	 Normal / alert 

	 
	 


	 
	 
	 

	 Disturbing / apathetic 
	 Disturbing / apathetic 


	 
	 
	 

	 Confused 
	 Confused 


	 
	 
	 

	 Others (please specify): 
	 Others (please specify): 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 


	9. 
	9. 
	9. 

	Incontinence: 
	Incontinence: 


	 
	 
	 

	 Nil 
	 Nil 


	 
	 
	 

	 Occasional urine or faecal soiling 
	 Occasional urine or faecal soiling 


	 
	 
	 

	 Frequent urine or faecal soiling 
	 Frequent urine or faecal soiling 




	 
	 
	 
	 
	 

	 
	 

	 
	 


	10. 
	10. 
	10. 

	Welfare Assistance Currently Receiving: 
	Welfare Assistance Currently Receiving: 


	 
	 
	 

	 Disability Allowance 
	 Disability Allowance 


	 
	 
	 

	 Comprehensive Social Security Assistance 
	 Comprehensive Social Security Assistance 


	 
	 
	 

	 Old Age Allowance 
	 Old Age Allowance 




	 
	PART B 
	PART B 
	PART B 
	PART B 
	PART B 

	Reason(s) of Application for Transfer 
	Reason(s) of Application for Transfer 


	 
	 
	 

	 
	 


	 
	 
	 

	 
	 


	 
	 
	 

	 
	 


	PART C 
	PART C 
	PART C 

	Location Preference 
	Location Preference 


	 
	 
	 

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


	 
	 
	 

	   No 
	   No 

	 
	 

	 
	 


	 
	 
	 

	   Yes: Location preferences - 
	   Yes: Location preferences - 

	1. 
	1. 

	 
	 


	 
	 
	 

	 
	 

	2. 
	2. 

	 
	 


	 
	 
	 

	 
	 

	3. 
	3. 

	 
	 


	 
	 
	 

	 
	 


	 
	 
	 

	 
	 


	PART D 
	PART D 
	PART D 

	Source of Referral 
	Source of Referral 


	 
	 
	 

	Referring Office: 
	Referring Office: 

	 
	 


	 
	 
	 

	Referring Agency: 
	Referring Agency: 

	 
	 


	 
	 
	 

	Referrer: 
	Referrer: 

	 
	 


	 
	 
	 

	Address: 
	Address: 

	 
	 


	 
	 
	 

	File Ref. No.: 
	File Ref. No.: 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	Tel No.: 
	Tel No.: 

	 
	 

	Fax No.: 
	Fax No.: 

	 
	 


	 
	 
	 

	Signature: 
	Signature: 

	 
	 

	Date: 
	Date: 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 
	 
	 
	 
	 
	 
	 

	   Referrer has declared that there is no conflict of interest in handling this application.  Referrer is not a family member or personal friend of the applicant and has no personal or social ties with the applicant, and she/he has notified the applicant/family member(s)/guardian/carer(s) that SWD and the referring agency will not charge for the application and referral for service.  The applicant/family member(s)/guardian/carer(s) should report to the Independent Commission Against Corruption (ICAC) immedi
	   Referrer has declared that there is no conflict of interest in handling this application.  Referrer is not a family member or personal friend of the applicant and has no personal or social ties with the applicant, and she/he has notified the applicant/family member(s)/guardian/carer(s) that SWD and the referring agency will not charge for the application and referral for service.  The applicant/family member(s)/guardian/carer(s) should report to the Independent Commission Against Corruption (ICAC) immedi
	PART D   
	 


	PART E 
	PART E 
	PART E 

	Endorsement* 
	Endorsement* 


	 
	 
	 

	Comment: __________________________________________________________________ 
	Comment: __________________________________________________________________ 


	 
	 
	 

	Name:        _____________________                Signature: ____________________________ 
	Name:        _____________________                Signature: ____________________________ 


	 
	 
	 

	Post Title: 
	Post Title: 

	_____________________                Date:         ____________________________               
	_____________________                Date:         ____________________________               


	      
	      
	      

	*Endorsement should be obtained from agency head/designated representative of non-governmental organisation or DSWO/ADSWO of SWD. 
	*Endorsement should be obtained from agency head/designated representative of non-governmental organisation or DSWO/ADSWO of SWD. 


	 
	 
	 

	 
	 




	RESTRICTED 
	 
	Outcome of Application for Transfer to  Other Residential Care Unit for Persons with Disabilities Under Same Service Type 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Elderly Persons with Visual Impairment (CRSRehab-VI) 
	Social Welfare Department 
	Room 901, 9/F Wu Chung House  
	213 Queen's Road East, Wanchai, Hong Kong 



	To: 
	To: 
	To: 
	To: 

	 
	 


	 
	 
	 

	 
	 


	CRSRehab Tel.: 
	CRSRehab Tel.: 
	CRSRehab Tel.: 

	 
	 

	Your Ref.: 
	Your Ref.: 

	 
	 


	Fax: 
	Fax: 
	Fax: 

	 
	 

	Your Tel: 
	Your Tel: 

	 
	 


	Date: 
	Date: 
	Date: 

	 
	 

	Your Fax: 
	Your Fax: 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 




	 
	Name: 
	Name: 
	Name: 
	Name: 
	Name: 

	 
	 



	HKIC: 
	HKIC: 
	HKIC: 
	HKIC: 

	 
	 


	CRSRehab No.: 
	CRSRehab No.: 
	CRSRehab No.: 

	 
	 




	 
	The application for transfer to other residential care unit under same service type of the above-named has been received.   
	□ Applicant has been put back to the active waiting list.  The application date of residential care service on                           is retained. 
	□ Applicant has been put back to the active waiting list.  The application date of residential care service on                           is retained. 
	□ Applicant has been put back to the active waiting list.  The application date of residential care service on                           is retained. 


	 
	□ The application is considered not justified and hence not approved.  Should there is any change in circumstances in future warranting application for transfer, applicant may make a fresh application again. 
	□ The application is considered not justified and hence not approved.  Should there is any change in circumstances in future warranting application for transfer, applicant may make a fresh application again. 
	□ The application is considered not justified and hence not approved.  Should there is any change in circumstances in future warranting application for transfer, applicant may make a fresh application again. 


	 
	 
	 
	 
	 
	( 
	( 
	( 
	( 
	( 

	 
	 

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab-VI 
	Oi/c CRSRehab-VI 

	 
	 




	 
	 
	 
	 
	 
	 
	 RESTRICTED (限閱文件) 
	 
	 
	入住盲人護理安老院申請表 
	Application Form for Admission to 
	Care and Attention Home for the Aged Blind 
	 
	第一部 申請表格﹝由申請人簽署﹞ Part I: Application Form (to be signed by applicant) 
	第一部 申請表格﹝由申請人簽署﹞ Part I: Application Form (to be signed by applicant) 
	第一部 申請表格﹝由申請人簽署﹞ Part I: Application Form (to be signed by applicant) 


	 
	 (甲) 
	 (甲) 
	 (甲) 
	 (甲) 
	 (甲) 

	獲編配盲人護理安老院名稱 
	獲編配盲人護理安老院名稱 


	 (A) 
	 (A) 
	 (A) 

	Name of Care and Attention Home for the Aged Blind to be Allocated 
	Name of Care and Attention Home for the Aged Blind to be Allocated 

	 
	 


	 
	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 


	 (乙） 
	 (乙） 
	 (乙） 

	申請人資料 
	申請人資料 

	 
	 


	 (B) 
	 (B) 
	 (B) 

	Particulars of Applicant 
	Particulars of Applicant 

	 
	 


	 
	 
	 

	申請人姓名 
	申請人姓名 

	 
	 

	 
	 

	性別:男/女 
	性別:男/女 


	 
	 
	 

	Name of Applicant: 
	Name of Applicant: 

	 
	 

	(              ) 
	(              ) 

	Sex: M/F 
	Sex: M/F 


	 
	 
	 

	地址 
	地址 

	 
	 

	 
	 


	 
	 
	 

	Address: 
	Address: 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	電話 
	電話 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	Tel. No.: 
	Tel. No.: 

	 
	 

	 
	 


	 
	 
	 

	通訊地址（如與上址不同） 
	通訊地址（如與上址不同） 

	 
	 

	 
	 


	 
	 
	 

	Correspondence Address  
	Correspondence Address  

	 
	 

	 
	 


	 
	 
	 

	(if different from above address) 
	(if different from above address) 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	出生日期 
	出生日期 

	 
	 

	婚姻狀況 
	婚姻狀況 

	 
	 

	 
	 


	 
	 
	 

	Date of Birth: 
	Date of Birth: 

	 
	 

	Marital Status: 
	Marital Status: 

	 
	 

	 
	 


	 
	 
	 

	身份証號碼 
	身份証號碼 

	 
	 

	所操方言 
	所操方言 

	 
	 

	 
	 


	 
	 
	 

	HKID No.: 
	HKID No.: 

	 
	 

	Dialect Used: 
	Dialect Used: 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 


	 (丙) 
	 (丙) 
	 (丙) 

	申請人同意書 
	申請人同意書 


	 (C) 
	 (C) 
	 (C) 

	Applicant’s Written Consent 
	Applicant’s Written Consent 


	 
	 
	 

	 
	 


	 
	 
	 

	本人同意將所附資料，包括視力和社會背景紀錄，提供予有關機構，以便審核本人入住盲人護理安老院申請。 
	本人同意將所附資料，包括視力和社會背景紀錄，提供予有關機構，以便審核本人入住盲人護理安老院申請。 


	 
	 
	 

	 
	 


	 
	 
	 

	I consent to release the attached data, including visual and social, to the appropriate authority for consideration of my application for admission to Care and Attention Home for the Aged Blind.  
	I consent to release the attached data, including visual and social, to the appropriate authority for consideration of my application for admission to Care and Attention Home for the Aged Blind.  


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	申請人姓名  
	申請人姓名  

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	Name of Applicant  
	Name of Applicant  

	: 
	: 

	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	簽署 
	簽署 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	Signature 
	Signature 

	: 
	: 

	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	日期 
	日期 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	Date 
	Date 

	: 
	: 

	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	Part II: Case Summary (to be completed by referring worker) 
	 
	(A) Particulars of Family Members of Close Relatives 
	(A) Particulars of Family Members of Close Relatives 
	(A) Particulars of Family Members of Close Relatives 
	(A) Particulars of Family Members of Close Relatives 
	(A) Particulars of Family Members of Close Relatives 
	(A) Particulars of Family Members of Close Relatives 
	(A) Particulars of Family Members of Close Relatives 


	 


	Name 
	Name 
	Name 

	Sex 
	Sex 

	Relationship with applicant 
	Relationship with applicant 

	if not living with applicant,  
	if not living with applicant,  
	please provide Tel. No. 


	 
	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 




	 
	FOR EMERGENCY CONTACT 
	1. 
	1. 
	1. 
	1. 
	1. 

	Name: 
	Name: 

	 
	 

	Relationship: 
	Relationship: 

	 
	 

	Tel. No.: 
	Tel. No.: 

	 
	 


	 
	 
	 

	Address: 
	Address: 

	 
	 


	2. 
	2. 
	2. 

	Name: 
	Name: 

	 
	 

	Relationship: 
	Relationship: 

	 
	 

	Tel. No.: 
	Tel. No.: 

	 
	 


	 
	 
	 

	Address: 
	Address: 

	 
	 




	 
	 
	(B) Financial Status and Income (please “✓” appropriate items) 
	(B) Financial Status and Income (please “✓” appropriate items) 
	(B) Financial Status and Income (please “✓” appropriate items) 


	 
	 On Comprehensive Social Security Assistance 
	 On Comprehensive Social Security Assistance 
	 On Comprehensive Social Security Assistance 
	 On Comprehensive Social Security Assistance 
	 On Comprehensive Social Security Assistance 

	If in receipt of CSSA/SSA 
	If in receipt of CSSA/SSA 


	 
	 
	 

	 
	 


	 On Disability Allowance 
	 On Disability Allowance 
	 On Disability Allowance 

	Social Security Field Unit: 
	Social Security Field Unit: 

	 
	 


	TR
	 
	 


	TR
	 On Old Age Allowance 
	 On Old Age Allowance 


	 
	 
	 

	 
	 


	 Contribution from family members / relatives 
	 Contribution from family members / relatives 
	 Contribution from family members / relatives 

	Tel. No. : 
	Tel. No. : 

	 
	 


	 
	 
	 

	 
	 


	 On Pension 
	 On Pension 
	 On Pension 

	Case Ref. No. : 
	Case Ref. No. : 

	 
	 


	 
	 
	 

	 
	 

	 
	 


	 Others (please specify): 
	 Others (please specify): 
	 Others (please specify): 

	 
	 

	 
	 




	 
	 
	(C) Living Arrangement 
	(C) Living Arrangement 
	(C) Living Arrangement 


	 
	 Living alone 
	 Living alone 
	 Living alone 
	 Living alone 
	 Living alone 

	 Living with family / Others 
	 Living with family / Others 


	 
	 
	 

	 
	 


	 Living in Residential Care Home for the Elderly  
	 Living in Residential Care Home for the Elderly  
	 Living in Residential Care Home for the Elderly  

	(Name): 
	(Name): 


	 
	 
	 


	 Others (please specify):  
	 Others (please specify):  
	 Others (please specify):  

	 
	 

	 
	 




	 
	 
	(D) Daily Living Activities 
	(D) Daily Living Activities 
	(D) Daily Living Activities 


	 
	 
	 
	 
	 

	Fully Capable 
	Fully Capable 

	Partially Dependent 
	Partially Dependent 
	on Others 

	Totally Dependent 
	Totally Dependent 
	on Others 


	 
	 
	 

	 
	 

	 
	 

	 
	 


	Bathing 
	Bathing 
	Bathing 

	 
	 

	 
	 

	 
	 


	Dressing 
	Dressing 
	Dressing 

	 
	 

	 
	 

	 
	 


	Feeding 
	Feeding 
	Feeding 

	 
	 

	 
	 

	 
	 


	Washing face / hands 
	Washing face / hands 
	Washing face / hands 

	 
	 

	 
	 

	 
	 


	Toileting 
	Toileting 
	Toileting 

	 
	 

	 
	 

	 
	 




	 
	  
	 
	(E) Mobility 
	(E) Mobility 
	(E) Mobility 


	 
	 Walk independently 
	 Walk independently 
	 Walk independently 
	 Walk independently 
	 Walk independently 


	 Walk satisfactorily with aids 
	 Walk satisfactorily with aids 
	 Walk satisfactorily with aids 


	 Walk poorly even with aids 
	 Walk poorly even with aids 
	 Walk poorly even with aids 


	 Chairbound / wheelchair bound 
	 Chairbound / wheelchair bound 
	 Chairbound / wheelchair bound 


	 Bed-bound / paralysed   
	 Bed-bound / paralysed   
	 Bed-bound / paralysed   


	 Frequently falls 
	 Frequently falls 
	 Frequently falls 
	 




	(F) Brief Social History / Additional Remarks 
	(F) Brief Social History / Additional Remarks 
	(F) Brief Social History / Additional Remarks 


	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	(G) Source of Referral 
	(G) Source of Referral 
	(G) Source of Referral 


	 
	Referring agency : 
	Referring agency : 
	Referring agency : 
	Referring agency : 
	Referring agency : 

	 
	 


	 
	 
	 

	 
	 


	Referring office : 
	Referring office : 
	Referring office : 

	 
	 


	 
	 
	 

	 
	 


	Address : 
	Address : 
	Address : 

	 
	 


	 
	 
	 

	 
	 


	File Ref. No. : 
	File Ref. No. : 
	File Ref. No. : 

	 
	 

	Fax No. : 
	Fax No. : 

	 
	 


	 
	 
	 


	Referring Worker 
	Referring Worker 
	Referring Worker 

	Countersigning Officer 
	Countersigning Officer 


	 
	 
	 

	 
	 


	Signature 
	Signature 
	Signature 

	: 
	: 

	 
	 

	 
	 

	Signature 
	Signature 

	: 
	: 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	Name 
	Name 
	Name 

	: 
	: 

	 
	 

	 
	 

	Name 
	Name 

	: 
	: 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	Post  
	Post  
	Post  

	: 
	: 

	 
	 

	 
	 

	Post  
	Post  

	: 
	: 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	Tel. No. 
	Tel. No. 
	Tel. No. 

	: 
	: 

	 
	 

	 
	 

	Tel. No.  
	Tel. No.  

	: 
	: 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	Date 
	Date 
	Date 

	: 
	: 

	 
	 

	 
	 

	Date  
	Date  

	: 
	: 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	RESTRICTED 
	 
	Data Updating Form 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	      
	      

	 
	 

	 
	 

	To: 
	To: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Elderly Persons with Visual Impairment 
	Social Welfare Department 
	Room 901, 9/F Wu Chung House 
	213 Queen's Road East, Wanchai, Hong Kong 


	TR
	 
	 

	(Name of Referring Office) 
	(Name of Referring Office) 

	 
	 

	 
	 

	 
	 


	TR
	 
	 

	      
	      

	 
	 

	 
	 

	 
	 


	TR
	 
	 

	(Name of Organisation) 
	(Name of Organisation) 

	 
	 

	 
	 

	 
	 


	TR
	Ref.: 
	Ref.: 

	      
	      

	 
	 

	 
	 

	 
	 


	Tel.: 
	Tel.: 
	Tel.: 

	      
	      

	 
	 

	 
	 

	Your Ref.: 
	Your Ref.: 

	 
	 


	Fax: 
	Fax: 
	Fax: 

	      
	      

	 
	 

	 
	 

	Tel.: 
	Tel.: 

	2892 5136 
	2892 5136 


	Date: 
	Date: 
	Date: 

	      
	      

	 
	 

	 
	 

	Fax: 
	Fax: 

	2893 6983 
	2893 6983 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 
	 


	Name of applicant: 
	Name of applicant: 
	Name of applicant: 

	      
	      

	HKIC No.: 
	HKIC No.: 

	      
	      

	CRSRehab No.: 
	CRSRehab No.: 

	      
	      




	 
	Information to be updated: (✓ in the appropriate box) 
	 
	☐ 
	☐ 
	☐ 
	☐ 
	☐ 

	Placement is no longer required. (Case can be removed from CRSRehab-VI) 
	Placement is no longer required. (Case can be removed from CRSRehab-VI) 



	 
	 
	 
	 

	 
	 

	 
	 

	 
	 


	☐  
	☐  
	☐  

	Change in location preference: 
	Change in location preference: 

	-       
	-       
	-       
	-       




	 
	 
	 

	 
	 

	-       
	-       
	-       
	-       




	 
	 
	 

	 
	 

	-       
	-       
	-       
	-       




	 
	 
	 

	 
	 

	 
	 

	 
	 


	☐ 
	☐ 
	☐ 

	Change in referring office #: 
	Change in referring office #: 

	(New office name) 
	(New office name) 

	      
	      


	 
	 
	 

	 
	 

	 
	 

	 
	 


	☐ 
	☐ 
	☐ 

	Change in referrer #: 
	Change in referrer #: 

	(New referrer name) 
	(New referrer name) 

	      
	      


	 
	 
	 

	 
	 

	(Phone number) 
	(Phone number) 

	      
	      

	(Fax number) 
	(Fax number) 

	      
	      


	 
	 
	 

	 
	 

	 
	 

	 
	 


	☐ 
	☐ 
	☐ 

	Applicant is discharged/ready for discharged from hospital. Please put the case back on waiting list. 
	Applicant is discharged/ready for discharged from hospital. Please put the case back on waiting list. 


	 
	 
	 

	 
	 

	 
	 

	 
	 


	☐ 
	☐ 
	☐ 

	Change in applicant’s personal particulars (residential district, disability, etc.) 
	Change in applicant’s personal particulars (residential district, disability, etc.) 


	 
	 
	 

	Please specify: 
	Please specify: 

	 
	 


	 
	 
	 

	 
	 

	 
	 


	☐ 
	☐ 
	☐ 

	Others, please specify: 
	Others, please specify: 

	 
	 

	 
	 




	 
	 
	 
	Signature: 
	Signature: 
	Signature: 
	Signature: 
	Signature: 

	      
	      



	Name: 
	Name: 
	Name: 
	Name: 

	      
	      


	Post: 
	Post: 
	Post: 

	      
	      




	 
	# c.c. New referrer (Fax:________________)
	 
	RESTRICTED 
	 
	Removal from Waiting List 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Elderly Persons with Visual Impairment (CRSRehab-VI) 
	Social Welfare Department 
	Room 901, 9/F Wu Chung House  
	213 Queen's Road East, Wanchai, Hong Kong 



	To: 
	To: 
	To: 
	To: 

	 
	 


	 
	 
	 

	 
	 


	CRSRehab Tel.: 
	CRSRehab Tel.: 
	CRSRehab Tel.: 

	 
	 

	Your Ref.: 
	Your Ref.: 

	 
	 


	Fax: 
	Fax: 
	Fax: 

	 
	 

	Your Tel: 
	Your Tel: 

	 
	 


	Date: 
	Date: 
	Date: 

	 
	 

	Your Fax: 
	Your Fax: 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 




	 
	Name: 
	Name: 
	Name: 
	Name: 
	Name: 

	 
	 



	HKIC: 
	HKIC: 
	HKIC: 
	HKIC: 

	 
	 


	CRSRehab No.: 
	CRSRehab No.: 
	CRSRehab No.: 

	 
	 




	 
	The above-named application has been removed from the waiting list due to the following reason: 
	 
	 
	 
	 
	 
	 


	Case closed in CRSRehab-VI upon: 
	Case closed in CRSRehab-VI upon: 
	  



	 
	 
	 
	 

	 
	 


	 
	 
	 
	 


	Hospitalisation of applicant.  Please refer to the Manual of Procedures for CRSRehab for further information. 
	Hospitalisation of applicant.  Please refer to the Manual of Procedures for CRSRehab for further information. 


	 
	 
	 

	 
	 


	 
	 
	 
	 


	Applicant being rejected twice by different agencies in the same service.  Please arrange for re-assessment in the applicant’s genuine service need. 
	Applicant being rejected twice by different agencies in the same service.  Please arrange for re-assessment in the applicant’s genuine service need. 




	 
	 
	 
	( 
	( 
	( 
	( 
	( 

	 
	 

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab - VI 
	Oi/c CRSRehab - VI 

	 
	 




	 
	 
	 
	Report of Vacancies 
	 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	      
	      

	 
	 

	 
	 

	To: 
	To: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 


	 
	 
	 

	(Name of Rehabilitation Unit) 
	(Name of Rehabilitation Unit) 

	 
	 

	 
	 

	 
	 

	Subsystem for Elderly Persons with Visual Impairment 
	Subsystem for Elderly Persons with Visual Impairment 


	 
	 
	 

	      
	      

	 
	 

	 
	 

	 
	 

	Room 901, 9/F Wu Chung House 
	Room 901, 9/F Wu Chung House 


	 
	 
	 

	(Name of Organisation) 
	(Name of Organisation) 

	 
	 

	 
	 

	 
	 

	213 Queen’s Road East 
	213 Queen’s Road East 


	Ref.: 
	Ref.: 
	Ref.: 

	      
	      

	 
	 

	 
	 

	 
	 

	Wanchai, Hong Kong 
	Wanchai, Hong Kong 


	Tel.: 
	Tel.: 
	Tel.: 

	      
	      

	 
	 

	 
	 

	 
	 

	      
	      


	Fax: 
	Fax: 
	Fax: 

	      
	      

	 
	 

	 
	 

	Tel.: 
	Tel.: 

	2892 5136 
	2892 5136 


	Date: 
	Date: 
	Date: 

	      
	      

	 
	 

	 
	 

	Fax: 
	Fax: 

	2893 6983 
	2893 6983 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	      
	      
	      
	      
	      

	/ 
	/ 

	      
	      

	/ 
	/ 

	      
	      




	1. Number of vacancies as at (DD/MM/YYYY)                                                                                  
	 
	Service 
	Service 
	Service 
	Service 
	Service 

	C&A/AB 
	C&A/AB 


	Sex 
	Sex 
	Sex 

	M 
	M 

	F 
	F 


	(a) Capacity  
	(a) Capacity  
	(a) Capacity  

	      
	      

	      
	      


	(b) Enrolment 
	(b) Enrolment 
	(b) Enrolment 

	      
	      

	      
	      


	(c) No. of referral(s) approved and pending admission 
	(c) No. of referral(s) approved and pending admission 
	(c) No. of referral(s) approved and pending admission 

	      
	      

	      
	      


	(d) No. of referral(s) being processed 
	(d) No. of referral(s) being processed 
	(d) No. of referral(s) being processed 

	      
	      

	      
	      


	(e) No. of immediate vacancy 
	(e) No. of immediate vacancy 
	(e) No. of immediate vacancy 

	      
	      

	      
	      


	Remarks [ (e) = (a) – (b) – (c) – (d) ] 
	Remarks [ (e) = (a) – (b) – (c) – (d) ] 
	Remarks [ (e) = (a) – (b) – (c) – (d) ] 

	      
	      




	 
	 
	2. Number of vacancies anticipated in forthcoming 2 months (excluding those reported in item 1): 
	 
	Service 
	Service 
	Service 
	Service 
	Service 

	C&A/AB 
	C&A/AB 


	Sex 
	Sex 
	Sex 

	M 
	M 

	F 
	F 


	Vacancies 
	Vacancies 
	Vacancies 

	      
	      

	      
	      


	Available date(s) 
	Available date(s) 
	Available date(s) 

	      
	      


	Remarks  
	Remarks  
	Remarks  

	      
	      




	 
	 
	Signature: 
	Signature: 
	Signature: 
	Signature: 
	Signature: 

	      
	      


	Name: 
	Name: 
	Name: 

	      
	      


	Post: 
	Post: 
	Post: 

	      
	      




	       
	 
	 
	 

	RESTRICTED
	RESTRICTED
	 

	 
	 

	Selection for Placement 
	 
	 

	 
	 

	From:
	From:
	From:
	From:
	From:
	From:
	 


	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Elderly Persons with Visual Impairment (CRSRehab-VI) 
	Social Welfare Department 
	Room 901, 9/F Wu Chung House  
	213 Queen's Road East, Wanchai, Hong Kong 



	To:
	To:
	To:
	To:
	To:
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 



	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	 


	 
	 
	 


	Your Ref.:
	Your Ref.:
	Your Ref.:
	 


	 
	 
	 



	Fax:
	Fax:
	Fax:
	Fax:
	 


	 
	 

	Your Tel:
	Your Tel:
	Your Tel:
	 


	 
	 
	 



	Date:
	Date:
	Date:
	Date:
	 


	 
	 
	 


	Your Fax:
	Your Fax:
	Your Fax:
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 





	 
	 

	The following applicant has been selected for placement in rehabilitation unit with details shown below.  Please reply to CRSRehab by Form 7 within 21 day(s).
	The following applicant has been selected for placement in rehabilitation unit with details shown below.  Please reply to CRSRehab by Form 7 within 21 day(s).
	 

	 
	 

	Your early reply will facilitate the applicant’s admission for service.  You may consider contacting the rehabilitation unit for arrangement of visits for the applicant or information on the service as appropriate. (For priority placement, please review and confirm the applicant still has urgent service need.)
	Your early reply will facilitate the applicant’s admission for service.  You may consider contacting the rehabilitation unit for arrangement of visits for the applicant or information on the service as appropriate. (For priority placement, please review and confirm the applicant still has urgent service need.)
	 

	 
	 

	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	 


	 
	 
	 




	HKIC:
	HKIC:
	HKIC:
	HKIC:
	HKIC:
	 


	 
	 
	 



	CRSRehab No.:
	CRSRehab No.:
	CRSRehab No.:
	CRSRehab No.:
	 


	 
	 
	 



	Name of Rehabilitation Unit:
	Name of Rehabilitation Unit:
	Name of Rehabilitation Unit:
	Name of Rehabilitation Unit:
	 


	 
	 
	 



	Type of Service:
	Type of Service:
	Type of Service:
	Type of Service:
	 


	 
	 
	 



	Address:
	Address:
	Address:
	Address:
	 


	 
	 
	 



	Tel. No.:
	Tel. No.:
	Tel. No.:
	Tel. No.:
	 


	 
	 
	 



	Fax No.:
	Fax No.:
	Fax No.:
	Fax No.:
	 


	 
	 
	 



	Date of Selection:
	Date of Selection:
	Date of Selection:
	Date of Selection:
	 


	 
	 
	 





	 
	 

	For applicant accepting the placement offer, please forward the following required papers:
	For applicant accepting the placement offer, please forward the following required papers:
	 

	1. CRSRehab-VI Form 7
	1. CRSRehab-VI Form 7
	1. CRSRehab-VI Form 7
	1. CRSRehab-VI Form 7
	 


	2. CRSRehab VI Form 2
	2. CRSRehab VI Form 2
	2. CRSRehab VI Form 2
	 


	3. Annex 1 to CRSRehab-VI Form 1
	3. Annex 1 to CRSRehab-VI Form 1
	3. Annex 1 to CRSRehab-VI Form 1
	 



	 
	 

	 
	 

	 
	 

	(
	(
	(
	(
	(
	(
	 


	 
	 
	 


	)
	)
	)
	 




	 
	 
	 
	 
	 


	Oi/c CRSRehab - VI
	Oi/c CRSRehab - VI
	Oi/c CRSRehab - VI
	 


	 
	 
	 





	 
	 

	 
	 
	RESTRICTED
	RESTRICTED
	 

	 
	 

	Notification of Case Selection to Rehabilitation Unit
	Notification of Case Selection to Rehabilitation Unit
	 
	Span

	 
	 

	From:
	From:
	From:
	From:
	From:
	From:
	 


	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	 

	Subsystem for Elderly Persons with Visual Impairment (CRSRehab-VI)
	Subsystem for Elderly Persons with Visual Impairment (CRSRehab-VI)
	 

	Social Welfare Department
	Social Welfare Department
	 

	Room 901, 9/F Wu Chung House 
	Room 901, 9/F Wu Chung House 
	 

	213 Queen's Road East, Wanchai, Hong Kong
	213 Queen's Road East, Wanchai, Hong Kong
	 




	To:
	To:
	To:
	To:
	To:
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 



	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	 


	 
	 

	Your Tel:
	Your Tel:
	Your Tel:
	 


	 
	 
	 



	Fax:
	Fax:
	Fax:
	Fax:
	 


	 
	 
	 


	Your Fax:
	Your Fax:
	Your Fax:
	 


	 
	 
	 



	Date:
	Date:
	Date:
	Date:
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 





	 
	 

	Listed below for your information are the application(s) that have been selected from the waiting list for placement in your service unit. These applicants have 21 day(s)’ time to decide whether they accept the placement offer or not. Subject to their acceptance of placement offer, the referrer and/or CRSRehab will send relevant documents to you for case intake once they are available.
	Listed below for your information are the application(s) that have been selected from the waiting list for placement in your service unit. These applicants have 21 day(s)’ time to decide whether they accept the placement offer or not. Subject to their acceptance of placement offer, the referrer and/or CRSRehab will send relevant documents to you for case intake once they are available.
	 

	 
	 

	While the applicants are considering acceptance of placement offer, they and/or their family members may, through the referring officers, approach your unit for visits or information on services provided.
	While the applicants are considering acceptance of placement offer, they and/or their family members may, through the referring officers, approach your unit for visits or information on services provided.
	 

	 
	 

	Since some of the applicants may eventually decline the placement offer, if you need updated referral situation of the list, please contact the undersigned officer of the CRSRehab.
	Since some of the applicants may eventually decline the placement offer, if you need updated referral situation of the list, please contact the undersigned officer of the CRSRehab.
	 

	 
	 

	Name
	Name
	Name
	Name
	Name
	Name
	 
	Span


	Sex/
	Sex/
	Sex/
	 
	Span
	Age
	 
	Span


	CRSRehab No.
	CRSRehab No.
	CRSRehab No.
	 
	Span


	Referring Office
	Referring Office
	Referring Office
	 
	Span


	Name of Referrer
	Name of Referrer
	Name of Referrer
	 
	Span


	Tel
	Tel
	Tel
	 
	Span


	Normal/
	Normal/
	Normal/
	 
	Span
	Priority
	 
	Span




	 
	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 





	 
	 

	 
	 

	(
	(
	(
	(
	(
	(
	 


	 
	 
	 


	)
	)
	)
	 




	 
	 
	 
	 
	 


	Oi/c CRSRehab - VI
	Oi/c CRSRehab - VI
	Oi/c CRSRehab - VI
	 


	 
	 
	 





	 
	 

	 
	RESTRICTED 
	 
	Reply to CRSRehab-VI on Selection for Placement 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	      
	      

	 
	 

	To: 
	To: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Elderly Persons with Visual Impairment (CRSRehab-VI) 
	Social Welfare Department 
	Room 901, 9/F Wu Chung House 
	213 Queen's Road East, Wanchai, Hong Kong 



	TBody
	TR
	 
	 

	(Name of Referring Office) 
	(Name of Referring Office) 

	 
	 


	TR
	 
	 

	 
	 

	 
	 


	TR
	 
	 

	(Name of Organisation) 
	(Name of Organisation) 

	 
	 


	TR
	Ref: 
	Ref: 

	      
	      

	 
	 


	TR
	Tel: 
	Tel: 

	      
	      

	 
	 


	Fax: 
	Fax: 
	Fax: 

	      
	      

	 
	 

	Tel: 
	Tel: 

	2892 5136 
	2892 5136 


	Date: 
	Date: 
	Date: 

	      
	      

	 
	 

	Fax: 
	Fax: 

	2893 6983 
	2893 6983 


	 
	 
	 

	 
	 




	 
	Application for placement to:   
	Application for placement to:   
	Application for placement to:   
	Application for placement to:   
	Application for placement to:   

	      
	      



	 
	 
	 
	 

	(name of rehabilitation unit) 
	(name of rehabilitation unit) 




	 
	Name: 
	Name: 
	Name: 
	Name: 
	Name: 

	      
	      

	HKIC No.: 
	HKIC No.: 

	      
	      

	CRSRehab No.: 
	CRSRehab No.: 

	A      
	A      




	 
	☐ 
	☐ 
	☐ 
	☐ 
	☐ 

	Applicant accepts the offer. 
	Applicant accepts the offer. 

	( ✓ in the appropriate box) 
	( ✓ in the appropriate box) 



	 
	 
	 
	 

	(For priority placement, the applicant is confirmed to have urgent service need.) 
	(For priority placement, the applicant is confirmed to have urgent service need.) 


	 
	 
	 

	The following documents are attached: 
	The following documents are attached: 


	 
	 
	 

	☐  CRSRehab-VI Form 2 
	☐  CRSRehab-VI Form 2 

	 
	 


	 
	 
	 

	☐  Annex 1 to CRSRehab-VI Form 1 
	☐  Annex 1 to CRSRehab-VI Form 1 

	 
	 


	 
	 
	 

	☐  Others, please specify: 
	☐  Others, please specify: 

	      
	      




	 
	☐ 
	☐ 
	☐ 
	☐ 
	☐ 

	Applicant declines the offer. 
	Applicant declines the offer. 

	(Please ✓ only one box): 
	(Please ✓ only one box): 



	 
	 
	 
	 

	☐  Applicant considers the location of rehabilitation unfavourable  
	☐  Applicant considers the location of rehabilitation unfavourable  


	 
	 
	 

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


	 
	 
	 

	☐  No immediate need for service. 
	☐  No immediate need for service. 


	 
	 
	 

	☐  Ill health / unstable mental or emotional condition 
	☐  Ill health / unstable mental or emotional condition 


	 
	 
	 

	☐  Applicant left Hong Kong or emigrated overseas 
	☐  Applicant left Hong Kong or emigrated overseas 


	 
	 
	 

	☐  Lost contact with applicant  
	☐  Lost contact with applicant  


	 
	 
	 

	☐  Applicant passed away 
	☐  Applicant passed away 


	 
	 
	 

	☐  Ability improved, upward movement required 
	☐  Ability improved, upward movement required 


	 
	 
	 

	☐  Ability deteriorated, downward movement required  
	☐  Ability deteriorated, downward movement required  


	 
	 
	 

	☐  Others, please specify: 
	☐  Others, please specify: 

	      
	      




	 
	☐ 
	☐ 
	☐ 
	☐ 
	☐ 

	Applicant is temporarily hospitalized. 
	Applicant is temporarily hospitalized. 



	 
	 
	 
	 

	Name of Hospital: 
	Name of Hospital: 

	      
	      


	 
	 
	 

	Admission date: 
	Admission date: 

	      
	      


	 
	 
	 

	Diagnosis/Treatment required: 
	Diagnosis/Treatment required: 

	      
	      




	 
	 
	 
	Signature: 
	Signature: 
	Signature: 
	Signature: 
	Signature: 

	 
	 



	Name: 
	Name: 
	Name: 
	Name: 

	      
	      


	Post: 
	Post: 
	Post: 

	      
	      




	 
	 
	 
	c.c. Rehabilitation Unit ( 
	c.c. Rehabilitation Unit ( 
	c.c. Rehabilitation Unit ( 
	c.c. Rehabilitation Unit ( 
	c.c. Rehabilitation Unit ( 

	      
	      

	) 
	) 

	Fax: (       ) 
	Fax: (       ) 




	 
	RESTRICTED
	RESTRICTED
	 

	 
	 

	Reminder to Referrer
	Reminder to Referrer
	 
	Span

	 
	 

	From:
	From:
	From:
	From:
	From:
	From:
	 


	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	 

	Subsystem for Elderly Persons with Visual Impairment (CRSRehab-VI)
	Subsystem for Elderly Persons with Visual Impairment (CRSRehab-VI)
	 

	Social Welfare Department
	Social Welfare Department
	 

	Room 901, 9/F Wu Chung House 
	Room 901, 9/F Wu Chung House 
	 

	213 Queen's Road East, Wanchai, Hong Kong
	213 Queen's Road East, Wanchai, Hong Kong
	 




	To:
	To:
	To:
	To:
	To:
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 



	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	 


	 
	 

	Your Ref.:
	Your Ref.:
	Your Ref.:
	 


	 
	 
	 



	Fax:
	Fax:
	Fax:
	Fax:
	 


	 
	 
	 


	Your Tel:
	Your Tel:
	Your Tel:
	 


	 
	 
	 



	Date:
	Date:
	Date:
	Date:
	 


	 
	 
	 


	Your Fax:
	Your Fax:
	Your Fax:
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 





	 
	 

	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	 


	 
	 
	 




	HKIC:
	HKIC:
	HKIC:
	HKIC:
	HKIC:
	 


	 
	 
	 



	CRSRehab No.:
	CRSRehab No.:
	CRSRehab No.:
	CRSRehab No.:
	 


	 
	 
	 



	Name of Rehabilitation Unit/Project Team:
	Name of Rehabilitation Unit/Project Team:
	Name of Rehabilitation Unit/Project Team:
	Name of Rehabilitation Unit/Project Team:
	 


	 
	 
	 





	 
	 

	Date of Selection:
	Date of Selection:
	Date of Selection:
	Date of Selection:
	Date of Selection:
	Date of Selection:
	 


	 
	 
	 





	 
	 

	CRSRehab has not received your reply to the placement offer for the above-named applicant.  I would be grateful if you would reply to CRSRehab via Form 7 within 2 week(s).  Otherwise, the applicant would be removed from the waiting list.
	CRSRehab has not received your reply to the placement offer for the above-named applicant.  I would be grateful if you would reply to CRSRehab via Form 7 within 2 week(s).  Otherwise, the applicant would be removed from the waiting list.
	 

	 
	 

	If you have already replied to this, I would much appreciate if you would forward a copy of Form 7 to CRSRehab.
	If you have already replied to this, I would much appreciate if you would forward a copy of Form 7 to CRSRehab.
	 

	 
	 

	 
	 

	(
	(
	(
	(
	(
	(
	 


	 
	 
	 


	)
	)
	)
	 




	 
	 
	 
	 
	 


	Oi/c CRSRehab - VI
	Oi/c CRSRehab - VI
	Oi/c CRSRehab - VI
	 


	 
	 
	 





	 
	 

	 
	 

	c.c. Agency Head
	c.c. Agency Head
	 

	 
	 
	 
	RESTRICTED
	RESTRICTED
	 

	 
	 

	Referral for Admission
	Referral for Admission
	 
	Span

	 
	 

	From:
	From:
	From:
	From:
	From:
	From:
	 


	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	 

	Subsystem for Elderly Persons with Visual Impairment (CRSRehab-VI)
	Subsystem for Elderly Persons with Visual Impairment (CRSRehab-VI)
	 

	Social Welfare Department
	Social Welfare Department
	 

	Room 901, 9/F Wu Chung House 
	Room 901, 9/F Wu Chung House 
	 

	213 Queen's Road East, Wanchai, Hong Kong
	213 Queen's Road East, Wanchai, Hong Kong
	 




	To:
	To:
	To:
	To:
	To:
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 



	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	 


	 
	 

	Your Tel:
	Your Tel:
	Your Tel:
	 


	 
	 
	 



	Fax:
	Fax:
	Fax:
	Fax:
	 


	 
	 
	 


	Your Fax:
	Your Fax:
	Your Fax:
	 


	 
	 
	 



	Date:
	Date:
	Date:
	Date:
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 





	 
	 

	Referral for Admission to
	Referral for Admission to
	Referral for Admission to
	Referral for Admission to
	Referral for Admission to
	Referral for Admission to
	 



	                              
	                              
	                              
	                              
	 





	 
	 

	I forward the referral papers listed below of the following applicant for admission to your centre.  Please kindly reply by completing the Report on Case Intake/Discharge (Form 9) within 28 day(s).
	I forward the referral papers listed below of the following applicant for admission to your centre.  Please kindly reply by completing the Report on Case Intake/Discharge (Form 9) within 28 day(s).
	 

	 
	 

	By copy of this, the referrer is requested to contact the rehabilitation unit for case intake.
	By copy of this, the referrer is requested to contact the rehabilitation unit for case intake.
	 

	 
	 

	Case particulars:
	Case particulars:
	 

	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	 


	 
	 
	 


	Hong Kong Identity Card:
	Hong Kong Identity Card:
	Hong Kong Identity Card:
	 


	 
	 
	 




	Sex / D.O.B.:
	Sex / D.O.B.:
	Sex / D.O.B.:
	Sex / D.O.B.:
	Sex / D.O.B.:
	 


	 
	 
	 


	CRSRehab No.:
	CRSRehab No.:
	CRSRehab No.:
	 


	 
	 
	 





	 
	 

	Referral papers attached:
	Referral papers attached:
	 

	1. CRSRehab-VI Form 2
	1. CRSRehab-VI Form 2
	1. CRSRehab-VI Form 2
	1. CRSRehab-VI Form 2
	 


	2. Annex 1 to CRSRehab-VI Form 1
	2. Annex 1 to CRSRehab-VI Form 1
	2. Annex 1 to CRSRehab-VI Form 1
	 
	1. Case Particulars 
	1. Case Particulars 
	1. Case Particulars 
	1. Case Particulars 
	2. Particulars of family members and relatives 
	2. Particulars of family members and relatives 
	2. Particulars of family members and relatives 
	2. Particulars of family members and relatives 
	3.  Case/family background 
	3.  Case/family background 
	3.  Case/family background 

	4. Reasons for priority placement  
	4. Reasons for priority placement  











	 
	 

	(
	(
	(
	(
	(
	(
	 


	 
	 
	 


	)
	)
	)
	 




	 
	 
	 
	 
	 


	Oi/c CRSRehab - VI
	Oi/c CRSRehab - VI
	Oi/c CRSRehab - VI
	 


	 
	 
	 





	 
	 
	c.c. Referring office (without enclosure):  
	Service Centre, (Fax no.:          ) 
	(case ref.            )
	(case ref.            )
	 

	RESTRICTED
	RESTRICTED
	 

	 
	 

	Report to CRSRehab-VI on Case Intake/Discharge
	Report to CRSRehab-VI on Case Intake/Discharge
	 
	Span

	 
	 

	From:
	From:
	From:
	From:
	From:
	From:
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 


	To:
	To:
	To:
	 


	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	 

	Subsystem for Elderly Persons with Visual Impairment (CRSRehab-VI)
	Subsystem for Elderly Persons with Visual Impairment (CRSRehab-VI)
	 

	Social Welfare Department
	Social Welfare Department
	 

	Room 901, 9/F Wu Chung House
	Room 901, 9/F Wu Chung House
	 

	213 Queen's Road East, Wanchai, Hong Kong
	213 Queen's Road East, Wanchai, Hong Kong
	 




	TBody
	TR
	 
	 
	 


	(Name of Rehabilitation Unit)
	(Name of Rehabilitation Unit)
	(Name of Rehabilitation Unit)
	 


	 
	 
	 



	TR
	 
	 
	 


	 
	 
	 


	 
	 
	 



	TR
	 
	 
	 


	(Name of 
	(Name of 
	(Name of 
	Organisation
	)
	 


	 
	 
	 



	TR
	Ref:
	Ref:
	Ref:
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 



	TR
	Tel:
	Tel:
	Tel:
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 



	Fax:
	Fax:
	Fax:
	Fax:
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 


	Tel:
	Tel:
	Tel:
	 


	2892 5136
	2892 5136
	2892 5136
	 



	Date:
	Date:
	Date:
	Date:
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 


	Fax:
	Fax:
	Fax:
	 


	2893 6983
	2893 6983
	2893 6983
	 



	 
	 
	 
	 


	 
	 
	 





	 
	Name:
	Name:
	Name:
	Name:
	Name:
	Name:
	 


	 
	 
	 
	 
	 
	 
	 
	 


	HKIC No.:
	HKIC No.:
	HKIC No.:
	 


	 
	 
	 
	 
	 
	 
	 
	 


	CRSRehab No.:
	CRSRehab No.:
	CRSRehab No.:
	 


	 
	 
	 
	 
	 
	 
	 
	 





	 
	Please be informed the above-named case has been: 
	☐
	☐
	☐
	☐
	☐
	☐
	   


	admitted into service from 
	admitted into service from 

	      
	      

	(date). 
	(date). 



	 
	 
	 
	 

	 
	 


	☐
	☐
	☐
	☐
	 


	rejected upon case screening due to: 
	rejected upon case screening due to: 


	 
	 
	 

	☐
	☐
	☐
	 unstable mental/emotional condition
	 


	☐
	☐
	☐
	 acute health problem 



	 
	 
	 

	☐
	☐
	☐
	 no vacancy
	 


	☐
	☐
	☐
	 severe behavioral problem (please specify):
	 



	 
	 
	 

	☐
	☐
	☐
	 health condition does not meet the admission criteria
	 



	 
	 
	 

	☐
	☐
	☐
	 others (please specify):
	 


	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 

	 
	 


	☐
	☐
	☐
	☐
	 


	self-withdrawn by applicant upon case screening due to: 
	self-withdrawn by applicant upon case screening due to: 


	 
	 
	 

	☐
	☐
	☐
	 no immediate need for service 


	☐
	☐
	☐
	 prefer to live with/cared by family members 



	 
	 
	 

	☐
	☐
	☐
	 unfavourable location 


	☐
	☐
	☐
	 lost trace 



	 
	 
	 

	☐
	☐
	☐
	 applicant/family members do not disclose any reason
	 



	 
	 
	 

	☐
	☐
	☐
	 others (please specify):
	 


	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 

	 
	 


	☐
	☐
	☐
	☐
	 


	temporarily hospitalized:
	temporarily hospitalized:
	temporarily hospitalized:
	 


	 
	 
	 



	 
	 
	 

	Name of Hospital:
	Name of Hospital:
	Name of Hospital:
	 


	 
	 
	 



	 
	 
	 

	Admission date:
	Admission date:
	Admission date:
	 


	 
	 
	 



	 
	 
	 

	Diagnosis/Treatment required:
	Diagnosis/Treatment required:
	Diagnosis/Treatment required:
	 


	 
	 
	 



	 
	 
	 

	 
	 
	 


	 
	 
	 



	☐
	☐
	☐
	☐
	 


	discharged from our service on 
	discharged from our service on 

	 
	 
	 
	 
	 
	 
	 
	 


	(date) due to: 
	(date) due to: 


	 
	 
	 

	☐
	☐
	☐
	 formally discharge (please specify reason)  


	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 

	☐
	☐
	☐
	 internally transfer (please specify the rehabilitation unit) 


	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 

	 
	 
	 


	 
	 
	 





	 
	 
	Signature:
	Signature:
	Signature:
	Signature:
	Signature:
	Signature:
	 


	 
	 
	 




	Name:
	Name:
	Name:
	Name:
	Name:
	 


	 
	 
	 
	 
	 
	 
	 
	 



	Post:
	Post:
	Post:
	Post:
	 


	 
	 
	 
	 
	 
	 
	 
	 





	c.c. Referring office:  (case ref.   
	c.c. Referring office:  (case ref.   
	 
	 
	 
	 
	 
	               ) 
	 

	 
	 

	Reminder to Rehabilitation Unit
	Reminder to Rehabilitation Unit
	 
	Span

	 
	 

	From:
	From:
	From:
	From:
	From:
	From:
	 


	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	 

	Subsystem for Elderly Persons with Visual Impairment (CRSRehab-VI) 
	Social Welfare Department 
	Room 901, 9/F Wu Chung House  
	213 Queen's Road East, Wanchai, Hong Kong 



	To:
	To:
	To:
	To:
	To:
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 



	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	 


	 
	 

	Your Tel:
	Your Tel:
	Your Tel:
	 


	 
	 
	 



	Fax:
	Fax:
	Fax:
	Fax:
	 


	 
	 
	 


	Your Fax:
	Your Fax:
	Your Fax:
	 


	 
	 
	 



	Date:
	Date:
	Date:
	Date:
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 





	 
	 

	The following application(s) has/ have been referred to your unit for consideration of admission for more than 28 day(s).  So far, no reply has been received by CRSRehab.  I would be grateful for your prompt decision on this/ these application(s) and reply to CRSRehab via Form 9 with a copy to the referrer concerned within 2 week(s).
	The following application(s) has/ have been referred to your unit for consideration of admission for more than 28 day(s).  So far, no reply has been received by CRSRehab.  I would be grateful for your prompt decision on this/ these application(s) and reply to CRSRehab via Form 9 with a copy to the referrer concerned within 2 week(s).
	 

	 
	 

	Date of Referral
	Date of Referral
	Date of Referral
	Date of Referral
	Date of Referral
	Date of Referral
	 
	Span


	CRSRehab No.
	CRSRehab No.
	CRSRehab No.
	 
	Span


	Name of Applicant
	Name of Applicant
	Name of Applicant
	 
	Span


	Sex
	Sex
	Sex
	 
	Span


	Age
	Age
	Age
	 
	Span



	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 





	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 (
	 (
	 (
	 (
	 (
	 (
	 


	 
	 
	 


	)
	)
	)
	 




	 
	 
	 
	 
	 


	Oi/c CRSRehab - VI
	Oi/c CRSRehab - VI
	Oi/c CRSRehab - VI
	 


	 
	 
	 





	 
	 

	 
	 

	c.c.
	c.c.
	 
	Agency Head
	 

	 
	 
	Referrer: [                 ]
	 

	 
	 

	 
	 

	 
	 

	RESTRICTED 
	 
	Application for Priority Placement
	Application for Priority Placement
	 
	Span

	 
	From: 
	From: 
	From: 
	From: 
	From: 

	      
	      

	 
	 

	To: 
	To: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Elderly Persons with Visual Impairment (CRSRehab-VI) 
	Social Welfare Department 
	Room 901, 9/F Wu Chung House 
	213 Queen's Road East, Wanchai, Hong Kong 



	TBody
	TR
	 
	 

	(Name of Referring Office) 
	(Name of Referring Office) 

	 
	 


	TR
	 
	 

	 
	 

	 
	 


	TR
	 
	 

	(Name of Organisation) 
	(Name of Organisation) 

	 
	 


	TR
	Ref: 
	Ref: 

	      
	      

	 
	 


	TR
	Tel: 
	Tel: 

	      
	      

	 
	 


	Fax: 
	Fax: 
	Fax: 

	      
	      

	 
	 

	Tel: 
	Tel: 

	2892 5136 
	2892 5136 


	Date: 
	Date: 
	Date: 

	      
	      

	 
	 

	Fax: 
	Fax: 

	2893 6983 
	2893 6983 


	 
	 
	 

	 
	 




	 
	Name: 
	Name: 
	Name: 
	Name: 
	Name: 

	      
	      

	Sex/D.O.B.: 
	Sex/D.O.B.: 

	     /      
	     /      

	HKIC No.: 
	HKIC No.: 

	      
	      



	Address: 
	Address: 
	Address: 
	Address: 

	      
	      

	Tel.: 
	Tel.: 

	      
	      


	Disability: 
	Disability: 
	Disability: 

	      
	      


	Placement Required: 
	Placement Required: 
	Placement Required: 

	C&A/AB 
	C&A/AB 

	CRSRehab No.: 
	CRSRehab No.: 

	A         
	A         




	 
	Name 
	Name 
	Name 
	Name 
	Name 

	Relationship 
	Relationship 

	Sex/Age 
	Sex/Age 

	Occupation/ Schooling 
	Occupation/ Schooling 

	Income/ school fee 
	Income/ school fee 

	Disability/ill health (if any) 
	Disability/ill health (if any) 

	Remarks 
	Remarks 



	      
	      
	      
	      

	      
	      

	     /      
	     /      

	      
	      

	      
	      

	      
	      

	      
	      


	      
	      
	      

	      
	      

	     /      
	     /      

	      
	      

	      
	      

	      
	      

	      
	      


	      
	      
	      

	      
	      

	     /      
	     /      

	      
	      

	      
	      

	      
	      

	      
	      


	      
	      
	      

	      
	      

	     /      
	     /      

	      
	      

	      
	      

	      
	      

	      
	      




	 
	      
	      
	      
	      
	      


	      
	      
	      


	      
	      
	      


	      
	      
	      


	      
	      
	      




	 
	      
	      
	      
	      
	      


	      
	      
	      


	      
	      
	      


	      
	      
	      


	      
	      
	      




	 
	Prepared by: 
	Prepared by: 
	Prepared by: 
	Prepared by: 
	Prepared by: 

	 
	 

	Endorsed by* 
	Endorsed by* 

	 
	 



	Signature: 
	Signature: 
	Signature: 
	Signature: 

	 
	 

	Signature: 
	Signature: 

	 
	 


	Name: 
	Name: 
	Name: 

	      
	      

	Name: 
	Name: 

	      
	      


	Post: 
	Post: 
	Post: 

	      
	      

	Post: 
	Post: 

	      
	      




	 
	* Endorsement should be obtained from agency head/designated representative of non-governmental organisation or DSWO/ADSWO of SWD.
	RESTRICTED
	RESTRICTED
	 

	 
	 

	Outcome of Application for Priority Placement
	Outcome of Application for Priority Placement
	 
	Span

	 
	 

	From:
	From:
	From:
	From:
	From:
	From:
	 


	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Elderly Persons with Visual Impairment (CRSRehab-VI)
	Subsystem for Elderly Persons with Visual Impairment (CRSRehab-VI)
	 

	Social Welfare Department 
	Room 901, 9/F Wu Chung House, 213 Queen’s Road East 
	Wanchai, Hong Kong
	Wanchai, Hong Kong
	 




	To:
	To:
	To:
	To:
	To:
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 



	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	 


	 
	 

	Your Ref.:
	Your Ref.:
	Your Ref.:
	 


	 
	 
	 



	Fax:
	Fax:
	Fax:
	Fax:
	 


	 
	 
	 


	Your Tel:
	Your Tel:
	Your Tel:
	 


	 
	 
	 



	Date:
	Date:
	Date:
	Date:
	 


	 
	 
	 


	Your Fax:
	Your Fax:
	Your Fax:
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 





	 
	 

	 
	 

	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	 


	 
	 
	 




	HKIC:
	HKIC:
	HKIC:
	HKIC:
	HKIC:
	 


	 
	 
	 



	CRSRehab No.:
	CRSRehab No.:
	CRSRehab No.:
	CRSRehab No.:
	 


	 
	 
	 





	 
	 

	 
	 
	I am pleased to inform you that your application for priority placement for the above-named applicant is approved.  The particulars of the placement are detailed below: 
	 

	 
	 

	Type of Placement:
	Type of Placement:
	Type of Placement:
	Type of Placement:
	Type of Placement:
	Type of Placement:
	 


	 
	 
	 



	Date of Priority Assigned:
	Date of Priority Assigned:
	Date of Priority Assigned:
	Date of Priority Assigned:
	 


	 
	 
	 



	Location preference:
	Location preference:
	Location preference:
	Location preference:
	 


	     
	     
	     
	 





	 
	 

	 
	 
	The captioned application for priority placement is not approved or not necessary due to the following reason: 
	 

	     
	     
	     
	     
	     
	     
	 





	 
	 

	If you have any question, please contact the undersigned for discussion on the case.
	If you have any question, please contact the undersigned for discussion on the case.
	 

	 
	 

	 
	 

	 
	 

	(
	(
	(
	(
	(
	(
	 


	 
	 
	 


	)
	)
	)
	 




	 
	 
	 
	 
	 


	Oi/c CRSRehab - VI
	Oi/c CRSRehab - VI
	Oi/c CRSRehab - VI
	 


	 
	 
	 





	 
	 

	 
	 
	 
	Part IV  
	 
	Figure
	 
	 
	 
	 
	 
	Forms of the Subsystem for 
	Small Group Home for Children with Mild Intellectual Disabilities (CRSRehab-SGHCMID) 
	RESTRICTED 
	 
	Central Referral System for Rehabilitation Services Subsystem for Small Group Home for Children with Mild Intellectual Disabilities (CRSRehab–SGHCMID) 
	Registration Form 
	 
	I. Personal Particulars 
	 
	1. Name: 
	1. Name: 
	1. Name: 
	1. Name: 
	1. Name: 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	(English) 
	(English) 

	 
	 

	(Chinese) 
	(Chinese) 


	2. Sex: 
	2. Sex: 
	2. Sex: 

	 Male  Female 
	 Male  Female 


	3. Date of Birth: 
	3. Date of Birth: 
	3. Date of Birth: 

	 
	 

	(dd) 
	(dd) 

	 
	 

	(mm)  
	(mm)  

	 
	 

	(yyyy) 
	(yyyy) 


	4. HKBC/IC No.: 
	4. HKBC/IC No.: 
	4. HKBC/IC No.: 

	 
	 

	 
	 


	5. Residential District: 
	5. Residential District: 
	5. Residential District: 

	Hong Kong and Islands 
	Hong Kong and Islands 
	 Central and Western  Eastern  Southern  Wanchai 
	 Islands 
	Kowloon 
	 Kwun Tong  Wong Tai Sin  Kowloon City  Mongkok 
	 Shamshuipo  Yaumatei  Tseung Kwan O  Sai Kung 
	New Territories 
	 Kwai Tsing  Tsuen Wan  Tuen Mun  Yuen Long 
	 Tin Shui Wai  Tai Po  Shatin  Ma On Shan 
	 North (Sheung Shui and Fanling) 




	 
	II. Disability 
	 
	1. Physical Disability 
	1. Physical Disability 
	1. Physical Disability 
	1. Physical Disability 
	1. Physical Disability 

	 A: With Physical Disability, please specify:  
	 A: With Physical Disability, please specify:  

	 
	 


	 
	 
	 

	 N: No Physical Disability 
	 N: No Physical Disability 


	2. Spastic / Cerebral palsy  
	2. Spastic / Cerebral palsy  
	2. Spastic / Cerebral palsy  

	 A: Spastic  B: Cerebral palsy  N: Not spastic or cerebral palsy 
	 A: Spastic  B: Cerebral palsy  N: Not spastic or cerebral palsy 


	3. Hearing Impairment 
	3. Hearing Impairment 
	3. Hearing Impairment 

	 A: Deaf  B: Partially Impaired  N: Normal 
	 A: Deaf  B: Partially Impaired  N: Normal 


	4. Vision Impairment 
	4. Vision Impairment 
	4. Vision Impairment 

	 A: Blind  B: Partially Impaired  N: Normal 
	 A: Blind  B: Partially Impaired  N: Normal 


	5. Intellectual Disability 
	5. Intellectual Disability 
	5. Intellectual Disability 

	 Mild Intellectual Disability 
	 Mild Intellectual Disability 


	 
	 
	 

	Date of psychological assessment: 
	Date of psychological assessment: 

	 
	 

	(dd) 
	(dd) 

	 
	 

	(mm) 
	(mm) 

	 
	 

	(yyyy) 
	(yyyy) 


	 
	 
	 

	(please attached psychological report) 
	(please attached psychological report) 


	6. Psychiatric Diagnosis 
	6. Psychiatric Diagnosis 
	6. Psychiatric Diagnosis 

	 A: With psychiatric diagnosis: (please specify) 
	 A: With psychiatric diagnosis: (please specify) 

	 
	 


	 
	 
	 

	 N: No reported psychiatric diagnosis 
	 N: No reported psychiatric diagnosis 


	7. Speech Impairment 
	7. Speech Impairment 
	7. Speech Impairment 

	 Y: Yes         N: Normal 
	 Y: Yes         N: Normal 


	8. Autism Spectrum Disorder 
	8. Autism Spectrum Disorder 
	8. Autism Spectrum Disorder 

	 Y: Yes         N: Normal 
	 Y: Yes         N: Normal 


	9. Other Illness / Disability 
	9. Other Illness / Disability 
	9. Other Illness / Disability 

	 
	 




	  
	10. Mobility 
	10. Mobility 
	10. Mobility 
	10. Mobility 
	10. Mobility 

	 A: Walk unaided  B: Walk with escort  C: Walk with rehabaid 
	 A: Walk unaided  B: Walk with escort  C: Walk with rehabaid 


	TR
	 D: Wheelchair bound  E: Bed ridden 
	 D: Wheelchair bound  E: Bed ridden 


	11. Ability to Climb Stairs / Slope 
	11. Ability to Climb Stairs / Slope 
	11. Ability to Climb Stairs / Slope 

	 A: Capable to climb stairs / slope by self 
	 A: Capable to climb stairs / slope by self 


	TR
	 B: Climb stairs / slope with other’s assistance 
	 B: Climb stairs / slope with other’s assistance 


	TR
	 C: Unable to climb stairs / slope even with other’s assistance 
	 C: Unable to climb stairs / slope even with other’s assistance 


	12. Public Transport (Excluding taxi) 
	12. Public Transport (Excluding taxi) 
	12. Public Transport (Excluding taxi) 

	 A: Manage without escort  B: Manage with escort 
	 A: Manage without escort  B: Manage with escort 


	TR
	 C: Cannot manage with escort 
	 C: Cannot manage with escort 


	13. Treatment Required 
	13. Treatment Required 
	13. Treatment Required 

	 A: Occupational therapy  B: Physiotherapy 
	 A: Occupational therapy  B: Physiotherapy 


	 
	 
	 

	 C: Others: 
	 C: Others: 

	 
	 


	14. Assistive Devices Used 
	14. Assistive Devices Used 
	14. Assistive Devices Used 

	 A: Wheelchair  B: Ambulator  C: Prosthesis / artificial legs 
	 A: Wheelchair  B: Ambulator  C: Prosthesis / artificial legs 


	 
	 
	 

	 D: Calipers  E: Special boots  F: Hearing aid 
	 D: Calipers  E: Special boots  F: Hearing aid 


	 
	 
	 

	 G: Crutches  H: Tripod  I: Others: 
	 G: Crutches  H: Tripod  I: Others: 

	 
	 




	 
	III. Placement Arrangement 
	1. Service Recommended 
	1. Service Recommended 
	1. Service Recommended 
	1. Service Recommended 
	1. Service Recommended 
	1. Service Recommended 
	1. Service Recommended 


	 Small group home for mildly mentally handicapped children (SGHMMHC) 
	 Integrated Small group home for mildly mentally handicapped children (ISGH) 
	 SGHMMHC + ISGH 
	2. Location 
	2. Location 
	2. Location 
	2. Location 
	6. Name of Residential Unit : ____________________________ 
	6. Name of Residential Unit : ____________________________ 
	6. Name of Residential Unit : ____________________________ 







	 
	 
	 

	 
	 


	 
	 
	 

	 No (Waiting time will be much shorter) 
	 No (Waiting time will be much shorter) 


	 
	 
	 

	 Yes (Please indicate 5 choices in region / district / service unit) 
	 Yes (Please indicate 5 choices in region / district / service unit) 


	 
	 
	 

	Description 
	Description 


	 
	 
	 

	1. 
	1. 

	 
	 


	 
	 
	 

	2. 
	2. 

	 
	 


	 
	 
	 

	3. 
	3. 

	 
	 


	 
	 
	 

	4. 
	4. 

	 
	 


	 
	 
	 

	5. 
	5. 

	 
	 




	 
	IV. Declaration 
	 
	       Referrer has declared that there is no conflict of interest in handling this application.  Referrer is not a family member or personal friend of the applicant and has no personal or social ties with the applicant, and she/he  has notified the applicant/family member(s)/guardian/carer(s) that SWD and the referring agency will not charge for the application and referral for service.  The applicant/family member(s)/guardian/carer(s) should report to the Independent Commission Against Corruption (ICAC) i
	 
	 
	Case ref. no.: 
	Case ref. no.: 
	Case ref. no.: 
	Case ref. no.: 
	Case ref. no.: 

	 
	 

	Tel.: 
	Tel.: 

	 
	 


	Name of referrer: 
	Name of referrer: 
	Name of referrer: 

	 
	 

	Fax.: 
	Fax.: 

	 
	 


	Office / Centre: 
	Office / Centre: 
	Office / Centre: 

	 
	 

	Date: 
	Date: 

	 
	 




	 
	 

	RESTRICTED
	RESTRICTED
	 

	 
	 

	Confirmation of Registration
	Confirmation of Registration
	 
	Span

	 
	 

	From:
	From:
	From:
	From:
	From:
	From:
	 


	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	 

	Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
	Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
	 

	(CRSRehab-SGHCMID)
	(CRSRehab-SGHCMID)
	 

	Social Welfare Department
	Social Welfare Department
	 

	Room 901, 9/F Wu Chung House, 213 Queen’s Road East
	Room 901, 9/F Wu Chung House, 213 Queen’s Road East
	 

	Wanchai, Hong Kong
	Wanchai, Hong Kong
	 




	To:
	To:
	To:
	To:
	To:
	 


	     
	     
	     
	 

	     
	     
	 

	     
	     
	 



	 
	 
	 
	 



	CRSRehab-SGHCMID Tel.:
	CRSRehab-SGHCMID Tel.:
	CRSRehab-SGHCMID Tel.:
	CRSRehab-SGHCMID Tel.:
	 


	     
	     
	     
	 


	Your Ref.:
	Your Ref.:
	Your Ref.:
	 


	     
	     
	     
	 



	Fax:
	Fax:
	Fax:
	Fax:
	 


	      
	      
	      
	 


	Your Fax:
	Your Fax:
	Your Fax:
	 


	     
	     
	     
	 



	Date:
	Date:
	Date:
	Date:
	 


	     
	     
	     
	 


	 
	 
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 





	 
	 

	The following applicant has been registered in CRSRehab–SGHCMID for rehabilitation service.  Please kindly verify the following data, raise amendment and update any subsequent change to CRSRehab–SGHCMID by Form 3. For case enquiries, please contact the staff-on-duty at 2892 5136 . For data protection, only enquiries from the referrer will be answered.
	The following applicant has been registered in CRSRehab–SGHCMID for rehabilitation service.  Please kindly verify the following data, raise amendment and update any subsequent change to CRSRehab–SGHCMID by Form 3. For case enquiries, please contact the staff-on-duty at 2892 5136 . For data protection, only enquiries from the referrer will be answered.
	 

	 
	 

	I.  Information of referrer     
	I.  Information of referrer     
	I.  Information of referrer     
	I.  Information of referrer     
	I.  Information of referrer     
	I.  Information of referrer     
	 




	Tel No.
	Tel No.
	Tel No.
	Tel No.
	Tel No.
	 


	     
	     
	     
	 





	 
	 

	II.  Personal Particulars
	II.  Personal Particulars
	II.  Personal Particulars
	II.  Personal Particulars
	II.  Personal Particulars
	II.  Personal Particulars
	 




	Name (English):
	Name (English):
	Name (English):
	Name (English):
	Name (English):
	 


	     
	     
	     
	 


	Sex:
	Sex:
	Sex:
	 


	     
	     
	     
	 



	Name (Chinese):
	Name (Chinese):
	Name (Chinese):
	Name (Chinese):
	 


	     
	     
	     
	 


	Date of Birth:
	Date of Birth:
	Date of Birth:
	 


	     
	     
	     
	 



	HKBC:
	HKBC:
	HKBC:
	HKBC:
	 


	     
	     
	     
	 


	Residential District:
	Residential District:
	Residential District:
	 


	     
	     
	     
	 



	 
	 
	 
	 



	III.  Disability
	III.  Disability
	III.  Disability
	III.  Disability
	 



	Physical disability:
	Physical disability:
	Physical disability:
	Physical disability:
	 


	     
	     
	     
	 


	Spastic/cerebral palsy:
	Spastic/cerebral palsy:
	Spastic/cerebral palsy:
	 


	     
	     
	     
	 



	Hearing:
	Hearing:
	Hearing:
	Hearing:
	 


	     
	     
	     
	 


	Vision:
	Vision:
	Vision:
	 


	     
	     
	     
	 



	IQ score:
	IQ score:
	IQ score:
	IQ score:
	 


	     
	     
	     
	 


	Date of assessment:
	Date of assessment:
	Date of assessment:
	 


	     
	     
	     
	 



	Mental Illness:
	Mental Illness:
	Mental Illness:
	Mental Illness:
	 


	     
	     
	     
	 


	Speech:
	Speech:
	Speech:
	 


	     
	     
	     
	 



	Autism:
	Autism:
	Autism:
	Autism:
	 


	     
	     
	     
	 


	 
	 
	 


	 
	 
	 



	Other disability:
	Other disability:
	Other disability:
	Other disability:
	 


	     
	     
	     
	 


	Mobility:
	Mobility:
	Mobility:
	 


	     
	     
	     
	 



	Climb stairs/slope:
	Climb stairs/slope:
	Climb stairs/slope:
	Climb stairs/slope:
	 


	     
	     
	     
	 


	Public transport:
	Public transport:
	Public transport:
	 


	     
	     
	     
	 



	Treatment required:
	Treatment required:
	Treatment required:
	Treatment required:
	 


	     
	     
	     
	 


	Rehabaid used:
	Rehabaid used:
	Rehabaid used:
	 


	     
	     
	     
	 



	 
	 
	 
	 



	IV.  Placement Request
	IV.  Placement Request
	IV.  Placement Request
	IV.  Placement Request
	 



	Type of placement:
	Type of placement:
	Type of placement:
	Type of placement:
	 


	     
	     
	     
	 



	CRSRehab-SGHMIDC no.
	CRSRehab-SGHMIDC no.
	CRSRehab-SGHMIDC no.
	CRSRehab-SGHMIDC no.
	 


	     
	     
	     
	 


	Application date:
	Application date:
	Application date:
	 


	     
	     
	     
	 



	Status of service:
	Status of service:
	Status of service:
	Status of service:
	 


	     
	     
	     
	 



	Location preference:
	Location preference:
	Location preference:
	Location preference:
	 


	1.      
	1.      
	1.      
	 


	 
	 
	 



	TR
	2.      
	2.      
	2.      
	 


	 
	 
	 



	TR
	3.      
	3.      
	3.      
	 


	 
	 
	 



	TR
	4.      
	4.      
	4.      
	 


	 
	 
	 



	TR
	5.      
	5.      
	5.      
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 


	 
	 
	 



	V.  Status of applicant
	V.  Status of applicant
	V.  Status of applicant
	V.  Status of applicant
	 


	Priority :      
	Priority :      
	Priority :      
	 





	 
	 

	(
	(
	(
	(
	(
	(
	 


	     
	     
	     
	 


	)
	)
	)
	 




	 
	 
	 
	 
	 


	Oi/c CRSRehab - SGHCMID      
	Oi/c CRSRehab - SGHCMID      
	Oi/c CRSRehab - SGHCMID      
	 


	 
	 
	 





	限閱文件
	限閱文件
	 

	RESTRICTED
	RESTRICTED
	 

	 
	 

	社會福利署
	社會福利署
	 

	康復服務中央轉介系統
	康復服務中央轉介系統
	 

	申請康復服務登記書
	申請康復服務登記書
	 

	Notification of Registration for Rehabilitation Services
	Notification of Registration for Rehabilitation Services
	 

	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	 

	Social Welfare Department
	Social Welfare Department
	 

	      /       /      
	      /       /      
	 

	致：
	致：
	 
	康復服務申請人（經個案社工／轉介者轉交）
	 

	To:
	To:
	 
	Applicant (Via Caseworker/Referrer)
	 

	 
	 

	下列申請經已於社會福利署
	下列申請經已於社會福利署
	（社署）
	康復服務中央轉介系統內登記，詳情如下：
	 

	The following application has been registered in the Central Referral System for Rehabilitation Services of the Social Welfare Department (SWD) with details listed as below:
	The following application has been registered in the Central Referral System for Rehabilitation Services of the Social Welfare Department (SWD) with details listed as below:
	 

	 
	 

	姓名：
	姓名：
	姓名：
	姓名：
	姓名：
	姓名：
	 

	Name:
	Name:
	 


	     
	     
	     
	 




	香港出生證明書： 
	香港出生證明書： 
	香港出生證明書： 
	香港出生證明書： 
	Hong Kong Birth Certificate:
	Hong Kong Birth Certificate:
	 


	     
	     
	     
	 



	申請日期：
	申請日期：
	申請日期：
	申請日期：
	 

	Date of Application:
	Date of Application:
	 


	     
	     
	     
	 



	申請輪候的康復服務：
	申請輪候的康復服務：
	申請輪候的康復服務：
	申請輪候的康復服務：
	 

	Rehabilitation Service(s) Applying for:
	Rehabilitation Service(s) Applying for:
	 


	     
	     
	     
	 



	輪候狀況：
	輪候狀況：
	輪候狀況：
	輪候狀況：
	 

	Status on Waiting List:
	Status on Waiting List:
	 


	     
	     
	     
	 



	檔案號碼
	檔案號碼
	檔案號碼
	檔案號碼
	：
	 

	Your Reference:
	Your Reference:
	 


	     
	     
	     
	 



	申請人編號：
	申請人編號：
	申請人編號：
	申請人編號：
	 

	CRSRehab No.:
	CRSRehab No.:
	 


	     
	     
	     
	 



	服務地區選擇：
	服務地區選擇：
	服務地區選擇：
	服務地區選擇：
	 

	Location Preference:
	Location Preference:
	 


	     
	     
	     
	 





	 
	 

	倘若你獲得編配所申請的服務，康復服務中央轉介系統將會透過你的社工／轉介者與你聯絡，安排接
	倘若你獲得編配所申請的服務，康復服務中央轉介系統將會透過你的社工／轉介者與你聯絡，安排接
	受有關服務。為令各方面保持緊密聯絡，若果你的聯絡地址、電話或所需的服務已轉變，請儘快通知個案社
	工／轉介者，以便他／她將有關資料轉達本系統。就上述服務的申請及轉介事宜，社署及轉介機構不會收取
	任何費用。若有人藉詞協助申請而索取利益，申請人應立即向廉政公署舉報。任何人意圖行賄，
	亦屬違法，
	社署會將個案轉介廉政公署查究。
	 

	 
	 

	Once you are selected for a placement in rehabilitation unit, the Central Referral System for Rehabilitation Services will inform you via the referring social worker to prepare for acceptance of placement offer.  For maintaining good contacts among all parties concerned, please inform the referring social worker as early as possible if you have changes in your address, telephone number or rehabilitation services required, so that information may be updated at the Central Referral System for Rehabilitation S
	Once you are selected for a placement in rehabilitation unit, the Central Referral System for Rehabilitation Services will inform you via the referring social worker to prepare for acceptance of placement offer.  For maintaining good contacts among all parties concerned, please inform the referring social worker as early as possible if you have changes in your address, telephone number or rehabilitation services required, so that information may be updated at the Central Referral System for Rehabilitation S
	 

	 
	 

	 
	 

	如你對以上的申請有任何查詢，請與你的社工／轉介者聯絡：
	如你對以上的申請有任何查詢，請與你的社工／轉介者聯絡：
	 

	Should you have any enquiry on the above application, you may contact your referring social worker:
	Should you have any enquiry on the above application, you may contact your referring social worker:
	 

	 
	 

	社工／轉介者姓名：
	社工／轉介者姓名：
	社工／轉介者姓名：
	社工／轉介者姓名：
	社工／轉介者姓名：
	社工／轉介者姓名：
	 

	Caseworker / Referrer Name:
	Caseworker / Referrer Name:
	 


	     
	     
	     
	 




	機構名稱：
	機構名稱：
	機構名稱：
	機構名稱：
	機構名稱：
	 

	Centre:
	Centre:
	 


	     
	     
	     
	 



	辦
	辦
	辦
	辦
	公
	室地址：
	 

	Office Address:
	Office Address:
	 


	     
	     
	     
	 



	聯絡電話（內線）：
	聯絡電話（內線）：
	聯絡電話（內線）：
	聯絡電話（內線）：
	 

	Phone Contact No. (ext.):
	Phone Contact No. (ext.):
	 


	     
	     
	     
	 





	 
	 

	RESTRICTED 
	 
	Central Referral System for Rehabilitation Services Subsystem for Small Group Home for Children with Mild Intellectual Disabilities  
	Application for Transfer to Other Residential Care Unit for Persons with Disabilities 
	Under Same Service Type  
	 
	I. Personal Particulars 
	 
	1. Name: 
	1. Name: 
	1. Name: 
	1. Name: 
	1. Name: 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	(English) 
	(English) 

	 
	 

	(Chinese) 
	(Chinese) 


	2. Sex: 
	2. Sex: 
	2. Sex: 

	 Male  Female 
	 Male  Female 


	3. Date of Birth: 
	3. Date of Birth: 
	3. Date of Birth: 

	 
	 

	(dd) 
	(dd) 

	 
	 

	(mm)  
	(mm)  

	 
	 

	(yyyy) 
	(yyyy) 


	4. HKBC/IC No.: 
	4. HKBC/IC No.: 
	4. HKBC/IC No.: 

	 
	 

	 
	 


	5. Date of Admission : 
	5. Date of Admission : 
	5. Date of Admission : 

	___(dd)______(mm)________(yyyy) 
	___(dd)______(mm)________(yyyy) 




	 
	 
	II. Disability 
	 
	1. Physical Disability 
	1. Physical Disability 
	1. Physical Disability 
	1. Physical Disability 
	1. Physical Disability 

	 A: With Physical Disability, please specify:  
	 A: With Physical Disability, please specify:  

	 
	 


	 
	 
	 

	 N: No Physical Disability 
	 N: No Physical Disability 


	2. Spastic / Cerebral palsy  
	2. Spastic / Cerebral palsy  
	2. Spastic / Cerebral palsy  

	 A: Spastic  B: Cerebral palsy  N: Not spastic or cerebral palsy 
	 A: Spastic  B: Cerebral palsy  N: Not spastic or cerebral palsy 


	3. Hearing Impairment 
	3. Hearing Impairment 
	3. Hearing Impairment 

	 A: Deaf  B: Partially Impaired  N: Normal 
	 A: Deaf  B: Partially Impaired  N: Normal 


	4. Vision Impairment 
	4. Vision Impairment 
	4. Vision Impairment 

	 A: Blind  B: Partially Impaired  N: Normal 
	 A: Blind  B: Partially Impaired  N: Normal 


	5. Intellectual Disability 
	5. Intellectual Disability 
	5. Intellectual Disability 

	 Mild Intellectual Disability 
	 Mild Intellectual Disability 


	 
	 
	 

	Date of psychological assessment: 
	Date of psychological assessment: 

	 
	 

	(dd) 
	(dd) 

	 
	 

	(mm) 
	(mm) 

	 
	 

	(yyyy) 
	(yyyy) 


	 
	 
	 

	(please attached psychological report) 
	(please attached psychological report) 


	6. Psychiatric Diagnosis 
	6. Psychiatric Diagnosis 
	6. Psychiatric Diagnosis 

	 A: With psychiatric diagnosis: (please specify) 
	 A: With psychiatric diagnosis: (please specify) 

	 
	 


	 
	 
	 

	 N: No reported psychiatric diagnosis 
	 N: No reported psychiatric diagnosis 


	7. Speech Impairment 
	7. Speech Impairment 
	7. Speech Impairment 

	 Y: Yes         N: Normal 
	 Y: Yes         N: Normal 


	8. Autism Spectrum Disorder 
	8. Autism Spectrum Disorder 
	8. Autism Spectrum Disorder 

	 Y: Yes         N: Normal 
	 Y: Yes         N: Normal 


	9. Other Illness / Disability 
	9. Other Illness / Disability 
	9. Other Illness / Disability 

	 
	 




	 
	10. Mobility 
	10. Mobility 
	10. Mobility 
	10. Mobility 
	10. Mobility 

	 A: Walk unaided  B: Walk with escort  C: Walk with rehabaid 
	 A: Walk unaided  B: Walk with escort  C: Walk with rehabaid 


	TR
	 D: Wheelchair bound  E: Bed ridden 
	 D: Wheelchair bound  E: Bed ridden 


	11. Ability to Climb Stairs / Slope 
	11. Ability to Climb Stairs / Slope 
	11. Ability to Climb Stairs / Slope 

	 A: Capable to climb stairs / slope by self 
	 A: Capable to climb stairs / slope by self 


	TR
	 B: Climb stairs / slope with other’s assistance 
	 B: Climb stairs / slope with other’s assistance 


	TR
	 C: Unable to climb stairs / slope even with other’s assistance 
	 C: Unable to climb stairs / slope even with other’s assistance 


	12. Public Transport (Excluding taxi) 
	12. Public Transport (Excluding taxi) 
	12. Public Transport (Excluding taxi) 

	 A: Manage without escort  B: Manage with escort 
	 A: Manage without escort  B: Manage with escort 


	TR
	 C: Cannot manage with escort 
	 C: Cannot manage with escort 




	  
	13. Treatment Required 
	13. Treatment Required 
	13. Treatment Required 
	13. Treatment Required 
	13. Treatment Required 

	 A: Occupational therapy  B: Physiotherapy 
	 A: Occupational therapy  B: Physiotherapy 


	 
	 
	 

	 C: Others: 
	 C: Others: 

	 
	 


	14. Assistive Devices Used 
	14. Assistive Devices Used 
	14. Assistive Devices Used 

	 A: Wheelchair  B: Ambulator  C: Prosthesis / artificial legs 
	 A: Wheelchair  B: Ambulator  C: Prosthesis / artificial legs 


	 
	 
	 

	 D: Calipers  E: Special boots  F: Hearing aid 
	 D: Calipers  E: Special boots  F: Hearing aid 


	 
	 
	 

	 G: Crutches  H: Tripod  I: Others: 
	 G: Crutches  H: Tripod  I: Others: 

	 
	 




	 
	III. Reason(s) of Application for Transfer 
	 
	 
	 
	 
	 

	 
	 

	 
	 



	 
	 
	 
	 

	 
	 

	 
	 




	 
	IV. Placement Arrangement 
	 
	1.       Service Recommended 
	1.       Service Recommended 
	1.       Service Recommended 
	1.       Service Recommended 
	1.       Service Recommended 
	 Small group home for mildly mentally handicapped children (SGHMMHC) 
	 Integrated Small group home for mildly mentally handicapped children (ISGH) 
	 SGHMMHC + ISGH 
	2.      Location 


	 
	 
	 

	 
	 


	 
	 
	 

	 No (Waiting time will be much shorter) 
	 No (Waiting time will be much shorter) 


	 
	 
	 

	 Yes (Please indicate 5 choices in region / district / service unit) 
	 Yes (Please indicate 5 choices in region / district / service unit) 


	 
	 
	 

	Description 
	Description 


	 
	 
	 

	1. 
	1. 

	 
	 


	 
	 
	 

	2. 
	2. 

	 
	 


	 
	 
	 

	3. 
	3. 

	 
	 


	 
	 
	 

	4. 
	4. 

	 
	 


	 
	 
	 

	5. 
	5. 

	 
	 




	 
	V. Declaration 
	 
	        Referrer has declared that there is no conflict of interest in handling this application.  Referrer is not a family member or personal friend of the applicant and has no personal or social ties with the applicant, and she/he has notified the applicant/family member(s)/guardian/carer(s) that SWD and the referring agency will not charge for the application and referral for service.  The applicant/family member(s)/guardian/carer(s) should report to the Independent Commission Against Corruption (ICAC) i
	 
	Case ref. no.: 
	Case ref. no.: 
	Case ref. no.: 
	Case ref. no.: 
	Case ref. no.: 

	 
	 

	Tel.: 
	Tel.: 

	 
	 


	Name of referrer: 
	Name of referrer: 
	Name of referrer: 

	 
	 

	Fax.: 
	Fax.: 

	 
	 


	Office / Centre: 
	Office / Centre: 
	Office / Centre: 

	 
	 

	Date: 
	Date: 

	 
	 




	 
	VI. Endorsement* 
	 
	Comments:  
	Comments:  
	Comments:  
	Comments:  
	Comments:  

	 
	 



	Name: 
	Name: 
	Name: 
	Name: 

	 
	 

	Signature: 
	Signature: 

	 
	 


	Post Title: 
	Post Title: 
	Post Title: 

	 
	 

	Date: 
	Date: 

	 
	 




	 
	*  Endorsement should be obtained from agency head/designated representative of non-governmental organisation or DSWO/ADSWO of SWD. 
	 
	RESTRICTED
	RESTRICTED
	 

	 
	 

	Outcome of Application for Transfer to  Other Residential Care Unit for Persons with Disabilities Under Same Service Type 
	 
	 

	From:
	From:
	From:
	From:
	From:
	From:
	 


	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	 

	Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
	Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
	 

	(CRSRehab-SGHCMID)
	(CRSRehab-SGHCMID)
	 

	Social Welfare Department
	Social Welfare Department
	 

	Room 901, 9/F Wu Chung House, 213 Queen’s Road East
	Room 901, 9/F Wu Chung House, 213 Queen’s Road East
	 

	Wanchai, Hong Kong
	Wanchai, Hong Kong
	 




	To:
	To:
	To:
	To:
	To:
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 



	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	 


	 
	 
	 


	Your Ref.:
	Your Ref.:
	Your Ref.:
	 


	 
	 
	 



	Fax:
	Fax:
	Fax:
	Fax:
	 


	 
	 

	Your Tel:
	Your Tel:
	Your Tel:
	 


	 
	 
	 



	Date:
	Date:
	Date:
	Date:
	 


	 
	 
	 


	Your Fax:
	Your Fax:
	Your Fax:
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 





	 
	 

	Name:
	Name:
	Name:
	Name:
	Name:
	Name:
	 


	 
	 
	 




	HKIC:
	HKIC:
	HKIC:
	HKIC:
	HKIC:
	 


	 
	 
	 



	CRSRehab No.:
	CRSRehab No.:
	CRSRehab No.:
	CRSRehab No.:
	 


	 
	 
	 





	 
	 
	The application for transfer to other residential care unit under same service type of the above-named has been received.   
	□ Applicant has been put back to the active waiting list.  The application date of residential care service on                           is retained. 
	□ Applicant has been put back to the active waiting list.  The application date of residential care service on                           is retained. 
	□ Applicant has been put back to the active waiting list.  The application date of residential care service on                           is retained. 


	 
	□ The application is considered not justified and hence not approved.  Should there is any change in circumstances in future warranting application for transfer, applicant may make a fresh application again. 
	□ The application is considered not justified and hence not approved.  Should there is any change in circumstances in future warranting application for transfer, applicant may make a fresh application again. 
	□ The application is considered not justified and hence not approved.  Should there is any change in circumstances in future warranting application for transfer, applicant may make a fresh application again. 
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	( 
	( 
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	( 

	 
	 

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab-SGHCMID 
	Oi/c CRSRehab-SGHCMID 

	 
	 




	 
	 
	 
	 
	 
	 

	 
	 
	RESTRICTED
	RESTRICTED
	 

	 
	 

	Data Updating Form
	Data Updating Form
	 
	Span

	 
	From: 
	From: 
	From: 
	From: 
	From: 

	      
	      

	 
	 

	 
	 

	To: 
	To: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Small Group Home for Children with Mild Intellectual Disabilities 
	Social Welfare Department 
	Room 901, 9/F Wu Chung House 
	213 Queen's Road East, Wanchai, Hong Kong 


	TR
	 
	 

	(Name of Referring Office) 
	(Name of Referring Office) 

	 
	 

	 
	 

	 
	 


	TR
	 
	 

	      
	      

	 
	 

	 
	 

	 
	 


	TR
	 
	 

	(Name of Organisation) 
	(Name of Organisation) 

	 
	 

	 
	 

	 
	 


	TR
	Ref.: 
	Ref.: 

	      
	      

	 
	 

	 
	 

	 
	 


	Tel.: 
	Tel.: 
	Tel.: 

	      
	      

	 
	 

	 
	 

	Your Ref.: 
	Your Ref.: 

	 
	 


	Fax: 
	Fax: 
	Fax: 

	      
	      

	 
	 

	 
	 

	Tel.: 
	Tel.: 

	2892 5136 
	2892 5136 


	Date: 
	Date: 
	Date: 

	      
	      

	 
	 

	 
	 

	Fax: 
	Fax: 

	2893 6983 
	2893 6983 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 

	      
	      

	HKIC No.: 
	HKIC No.: 

	      
	      

	CRSRehab No.: 
	CRSRehab No.: 

	      
	      




	 
	Information to be updated: (please ✓ in the appropriate box) 
	 
	☐ 
	☐ 
	☐ 
	☐ 
	☐ 

	Placement is no longer required. (Case can be removed from CRSRehab-SGHCMID) 
	Placement is no longer required. (Case can be removed from CRSRehab-SGHCMID) 



	 
	 
	 
	 

	 
	 

	 
	 

	 
	 


	☐  
	☐  
	☐  

	Change in placement request: 
	Change in placement request: 

	☐ SGHMMHC only 
	☐ SGHMMHC only 

	☐ ISGH only 
	☐ ISGH only 


	 
	 
	 

	 
	 

	☐ SGHMMHC/ISGH 
	☐ SGHMMHC/ISGH 


	 
	 
	 

	 
	 

	 
	 


	☐  
	☐  
	☐  

	Change in location preference: 
	Change in location preference: 

	-       
	-       
	-       
	-       




	 
	 
	 

	 
	 

	-       
	-       
	-       
	-       




	 
	 
	 

	 
	 

	-       
	-       
	-       
	-       




	 
	 
	 

	 
	 

	-       
	-       
	-       
	-       




	 
	 
	 

	 
	 

	-       
	-       
	-       
	-       




	 
	 
	 

	 
	 

	 
	 

	 
	 


	☐ 
	☐ 
	☐ 

	Change in referring office #: 
	Change in referring office #: 

	(New office name) 
	(New office name) 

	      
	      


	 
	 
	 

	 
	 

	 
	 

	 
	 


	☐ 
	☐ 
	☐ 

	Change in referrer #: 
	Change in referrer #: 

	(New office name) 
	(New office name) 

	      
	      


	 
	 
	 

	 
	 

	(Phone number) 
	(Phone number) 

	      
	      

	(Fax number) 
	(Fax number) 

	      
	      


	 
	 
	 

	 
	 

	 
	 

	 
	 


	☐ 
	☐ 
	☐ 

	Applicant is discharged/ready for discharged from hospital. Please put the case back on waiting list. 
	Applicant is discharged/ready for discharged from hospital. Please put the case back on waiting list. 


	 
	 
	 

	 
	 

	 
	 

	 
	 


	☐ 
	☐ 
	☐ 

	Change in applicant’s personal particulars (residential district, disability, etc.) 
	Change in applicant’s personal particulars (residential district, disability, etc.) 


	 
	 
	 

	Please specify: ___________________ 
	Please specify: ___________________ 

	 
	 


	 
	 
	 

	 
	 

	 
	 


	☐ 
	☐ 
	☐ 

	Others, please specify: _____________ 
	Others, please specify: _____________ 

	 
	 

	 
	 




	 
	 
	 
	 
	 
	 
	 

	Signature: 
	Signature: 

	 
	 


	 
	 
	 

	Name: 
	Name: 

	      
	      


	 
	 
	 

	Post: 
	Post: 

	      
	      




	 
	# c.c. New referrer (Fax:________________ 
	 
	 
	RESTRICTED
	 
	 

	 
	 

	Removal from Waiting List
	Removal from Waiting List
	 
	Span

	 
	 

	From:
	From:
	From:
	From:
	From:
	From:
	 


	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	 

	Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
	Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
	 

	(CRSRehab-SGHCMID)
	(CRSRehab-SGHCMID)
	 

	Social Welfare Department
	Social Welfare Department
	 

	Room 901, 9/F Wu Chung House, 213 Queen’s Road East
	Room 901, 9/F Wu Chung House, 213 Queen’s Road East
	 

	Wanchai, Hong Kong
	Wanchai, Hong Kong
	 




	To:
	To:
	To:
	To:
	To:
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 



	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	 


	 
	 
	 


	Your Ref.:
	Your Ref.:
	Your Ref.:
	 


	 
	 
	 



	Fax:
	Fax:
	Fax:
	Fax:
	 


	 
	 

	Your Tel:
	Your Tel:
	Your Tel:
	 


	 
	 
	 



	Date:
	Date:
	Date:
	Date:
	 


	 
	 
	 


	Your Fax:
	Your Fax:
	Your Fax:
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 





	 
	 

	Name:
	Name:
	Name:
	Name:
	Name:
	Name:
	 


	 
	 
	 




	HKBC:
	HKBC:
	HKBC:
	HKBC:
	HKBC:
	 


	 
	 
	 



	CRSRehab No.:
	CRSRehab No.:
	CRSRehab No.:
	CRSRehab No.:
	 


	 
	 
	 





	 
	 

	The above-named application has been removed from the waiting list due to the following reason:
	The above-named application has been removed from the waiting list due to the following reason:
	 

	 
	 
	 
	 
	 
	 


	Case closed in CRSRehab-SGHCMID upon:
	Case closed in CRSRehab-SGHCMID upon:
	Case closed in CRSRehab-SGHCMID upon:
	 

	 
	 




	 
	 
	 
	 
	 


	 
	 
	 



	 
	 
	 
	 


	Hospitalisation of applicant.  Please refer to the Manual of Procedures for CRSRehab for further information.
	Hospitalisation of applicant.  Please refer to the Manual of Procedures for CRSRehab for further information.
	Hospitalisation of applicant.  Please refer to the Manual of Procedures for CRSRehab for further information.
	 



	 
	 
	 
	 


	 
	 
	 



	 
	 
	 
	 


	Applicant being rejected twice by different agencies in the same service.  Please arrange for re-assessment in the applicant’s genuine service need.
	Applicant being rejected twice by different agencies in the same service.  Please arrange for re-assessment in the applicant’s genuine service need.
	Applicant being rejected twice by different agencies in the same service.  Please arrange for re-assessment in the applicant’s genuine service need.
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	(
	(
	(
	(
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	Oi/c CRSRehab - SGHCMID
	Oi/c CRSRehab - SGHCMID
	Oi/c CRSRehab - SGHCMID
	 


	 
	 
	 





	 
	 

	 
	 
	 
	Report of Vacancies 
	 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	      
	      

	 
	 

	 
	 

	To: 
	To: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Small Group Home for Children with Mild Intellectual Disabilities 
	Social Welfare Department 
	9/F Wu Chung House 
	213 Queen’s Road East, Wanchai, Hong Kong 


	TR
	 
	 

	(Name of Rehabilitation Unit) 
	(Name of Rehabilitation Unit) 

	 
	 

	 
	 

	 
	 


	TR
	 
	 

	      
	      

	 
	 

	 
	 

	 
	 


	TR
	 
	 

	(Name of Organisation) 
	(Name of Organisation) 

	 
	 

	 
	 

	 
	 


	TR
	Ref.: 
	Ref.: 

	      
	      

	 
	 

	 
	 

	 
	 


	Tel.: 
	Tel.: 
	Tel.: 

	      
	      

	 
	 

	 
	 

	 
	 

	      
	      


	Fax: 
	Fax: 
	Fax: 

	      
	      

	 
	 

	 
	 

	Tel.: 
	Tel.: 

	2892 5136 
	2892 5136 


	Date: 
	Date: 
	Date: 

	      
	      

	 
	 

	 
	 

	Fax: 
	Fax: 

	2893 6983 
	2893 6983 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	      
	      
	      
	      
	      

	/ 
	/ 

	      
	      

	/ 
	/ 

	      
	      




	1. Number of vacancies as at (DD/MM/YYYY)                                                                                  
	 
	Service 
	Service 
	Service 
	Service 
	Service 

	SGHMMHC/ISGH 
	SGHMMHC/ISGH 


	Sex 
	Sex 
	Sex 

	M 
	M 

	F 
	F 


	(a) Capacity  
	(a) Capacity  
	(a) Capacity  

	      
	      

	      
	      


	(b) Enrolment 
	(b) Enrolment 
	(b) Enrolment 

	      
	      

	      
	      


	(c) No. of referral(s) approved and pending admission 
	(c) No. of referral(s) approved and pending admission 
	(c) No. of referral(s) approved and pending admission 

	      
	      

	      
	      


	(d) No. of referral(s) being processed 
	(d) No. of referral(s) being processed 
	(d) No. of referral(s) being processed 

	      
	      

	      
	      


	(e) No. of immediate vacancy 
	(e) No. of immediate vacancy 
	(e) No. of immediate vacancy 

	      
	      

	      
	      


	Remarks [ (e) = (a) – (b) – (c) – (d) ] 
	Remarks [ (e) = (a) – (b) – (c) – (d) ] 
	Remarks [ (e) = (a) – (b) – (c) – (d) ] 

	      
	      




	 
	 
	2. Number of vacancies anticipated in forthcoming 2 months (excluding those reported in item 1): 
	 
	Service 
	Service 
	Service 
	Service 
	Service 

	SGHMMHC/ISGH  
	SGHMMHC/ISGH  


	Gender 
	Gender 
	Gender 

	M 
	M 

	F 
	F 


	Vacancies 
	Vacancies 
	Vacancies 

	      
	      

	      
	      


	Available date(s) 
	Available date(s) 
	Available date(s) 

	      
	      


	Remarks  
	Remarks  
	Remarks  

	      
	      




	 
	 
	Signature: 
	Signature: 
	Signature: 
	Signature: 
	Signature: 

	      
	      


	Name: 
	Name: 
	Name: 

	      
	      


	Post: 
	Post: 
	Post: 

	      
	      




	       
	RESTRICTED
	RESTRICTED
	 

	 
	 

	Selection for Placement
	Selection for Placement
	 
	Span

	 
	 

	From:
	From:
	From:
	From:
	From:
	From:
	 


	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Small Group Home for Children with Mild Intellectual Disabilities 
	(CRSRehab-SGHCMID) 
	Social Welfare Department 
	Room 901, 9/F Wu Chung House, 213 Queen’s Road East 
	Wanchai, Hong Kong 



	To:
	To:
	To:
	To:
	To:
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 



	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	 


	 
	 
	 


	Your Ref.:
	Your Ref.:
	Your Ref.:
	 


	 
	 
	 



	Fax:
	Fax:
	Fax:
	Fax:
	 


	 
	 

	Your Tel:
	Your Tel:
	Your Tel:
	 


	 
	 
	 



	Date:
	Date:
	Date:
	Date:
	 


	 
	 
	 


	Your Fax:
	Your Fax:
	Your Fax:
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 





	 
	 

	The following applicant has been selected for placement in rehabilitation unit with details shown below.  Please reply to CRSRehab by Form 7 within 3 week(s).
	The following applicant has been selected for placement in rehabilitation unit with details shown below.  Please reply to CRSRehab by Form 7 within 3 week(s).
	 

	 
	 

	Please note that the number of selected cases maybe slightly excess of the number of vacancies taking into account of possible decline cases.  Your early reply will facilitate the applicant’s admission for service.  You may consider to contact the rehabilitation unit for arrangement of visits for the applicant or information on the service as appropriate.
	Please note that the number of selected cases maybe slightly excess of the number of vacancies taking into account of possible decline cases.  Your early reply will facilitate the applicant’s admission for service.  You may consider to contact the rehabilitation unit for arrangement of visits for the applicant or information on the service as appropriate.
	 

	 
	 

	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	 


	 
	 
	 




	HKBC:
	HKBC:
	HKBC:
	HKBC:
	HKBC:
	 


	 
	 
	 



	CRSRehab No.:
	CRSRehab No.:
	CRSRehab No.:
	CRSRehab No.:
	 


	 
	 
	 



	Name of Rehabilitation Unit:
	Name of Rehabilitation Unit:
	Name of Rehabilitation Unit:
	Name of Rehabilitation Unit:
	 


	 
	 
	 



	Type of Service:
	Type of Service:
	Type of Service:
	Type of Service:
	 


	 
	 
	 



	Address:
	Address:
	Address:
	Address:
	 


	 
	 
	 



	Tel. No.:
	Tel. No.:
	Tel. No.:
	Tel. No.:
	 


	 
	 
	 



	Fax No.:
	Fax No.:
	Fax No.:
	Fax No.:
	 


	 
	 
	 



	Date of Selection:
	Date of Selection:
	Date of Selection:
	Date of Selection:
	 


	 
	 
	 





	 
	 

	For applicant accepting the placement offer, please forward the following required papers:
	For applicant accepting the placement offer, please forward the following required papers:
	 

	1. CRSRehab-SGHCMID Form 7
	1. CRSRehab-SGHCMID Form 7
	1. CRSRehab-SGHCMID Form 7
	1. CRSRehab-SGHCMID Form 7
	 


	2. Psychological report (for Intellectual Disabilities)
	2. Psychological report (for Intellectual Disabilities)
	2. Psychological report (for Intellectual Disabilities)
	 


	3. Referral Form for Placement in Residential Child Care Services (CRSRC 3)
	3. Referral Form for Placement in Residential Child Care Services (CRSRC 3)
	3. Referral Form for Placement in Residential Child Care Services (CRSRC 3)
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	(
	(
	(
	(
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	)
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	Oi/c CRSRehab - SGHCMID
	Oi/c CRSRehab - SGHCMID
	Oi/c CRSRehab - SGHCMID
	 


	 
	 
	 





	 
	 

	 
	 
	 
	RESTRICTED
	RESTRICTED
	 

	 
	 

	Notification of Case Selection to Rehabilitation Unit
	Notification of Case Selection to Rehabilitation Unit
	 
	Span

	 
	 

	From:
	From:
	From:
	From:
	From:
	From:
	 


	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	 

	Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
	Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
	 

	(CRSRehab-SGHCMID)
	(CRSRehab-SGHCMID)
	 

	Social Welfare Department
	Social Welfare Department
	 

	Room 901, 9/F Wu Chung House, 213 Queen’s Road East
	Room 901, 9/F Wu Chung House, 213 Queen’s Road East
	 

	Wanchai, Hong Kong
	Wanchai, Hong Kong
	 




	To:
	To:
	To:
	To:
	To:
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 



	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	 


	 
	 

	Your Tel:
	Your Tel:
	Your Tel:
	 


	 
	 
	 



	Fax:
	Fax:
	Fax:
	Fax:
	 


	 
	 
	 


	Your Fax:
	Your Fax:
	Your Fax:
	 


	 
	 
	 



	Date:
	Date:
	Date:
	Date:
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 





	 
	 

	Listed below for your information are the application(s) that have been selected from the waiting list for placement in your service unit. These applicants have 3 week(s)’ time to decide whether they accept the placement offer or not. Subject to their acceptance of placement offer, the referrer and/or CRSRehab will send relevant documents to you for case intake once they are available.
	Listed below for your information are the application(s) that have been selected from the waiting list for placement in your service unit. These applicants have 3 week(s)’ time to decide whether they accept the placement offer or not. Subject to their acceptance of placement offer, the referrer and/or CRSRehab will send relevant documents to you for case intake once they are available.
	 

	 
	 

	While the applicants are considering acceptance of placement offer, they and/or their family members may, through the referring officers, approach your unit for visits or information on services provided.
	While the applicants are considering acceptance of placement offer, they and/or their family members may, through the referring officers, approach your unit for visits or information on services provided.
	 

	 
	 

	Since some of the applicants may eventually decline the placement offer, if you need updated referral situation of the list, please contact the undersigned officer of the CRSRehab.
	Since some of the applicants may eventually decline the placement offer, if you need updated referral situation of the list, please contact the undersigned officer of the CRSRehab.
	 

	 
	 

	Name
	Name
	Name
	Name
	Name
	Name
	 
	Span


	Sex/
	Sex/
	Sex/
	 
	Span
	Age
	 
	Span


	CRSRehab No.
	CRSRehab No.
	CRSRehab No.
	 
	Span


	Referring Office
	Referring Office
	Referring Office
	 
	Span


	Name of Referrer
	Name of Referrer
	Name of Referrer
	 
	Span


	Tel
	Tel
	Tel
	 
	Span


	Normal/
	Normal/
	Normal/
	 
	Span
	Priority
	 
	Span
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	 (
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	Oi/c CRSRehab - SGHCMID
	Oi/c CRSRehab - SGHCMID
	Oi/c CRSRehab - SGHCMID
	 


	 
	 
	 





	 
	 

	 
	 

	 
	 

	 
	RESTRICTED 
	 
	Reply to CRSRehab-SGHCMID on Selection for Placement 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	      
	      

	 
	 

	To: 
	To: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Small Group Home for Children with Mild Intellectual Disabilities 
	Social Welfare Department 
	9/F Wu Chung House 
	213 Queen’s Road East, Wanchai, Hong Kong 



	TBody
	TR
	 
	 

	(Name of Referring Office) 
	(Name of Referring Office) 

	 
	 


	TR
	 
	 

	 
	 

	 
	 


	TR
	 
	 

	(Name of Organisation) 
	(Name of Organisation) 

	 
	 


	TR
	Ref: 
	Ref: 

	      
	      

	 
	 


	TR
	Tel: 
	Tel: 

	      
	      

	 
	 


	Fax: 
	Fax: 
	Fax: 

	      
	      

	 
	 

	Tel: 
	Tel: 

	2892 5136 
	2892 5136 


	Date: 
	Date: 
	Date: 

	      
	      

	 
	 

	Fax: 
	Fax: 

	2893 6983 
	2893 6983 


	 
	 
	 

	 
	 




	 
	Application for placement to:   
	Application for placement to:   
	Application for placement to:   
	Application for placement to:   
	Application for placement to:   

	      
	      



	 
	 
	 
	 

	(name of rehabilitation unit) 
	(name of rehabilitation unit) 




	 
	Name: 
	Name: 
	Name: 
	Name: 
	Name: 

	      
	      

	HKBC No.: 
	HKBC No.: 

	      
	      

	CRSRehab No.: 
	CRSRehab No.: 

	M99      
	M99      




	 
	☐ 
	☐ 
	☐ 
	☐ 
	☐ 

	Applicant accepts the offer. 
	Applicant accepts the offer. 

	(Please ✓ in the appropriate box) 
	(Please ✓ in the appropriate box) 



	 
	 
	 
	 

	(For priority placement, the applicant is confirmed to have urgent service need.) 
	(For priority placement, the applicant is confirmed to have urgent service need.) 


	 
	 
	 

	The following documents are attached: 
	The following documents are attached: 


	 
	 
	 

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

	 
	 


	 
	 
	 

	☐  Psychological report 
	☐  Psychological report 

	 
	 


	 
	 
	 

	☐  Others, please specify: 
	☐  Others, please specify: 

	      
	      




	 
	☐ 
	☐ 
	☐ 
	☐ 
	☐ 

	Applicant declines the offer. 
	Applicant declines the offer. 

	(Please ✓ only one box): 
	(Please ✓ only one box): 



	 
	 
	 
	 

	☐  Applicant considers the location of rehabilitation unfavourable  
	☐  Applicant considers the location of rehabilitation unfavourable  


	 
	 
	 

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


	 
	 
	 

	☐  No immediate need for service 
	☐  No immediate need for service 


	 
	 
	 

	☐  Transport not available/cannot be arranged 
	☐  Transport not available/cannot be arranged 


	 
	 
	 

	☐  Applicant left Hong Kong or emigrated overseas 
	☐  Applicant left Hong Kong or emigrated overseas 


	 
	 
	 

	☐  Lost contact with applicant  
	☐  Lost contact with applicant  


	 
	 
	 

	☐  Applicant passed away 
	☐  Applicant passed away 


	 
	 
	 

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


	 
	 
	 

	☐  Ability improved, upward movement required 
	☐  Ability improved, upward movement required 


	 
	 
	 

	☐  Ability deteriorated, downward movement required  
	☐  Ability deteriorated, downward movement required  


	 
	 
	 

	☐  Others, please specify: 
	☐  Others, please specify: 

	      
	      




	 
	☐ 
	☐ 
	☐ 
	☐ 
	☐ 

	Applicant is temporarily hospitalized. 
	Applicant is temporarily hospitalized. 



	 
	 
	 
	 

	Name of Hospital: 
	Name of Hospital: 

	      
	      


	 
	 
	 

	Admission date: 
	Admission date: 

	      
	      


	 
	 
	 

	Diagnosis/Treatment required: 
	Diagnosis/Treatment required: 

	      
	      




	 
	 
	 
	Signature: 
	Signature: 
	Signature: 
	Signature: 
	Signature: 

	 
	 



	Name: 
	Name: 
	Name: 
	Name: 

	      
	      


	Post: 
	Post: 
	Post: 

	      
	      




	 
	 
	c.c. Rehabilitation Unit ( 
	c.c. Rehabilitation Unit ( 
	c.c. Rehabilitation Unit ( 
	c.c. Rehabilitation Unit ( 
	c.c. Rehabilitation Unit ( 

	      
	      

	) 
	) 

	Fax: (       ) 
	Fax: (       ) 




	RESTRICTED
	RESTRICTED
	 

	 
	 

	Second 
	Second 
	Reminder to Referrer
	 
	Span

	 
	 

	From:
	From:
	From:
	From:
	From:
	From:
	 


	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	 

	Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
	Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
	 

	(CRSRehab-SGHCMID)
	(CRSRehab-SGHCMID)
	 

	Social Welfare Department
	Social Welfare Department
	 

	Room 901, 9/F Wu Chung House, 213 Queen’s Road East
	Room 901, 9/F Wu Chung House, 213 Queen’s Road East
	 

	Wanchai, Hong Kong
	Wanchai, Hong Kong
	 




	To:
	To:
	To:
	To:
	To:
	 


	     
	     
	     
	 

	     
	     
	 

	     
	     
	 



	 
	 
	 
	 


	 
	 
	 



	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	 


	      
	      

	Your Ref.:
	Your Ref.:
	Your Ref.:
	 


	     
	     
	     
	 



	Fax:
	Fax:
	Fax:
	Fax:
	 


	     
	     
	     
	 


	Your Tel:
	Your Tel:
	Your Tel:
	 


	     
	     
	     
	 



	Date:
	Date:
	Date:
	Date:
	 


	     
	     
	     
	 


	Your Fax:
	Your Fax:
	Your Fax:
	 


	     
	     
	     
	 



	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 





	 
	 

	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	 


	     
	     
	     
	 




	HKBC:
	HKBC:
	HKBC:
	HKBC:
	HKBC:
	 


	     
	     
	     
	 



	CRSRehab No.:
	CRSRehab No.:
	CRSRehab No.:
	CRSRehab No.:
	 


	     
	     
	     
	 



	Name of Rehabilitation Unit:
	Name of Rehabilitation Unit:
	Name of Rehabilitation Unit:
	Name of Rehabilitation Unit:
	 


	     
	     
	     
	 



	Date of Selection:
	Date of Selection:
	Date of Selection:
	Date of Selection:
	 


	     
	     
	     
	 





	 
	 

	CRSRehab has not received your reply to the placement offer for the above-named applicant.  I would be grateful if you would reply to CRSRehab via Form 7 within 2 week(s).  Otherwise, the applicant would be removed from the waiting list.
	CRSRehab has not received your reply to the placement offer for the above-named applicant.  I would be grateful if you would reply to CRSRehab via Form 7 within 2 week(s).  Otherwise, the applicant would be removed from the waiting list.
	 

	 
	 

	If you have already replied to this, I would much appreciate if you would forward a copy of Form 7 to CRSRehab.
	If you have already replied to this, I would much appreciate if you would forward a copy of Form 7 to CRSRehab.
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	Oi/c CRSRehab - SGHCMID      
	Oi/c CRSRehab - SGHCMID      
	Oi/c CRSRehab - SGHCMID      
	 


	 
	 
	 





	 
	 

	 
	 

	c.c.      
	c.c.      
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	RESTRICTED
	 

	 
	 

	Referral for Admission
	Referral for Admission
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	From:
	From:
	From:
	From:
	From:
	From:
	 


	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	 

	Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
	Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
	 

	(CRSRehab-SGHCMID)
	(CRSRehab-SGHCMID)
	 

	Social Welfare Department
	Social Welfare Department
	 

	Room 901, 9/F Wu Chung House, 213 Queen’s Road East
	Room 901, 9/F Wu Chung House, 213 Queen’s Road East
	 

	Wanchai, Hong Kong
	Wanchai, Hong Kong
	 




	To:
	To:
	To:
	To:
	To:
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 



	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	 


	 
	 

	Your Tel:
	Your Tel:
	Your Tel:
	 


	 
	 
	 



	Fax:
	Fax:
	Fax:
	Fax:
	 


	 
	 
	 


	Your Fax:
	Your Fax:
	Your Fax:
	 


	 
	 
	 



	Date:
	Date:
	Date:
	Date:
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 





	 
	 

	Referral for Admission to
	Referral for Admission to
	Referral for Admission to
	Referral for Admission to
	Referral for Admission to
	Referral for Admission to
	 



	 
	 
	 
	 





	 
	 

	I forward the referral papers listed below of the following applicant for admission to your centre.  Please kindly reply by completing the Report on Case Intake/Discharge (Form 9) within 28 day(s).
	I forward the referral papers listed below of the following applicant for admission to your centre.  Please kindly reply by completing the Report on Case Intake/Discharge (Form 9) within 28 day(s).
	 

	 
	 

	By copy of this, the referrer is requested to contact the rehabilitation unit for case intake.
	By copy of this, the referrer is requested to contact the rehabilitation unit for case intake.
	 

	 
	 

	Case particulars:
	Case particulars:
	 

	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	 


	 
	 
	 


	Hong Kong Birth Certificate:
	Hong Kong Birth Certificate:
	Hong Kong Birth Certificate:
	 


	 
	 
	 




	Sex / D.O.B.:
	Sex / D.O.B.:
	Sex / D.O.B.:
	Sex / D.O.B.:
	Sex / D.O.B.:
	 


	 
	 
	 


	CRSRehab No.:
	CRSRehab No.:
	CRSRehab No.:
	 


	 
	 
	 





	 
	 

	Referral papers attached:
	Referral papers attached:
	 

	1. Psychological report (for Intellectual Disabilities)
	1. Psychological report (for Intellectual Disabilities)
	1. Psychological report (for Intellectual Disabilities)
	1. Psychological report (for Intellectual Disabilities)
	 


	2. Referral Form for Placement in Residential Child Care Services (CRSRC 3)
	2. Referral Form for Placement in Residential Child Care Services (CRSRC 3)
	2. Referral Form for Placement in Residential Child Care Services (CRSRC 3)
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	(
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	Oi/c CRSRehab - SGHCMID
	Oi/c CRSRehab - SGHCMID
	Oi/c CRSRehab - SGHCMID
	 


	 
	 
	 





	 
	 
	c.c. Referring office (without enclosure): 
	c.c. Referring office (without enclosure): 
	 

	 
	 
	 
	RESTRICTED
	RESTRICTED
	 

	 
	 

	Report to CRSRehab-SGHCMID on Case Intake/Discharge
	Report to CRSRehab-SGHCMID on Case Intake/Discharge
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	From:
	From:
	From:
	From:
	From:
	From:
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 


	To:
	To:
	To:
	 


	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	 

	Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
	Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
	 

	Social Welfare Department
	Social Welfare Department
	 

	9/F Wu Chung House
	9/F Wu Chung House
	 

	213 Queen’s Road East, Wanchai, Hong Kong
	213 Queen’s Road East, Wanchai, Hong Kong
	 




	TBody
	TR
	 
	 
	 


	(Name of Rehabilitation Unit)
	(Name of Rehabilitation Unit)
	(Name of Rehabilitation Unit)
	 


	 
	 
	 



	TR
	 
	 
	 


	 
	 
	 


	 
	 
	 



	TR
	 
	 
	 


	(Name of 
	(Name of 
	(Name of 
	Organisation
	)
	 


	 
	 
	 



	TR
	Ref:
	Ref:
	Ref:
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 



	TR
	Tel:
	Tel:
	Tel:
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 



	Fax:
	Fax:
	Fax:
	Fax:
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 


	Tel:
	Tel:
	Tel:
	 


	2892 5136
	2892 5136
	2892 5136
	 



	Date:
	Date:
	Date:
	Date:
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 


	Fax:
	Fax:
	Fax:
	 


	2893 6983
	2893 6983
	2893 6983
	 



	 
	 
	 
	 


	 
	 
	 





	 
	Name:
	Name:
	Name:
	Name:
	Name:
	Name:
	 


	 
	 
	 
	 
	 
	 
	 
	 


	HKBC No.:
	HKBC No.:
	HKBC No.:
	 


	 
	 
	 
	 
	 
	 
	 
	 


	CRSRehab No.:
	CRSRehab No.:
	CRSRehab No.:
	 


	 
	 
	 
	 
	 
	 
	 
	 





	 
	Please be informed the above-named case has been: 
	☐
	☐
	☐
	☐
	☐
	☐
	   


	admitted into service on 
	admitted into service on 

	      
	      

	(date). 
	(date). 



	 
	 
	 
	 

	 
	 


	☐
	☐
	☐
	☐
	 


	rejected upon case screening due to: 
	rejected upon case screening due to: 


	  
	  
	  

	☐
	☐
	☐
	 unstable mental/emotional condition
	 


	☐
	☐
	☐
	 acute health problem 



	 
	 
	 

	☐
	☐
	☐
	 no vacancy
	 


	☐
	☐
	☐
	 severe behavioral problem (please specify):
	 



	 
	 
	 

	☐
	☐
	☐
	 health condition does not meet the admission criteria
	 



	 
	 
	 

	☐
	☐
	☐
	 others (please specify):
	 


	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 

	 
	 


	☐
	☐
	☐
	☐
	 


	self-withdrawn by applicant upon case screening due to: 
	self-withdrawn by applicant upon case screening due to: 


	 
	 
	 

	☐
	☐
	☐
	 no immediate need for service 


	☐
	☐
	☐
	 prefer to live with/cared by family members 



	 
	 
	 

	☐
	☐
	☐
	 unfavourable location 


	☐
	☐
	☐
	 lost trace 



	 
	 
	 

	☐
	☐
	☐
	 applicant/family members do not disclose any reason
	 



	 
	 
	 

	☐
	☐
	☐
	 others (please specify):
	 


	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 

	 
	 


	☐
	☐
	☐
	☐
	 


	temporarily hospitalized:
	temporarily hospitalized:
	temporarily hospitalized:
	 


	 
	 
	 



	 
	 
	 

	Name of Hospital:
	Name of Hospital:
	Name of Hospital:
	 


	 
	 
	 



	 
	 
	 

	Admission date:
	Admission date:
	Admission date:
	 


	 
	 
	 



	 
	 
	 

	Diagnosis/Treatment required:
	Diagnosis/Treatment required:
	Diagnosis/Treatment required:
	 


	 
	 
	 



	 
	 
	 

	 
	 
	 


	 
	 
	 



	☐
	☐
	☐
	☐
	 


	discharged from our service on 
	discharged from our service on 

	 
	 
	 
	 
	 
	 
	 
	 


	(date) due to: 
	(date) due to: 


	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 

	 
	 
	 


	 
	 
	 





	 
	 
	Signature:
	Signature:
	Signature:
	Signature:
	Signature:
	Signature:
	 


	 
	 
	 




	Name:
	Name:
	Name:
	Name:
	Name:
	 


	 
	 
	 
	 
	 
	 
	 
	 



	Post:
	Post:
	Post:
	Post:
	 


	 
	 
	 
	 
	 
	 
	 
	 





	c.c. Referring office:  (case ref.   
	c.c. Referring office:  (case ref.   
	 
	 
	 
	 
	 
	               ) 
	 

	 
	 

	Reminder to Rehabilitation Unit
	Reminder to Rehabilitation Unit
	 
	Span

	 
	 

	From:
	From:
	From:
	From:
	From:
	From:
	 


	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Small Group Home for Children with Mild Intellectual Disabilities 
	(CRSRehab-SGHCMID) 
	Social Welfare Department 
	Room 901, 9/F Wu Chung House, 213 Queen’s Road East 
	Wanchai, Hong Kong
	Wanchai, Hong Kong
	 




	To:
	To:
	To:
	To:
	To:
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 



	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	 


	 
	 

	Your Tel:
	Your Tel:
	Your Tel:
	 


	 
	 
	 



	Fax:
	Fax:
	Fax:
	Fax:
	 


	 
	 
	 


	Your Fax:
	Your Fax:
	Your Fax:
	 


	 
	 
	 



	Date:
	Date:
	Date:
	Date:
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 





	 
	 

	The following application(s) has/ have been referred to your unit for consideration of admission for more than 4 week(s).  So far, no reply has been received by CRSRehab.  I would be grateful for your prompt decision on this/ these application(s) and reply to CRSRehab via Form 9 with a copy to the referrer concerned within 2 week(s).
	The following application(s) has/ have been referred to your unit for consideration of admission for more than 4 week(s).  So far, no reply has been received by CRSRehab.  I would be grateful for your prompt decision on this/ these application(s) and reply to CRSRehab via Form 9 with a copy to the referrer concerned within 2 week(s).
	 

	 
	 

	Date of Referral
	Date of Referral
	Date of Referral
	Date of Referral
	Date of Referral
	Date of Referral
	 
	Span


	CRSRehab No.
	CRSRehab No.
	CRSRehab No.
	 
	Span


	Name of Applicant
	Name of Applicant
	Name of Applicant
	 
	Span


	Sex
	Sex
	Sex
	 
	Span


	Age
	Age
	Age
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	Oi/c CRSRehab - SGHCMID
	Oi/c CRSRehab - SGHCMID
	Oi/c CRSRehab - SGHCMID
	 


	 
	 
	 





	 
	 

	 
	 

	c.c.
	c.c.
	 
	Agency Head
	 

	 
	 
	Referrer: 
	 

	 
	 
	 
	 
	 

	RESTRICTED
	RESTRICTED
	 

	 
	 

	Application for Priority Placement
	Application for Priority Placement
	 
	Span

	 
	 

	From:
	From:
	From:
	From:
	From:
	From:
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 


	To:
	To:
	To:
	 


	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	Central Referral System for Rehabilitation Services
	 

	Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
	Subsystem for Small Group Home for Children with Mild Intellectual Disabilities
	 

	Social Welfare Department
	Social Welfare Department
	 

	9/F Wu Chung House
	9/F Wu Chung House
	 

	213 Queen’s Road East, Wanchai, Hong Kong
	213 Queen’s Road East, Wanchai, Hong Kong
	 




	TBody
	TR
	 
	 
	 


	(Name of Referring Office)
	(Name of Referring Office)
	(Name of Referring Office)
	 


	 
	 
	 



	TR
	 
	 
	 


	 
	 
	 


	 
	 
	 



	TR
	 
	 
	 


	(Name of 
	(Name of 
	(Name of 
	Organisation
	)
	 


	 
	 
	 



	TR
	Ref:
	Ref:
	Ref:
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 



	TR
	Tel:
	Tel:
	Tel:
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 



	Fax:
	Fax:
	Fax:
	Fax:
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 


	Tel:
	Tel:
	Tel:
	 


	2892 5136
	2892 5136
	2892 5136
	 



	Date:
	Date:
	Date:
	Date:
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 


	Fax:
	Fax:
	Fax:
	 


	2893 6983
	2893 6983
	2893 6983
	 



	 
	 
	 
	 


	 
	 
	 





	 
	 

	1.     Case Particulars
	1.     Case Particulars
	 

	Name:
	Name:
	Name:
	Name:
	Name:
	Name:
	 


	 
	 
	 
	 
	 
	 
	 
	 


	Sex/D.O.B.:
	Sex/D.O.B.:
	Sex/D.O.B.:
	 


	 
	 
	 
	 
	 
	 
	 
	 


	HKBC No.:
	HKBC No.:
	HKBC No.:
	 


	 
	 
	 
	 
	 
	 
	 
	 



	Residential address:
	Residential address:
	Residential address:
	Residential address:
	 


	 
	 
	 
	 
	 
	 
	 
	 



	Placement required:
	Placement required:
	Placement required:
	Placement required:
	 


	☐
	☐
	☐
	 
	SGHMMHC only     
	☐
	  ISGH only
	 

	☐
	☐
	 
	SGHMMHC/ISGH
	 


	CRSRehab No.:
	CRSRehab No.:
	CRSRehab No.:
	 


	M99    
	M99    
	M99    
	 





	 
	 

	2. Family Particulars
	2. Family Particulars
	2. Family Particulars
	2. Family Particulars
	 



	Name
	Name
	Name
	Name
	Name
	Name
	 


	Relationship
	Relationship
	Relationship
	 


	Gender/Age
	Gender/Age
	Gender/Age
	 


	Occupation/ Schooling
	Occupation/ Schooling
	Occupation/ Schooling
	 


	Income/ School fee
	Income/ School fee
	Income/ School fee
	 


	Disability/ Illness (if any)
	Disability/ Illness (if any)
	Disability/ Illness (if any)
	 


	Living with Applicant
	Living with Applicant
	Living with Applicant
	 

	(
	(
	✓
	 or X)
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 





	 
	 

	3. Case/Family background
	3. Case/Family background
	3. Case/Family background
	3. Case/Family background
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 





	 
	 

	4. Description of applicant’s disabilities, assessment and treatment given, and recommendation made by relevant professional(s).  Relevant report(s) is/are/not attached (please delete where inappropriate).
	4. Description of applicant’s disabilities, assessment and treatment given, and recommendation made by relevant professional(s).  Relevant report(s) is/are/not attached (please delete where inappropriate).
	4. Description of applicant’s disabilities, assessment and treatment given, and recommendation made by relevant professional(s).  Relevant report(s) is/are/not attached (please delete where inappropriate).
	4. Description of applicant’s disabilities, assessment and treatment given, and recommendation made by relevant professional(s).  Relevant report(s) is/are/not attached (please delete where inappropriate).
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 





	 
	 
	 

	5. Welfare service(s) received/receiving by applicant
	5. Welfare service(s) received/receiving by applicant
	5. Welfare service(s) received/receiving by applicant
	5. Welfare service(s) received/receiving by applicant
	 



	 
	 

	Month/Year
	Month/Year
	Month/Year
	Month/Year
	Month/Year
	Month/Year
	 
	Span


	Name of Service Centre
	Name of Service Centre
	Name of Service Centre
	 
	Span


	Type of Service
	Type of Service
	Type of Service
	 
	Span


	Reason(s) for Discharge
	Reason(s) for Discharge
	Reason(s) for Discharge
	 
	Span




	 
	 
	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 
	 
	 
	 
	 
	 





	 
	 

	6. Challenging behaviour, including (please select whichever appropriate):
	6. Challenging behaviour, including (please select whichever appropriate):
	6. Challenging behaviour, including (please select whichever appropriate):
	6. Challenging behaviour, including (please select whichever appropriate):
	 



	P
	Span
	 
	Offensive behaviour e.g. screaming, regurgitating, noisy behaviour, smearing with faeces or any similar offensive or antisocial habits, etc.
	 

	P
	Span
	 
	Self-abusive behaviour e.g. biting self, eye-poking, scratching self, picking at sores, slapping self or similar behaviours resulting in self harm, etc.
	 

	P
	Span
	 
	Aggression toward others, i.e. causing bodily harm in others (with or without weapon)
	 

	P
	Span
	 
	Destructive behaviour, i.e. causing damage to furniture, fittings, buildings, vehicles, etc.
	 

	P
	Span
	 
	Inappropriate sexual behaviour e.g. exposes self, masturbates or groping others in public, etc.
	 

	P
	Span
	 
	Repetitive behaviour e.g. rocking of body back and forth, flapping hands, flicking fingers, pacing up and down, constant running, or other stereotyped behaviours, etc.
	 

	Please provide a detailed description on the behaviour, the context where it happened, its severity and frequency, treatment made and whether any improvement is observed.
	Please provide a detailed description on the behaviour, the context where it happened, its severity and frequency, treatment made and whether any improvement is observed.
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 





	 
	 

	7. Present accommodation arrangement and description of home living environment.
	7. Present accommodation arrangement and description of home living environment.
	7. Present accommodation arrangement and description of home living environment.
	7. Present accommodation arrangement and description of home living environment.
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 





	 
	 

	8. Any deterioration in carer’s physical/mental health condition, and his/her present capability to look after applicant.
	8. Any deterioration in carer’s physical/mental health condition, and his/her present capability to look after applicant.
	8. Any deterioration in carer’s physical/mental health condition, and his/her present capability to look after applicant.
	8. Any deterioration in carer’s physical/mental health condition, and his/her present capability to look after applicant.
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 





	 
	 

	 
	 
	 

	9. Whether applicant is exposed to any physical/moral danger, and what kind of intervention is made.
	9. Whether applicant is exposed to any physical/moral danger, and what kind of intervention is made.
	9. Whether applicant is exposed to any physical/moral danger, and what kind of intervention is made.
	9. Whether applicant is exposed to any physical/moral danger, and what kind of intervention is made.
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 





	 
	 

	10. Reason(s) for priority placement (for priority placement in residential service, justification for not staying in present accommodation should also be provided).
	10. Reason(s) for priority placement (for priority placement in residential service, justification for not staying in present accommodation should also be provided).
	10. Reason(s) for priority placement (for priority placement in residential service, justification for not staying in present accommodation should also be provided).
	10. Reason(s) for priority placement (for priority placement in residential service, justification for not staying in present accommodation should also be provided).
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 





	 
	 

	 
	 

	 
	 

	Recommended by
	Recommended by
	Recommended by
	Recommended by
	Recommended by
	Recommended by
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 



	Signature:
	Signature:
	Signature:
	Signature:
	 


	 
	 
	 


	 
	 
	 


	Post Title:
	Post Title:
	Post Title:
	 


	 
	 
	 
	 
	 
	 
	 
	 



	Name:
	Name:
	Name:
	Name:
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 


	Date:
	Date:
	Date:
	 


	 
	 
	 
	 
	 
	 
	 
	 





	 
	 

	 
	 

	11. Comment by Supporting Officer:
	11. Comment by Supporting Officer:
	11. Comment by Supporting Officer:
	11. Comment by Supporting Officer:
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 



	 
	 
	 
	 
	 
	 
	 
	 
	 





	 
	 

	 
	 

	 
	 

	Supported by*
	Supported by*
	Supported by*
	Supported by*
	Supported by*
	Supported by*
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 



	Signature:
	Signature:
	Signature:
	Signature:
	 


	 
	 
	 


	 
	 
	 


	Tel.:
	Tel.:
	Tel.:
	 


	 
	 
	 
	 
	 
	 
	 
	 



	Name:
	Name:
	Name:
	Name:
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 


	Fax:
	Fax:
	Fax:
	 


	 
	 
	 
	 
	 
	 
	 
	 



	Post Title:
	Post Title:
	Post Title:
	Post Title:
	 


	 
	 
	 
	 
	 
	 
	 
	 


	 
	 
	 


	Date:
	Date:
	Date:
	 


	 
	 
	 
	 
	 
	 
	 
	 





	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	*Endorsement should be obtained from agency head/designated representative of non-governmental organisation, principal of special school, or DSWO/ADSWO of SWD.
	RESTRICTED
	RESTRICTED
	 

	 
	 

	Outcome of Application for Priority Placement
	Outcome of Application for Priority Placement
	 
	Span

	 
	 

	From:
	From:
	From:
	From:
	From:
	From:
	 


	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for Small Group Home for Children with Mild Intellectual Disabilities 
	(CRSRehab-SGHCMID) 
	Social Welfare Department 
	Room 901, 9/F Wu Chung House, 213 Queen’s Road East 
	Wanchai, Hong Kong
	Wanchai, Hong Kong
	 




	To:
	To:
	To:
	To:
	To:
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 



	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	CRSRehab Tel.:
	 


	 
	 

	Your Ref.:
	Your Ref.:
	Your Ref.:
	 


	 
	 
	 



	Fax:
	Fax:
	Fax:
	Fax:
	 


	 
	 
	 


	Your Tel:
	Your Tel:
	Your Tel:
	 


	 
	 
	 



	Date:
	Date:
	Date:
	Date:
	 


	 
	 
	 


	Your Fax:
	Your Fax:
	Your Fax:
	 


	 
	 
	 



	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 





	 
	 

	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	 


	 
	 
	 




	HKBC:
	HKBC:
	HKBC:
	HKBC:
	HKBC:
	 


	 
	 
	 



	CRSRehab No.:
	CRSRehab No.:
	CRSRehab No.:
	CRSRehab No.:
	 


	 
	 
	 





	 
	 

	 
	 
	I am pleased to inform you that your application for priority placement for the above-named applicant is approved.  The particulars of the placement are detailed below: 
	 

	 
	 

	Type of Placement:
	Type of Placement:
	Type of Placement:
	Type of Placement:
	Type of Placement:
	Type of Placement:
	 


	 
	 
	 



	Date of Priority Assigned:
	Date of Priority Assigned:
	Date of Priority Assigned:
	Date of Priority Assigned:
	 


	 
	 
	 



	Location preference:
	Location preference:
	Location preference:
	Location preference:
	 


	     
	     
	     
	 





	 
	 

	 
	 
	The captioned application for priority placement is not approved or not necessary due to the following reason: 
	 

	     
	     
	     
	     
	     
	     
	 





	 
	 

	If you have any question, please contact the undersigned for discussion on the case.
	If you have any question, please contact the undersigned for discussion on the case.
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	(
	(
	(
	(
	 


	 
	 
	 


	)
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	Oi/c CRSRehab - SGHCMID
	Oi/c CRSRehab - SGHCMID
	Oi/c CRSRehab - SGHCMID
	 


	 
	 
	 





	 
	 

	 
	 
	 
	Part V  
	 
	Figure
	 
	 
	 
	 
	 
	Forms of the Subsystem for the  
	Supported Employment Training  
	for Persons with Disabilities 
	(CRSRehab-SET) 
	CRSRehab-SET Form 1 
	(Revised 03/2025) 
	RESTRICTED 
	Central Referral System for Rehabilitation Services 
	Subsystem for the Supported Employment Training for Persons with Disabilities (CRSRehab-SET) 
	Registration Form 
	 
	Part I  
	 
	A. Source of Referral 
	Case ref. no.: 
	Case ref. no.: 
	Case ref. no.: 
	Case ref. no.: 
	Case ref. no.: 

	 
	 

	Tel.: 
	Tel.: 

	 
	 


	Name of referrer: 
	Name of referrer: 
	Name of referrer: 

	 
	 

	Fax.: 
	Fax.: 

	 
	 


	Office/Centre: 
	Office/Centre: 
	Office/Centre: 

	 
	 

	Date: 
	Date: 

	 
	 




	Please tick and confirm below –  
	Declaration 
	□ Referrer has declared that there is no conflict of interest in handling this application.  Referrer is not a family member or personal friend of the applicant and has no personal or social ties with the applicant. 
	□ Referrer has declared that there is no conflict of interest in handling this application.  Referrer is not a family member or personal friend of the applicant and has no personal or social ties with the applicant. 
	□ Referrer has declared that there is no conflict of interest in handling this application.  Referrer is not a family member or personal friend of the applicant and has no personal or social ties with the applicant. 


	 
	B. Personal Particulars 
	 
	1. Name: 
	1. Name: 
	1. Name: 
	1. Name: 
	1. Name: 
	Figure

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	      
	      


	 
	 
	 

	(English) 
	(English) 

	                  (Chinese) 
	                  (Chinese) 

	 
	 


	2. Sex: 
	2. Sex: 
	2. Sex: 

	 Male  Female 
	 Male  Female 


	3. Date of Birth: 
	3. Date of Birth: 
	3. Date of Birth: 

	  
	  

	  
	  

	(dd) 
	(dd) 

	  
	  

	  
	  

	(mm) 
	(mm) 

	  
	  

	  
	  

	  
	  

	  
	  

	(yyyy) 
	(yyyy) 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	4. HKIC No.: 
	4. HKIC No.: 
	4. HKIC No.: 

	  
	  

	  
	  

	  
	  

	  
	  

	  
	  

	  
	  

	  
	  

	  
	  

	( 
	( 

	  
	  

	) or L/M ( 
	) or L/M ( 

	 
	 

	) in RP 3/3/220/ (______________________) 
	) in RP 3/3/220/ (______________________) 

	      
	      


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	5. Residential District: 
	5. Residential District: 
	5. Residential District: 

	 
	 

	Hong Kong and Islands   Central and Western  Eastern  Southern  Wanchai  Islands 
	Hong Kong and Islands   Central and Western  Eastern  Southern  Wanchai  Islands 
	Kowloon   Kwun Tong  Wong Tai Sin  Kowloon City  Mongkok  Shamshuipo  Yaumatei  Tseung Kwan O  Sai Kung 
	New Territories  Kwai Tsing  Tsuen Wan  Tuen Mun  Yuen Long  Tin Shui Wai  Tai Po  Shatin  Ma On Shan  North (Sheung Shui and Fanling) 




	 
	C. Disability  
	(i)  Major disability (Please select ONLY ONE disability from the following 1 to 7)   
	1. Ex-mental Illness 
	1. Ex-mental Illness 
	1. Ex-mental Illness 
	1. Ex-mental Illness 
	1. Ex-mental Illness 

	 diagnosis: 
	 diagnosis: 

	 
	 


	 
	 
	 

	 
	 


	2. Intellectual Disability 
	2. Intellectual Disability 
	2. Intellectual Disability 

	 A: Severe    B: Moderate    
	 A: Severe    B: Moderate    


	 
	 
	 

	 C: Mild       D: Others, please specify diagnosis:_____________________________ 
	 C: Mild       D: Others, please specify diagnosis:_____________________________ 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 
	Date of psychological assessment: 

	 
	 

	 
	 

	 (dd) 
	 (dd) 

	 
	 

	 
	 

	(mm) 
	(mm) 

	 
	 

	 
	 

	 
	 

	 
	 

	 (yyyy) 
	 (yyyy) 




	 
	3. Physical Disability 
	3. Physical Disability 
	3. Physical Disability 
	3. Physical Disability 
	3. Physical Disability 

	 please specify:  
	 please specify:  

	 
	 




	CRSRehab-SET Form 1 
	(Revised 03/2025) 
	4. Hearing Impairment 
	4. Hearing Impairment 
	4. Hearing Impairment 
	4. Hearing Impairment 
	4. Hearing Impairment 

	 A: Deaf  B: Partially impaired  
	 A: Deaf  B: Partially impaired  


	5. Visual Impairment 
	5. Visual Impairment 
	5. Visual Impairment 

	 A: Blind  B: Partially impaired  
	 A: Blind  B: Partially impaired  


	6. Visceral Disability 
	6. Visceral Disability 
	6. Visceral Disability 

	 please specify: ______________________________________________________________ 
	 please specify: ______________________________________________________________ 


	7. Other Disability 
	7. Other Disability 
	7. Other Disability 

	 please specify: ______________________________________________________________            
	 please specify: ______________________________________________________________            


	(iii)  Additional information 
	(iii)  Additional information 
	(iii)  Additional information 


	8.  Spastics/ cerebral palsy 
	8.  Spastics/ cerebral palsy 
	8.  Spastics/ cerebral palsy 

	 A: Spastic    B: Cerebral palsy     N: Not spastic or cerebral palsy 
	 A: Spastic    B: Cerebral palsy     N: Not spastic or cerebral palsy 


	9.  Epilepsy  
	9.  Epilepsy  
	9.  Epilepsy  

	A: Yes (Under control/Not under control*)  N: Not epilepsy 
	A: Yes (Under control/Not under control*)  N: Not epilepsy 


	10. Mobility 
	10. Mobility 
	10. Mobility 

	 A: Walk unaided  B: Walk with escort  C: Walk with rehabaid 
	 A: Walk unaided  B: Walk with escort  C: Walk with rehabaid 


	 
	 
	 

	 D: Wheelchair bound  E: Bed ridden  
	 D: Wheelchair bound  E: Bed ridden  


	 
	 
	 
	11. Ability to climb stairs/ slope 

	 A: Capable to climb stairs/slope by self 
	 A: Capable to climb stairs/slope by self 


	 
	 
	 

	 B: Climb stairs/slope with other assistance 
	 B: Climb stairs/slope with other assistance 


	 
	 
	 

	 C: Unable to climb stairs/slope even with other assistance 
	 C: Unable to climb stairs/slope even with other assistance 


	 
	 
	 
	12. Public transport (Excluding taxi) 

	 A: Manage without escort  B: Manage with escort 
	 A: Manage without escort  B: Manage with escort 


	 
	 
	 

	 C: Cannot manage with escort 
	 C: Cannot manage with escort 


	 
	 
	 
	13. Medication 

	 A: With medication, please specify:   
	 A: With medication, please specify:   

	________________________________________           
	________________________________________           
	________________________________________           
	 



	 
	 
	 

	 B: Without medication.                       C: Unknown 
	 B: Without medication.                       C: Unknown 


	14. Treatment required 
	14. Treatment required 
	14. Treatment required 

	 A: Occupational therapy  B: Physiotherapy    C: Psychiatric follow-up 
	 A: Occupational therapy  B: Physiotherapy    C: Psychiatric follow-up 


	       (May ✓more than one) 
	       (May ✓more than one) 
	       (May ✓more than one) 

	 D: Others, please specify: 
	 D: Others, please specify: 

	 
	 

	 E: Nil 
	 E: Nil 


	 
	 
	 

	 
	 

	 
	 

	 
	 


	15. Rehabaid used 
	15. Rehabaid used 
	15. Rehabaid used 

	 A: Wheelchair 
	 A: Wheelchair 

	 B: Ambulator 
	 B: Ambulator 

	 C: Prosthesis/artificial legs 
	 C: Prosthesis/artificial legs 

	 D: Calipers 
	 D: Calipers 


	(May ✓more than one) 
	(May ✓more than one) 
	(May ✓more than one) 

	 E: Special boots 
	 E: Special boots 

	 F: Hearing aid 
	 F: Hearing aid 

	 G: Crutches 
	 G: Crutches 

	 H: Tripod 
	 H: Tripod 


	 
	 
	 

	 I: Others, please specify: 
	 I: Others, please specify: 

	 
	 

	 J: Nil 
	 J: Nil 




	 
	* to delete as appropriate 
	 
	  
	CRSRehab-SET Form 1 
	(Revised 03/2025) 
	D. Education/Training/Employment record 
	1. Education Level 
	1. Education Level 
	1. Education Level 
	1. Education Level 
	1. Education Level 

	 A: Kindergarten  B: Primary   C: Secondary      D: Post-secondary 
	 A: Kindergarten  B: Primary   C: Secondary      D: Post-secondary 


	 
	 
	 

	 E: Special school  F: No schooling  G: Unknown 
	 E: Special school  F: No schooling  G: Unknown 


	2. Present status 
	2. Present status 
	2. Present status 

	 
	 
	 A: Sheltered worker, (name of sheltered workshop:                                                                 ) 


	 
	 
	 

	 
	 
	(for CRSRehab-SET  use ________________________________________________________ ) 


	 
	 
	 

	 B: Special school student    C: VTC student   D: Open employment 
	 B: Special school student    C: VTC student   D: Open employment 


	 
	 
	 

	 E: Staying at home F : Psychartic day hospital G : Others, please specify: _____________                   
	 E: Staying at home F : Psychartic day hospital G : Others, please specify: _____________                   


	3.  Vocational training received       
	3.  Vocational training received       
	3.  Vocational training received       

	 N: No        A: Yes, please specify:__________________________________ 
	 N: No        A: Yes, please specify:__________________________________ 


	4.  Sheltered workshop attended     
	4.  Sheltered workshop attended     
	4.  Sheltered workshop attended     

	 N: No        A: Yes 
	 N: No        A: Yes 




	 
	E. Financial assistance received 
	1.  Receiving CSSA  
	1.  Receiving CSSA  
	1.  Receiving CSSA  
	1.  Receiving CSSA  
	1.  Receiving CSSA  

	 N: No            A: Yes (CSSA No.:                                            ) 
	 N: No            A: Yes (CSSA No.:                                            ) 


	2.  Receiving DA  
	2.  Receiving DA  
	2.  Receiving DA  

	 N: No            A: Yes (DA No.:                                                ) 
	 N: No            A: Yes (DA No.:                                                ) 




	 
	F. Location preference 
	 
	 
	 
	 
	 

	No  
	No  


	 
	 
	 

	Yes (indicate 3 choices in region/district/service unit if applicant has preferences other than his/her residential district. Remarks: choice in district will be offered only if SET unit(s) is/are available in the district ) 
	Yes (indicate 3 choices in region/district/service unit if applicant has preferences other than his/her residential district. Remarks: choice in district will be offered only if SET unit(s) is/are available in the district ) 


	 
	 
	 

	Description 
	Description 


	 
	 
	 

	1. 
	1. 

	 
	 

	2. 
	2. 

	 
	 


	 
	 
	 

	3. 
	3. 

	 
	 

	 
	 
	 


	 
	 




	 
	Part II  
	 
	A. Particular of family members /close relatives (living together with applicant) 
	 
	Name 
	Name 
	Name 
	Name 
	Name 

	Relationship with applicant 
	Relationship with applicant 

	Sex  
	Sex  

	Age/Year of birth 
	Age/Year of birth 


	 
	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 




	 
	B. Home address: __________________________________________________________ Tel. No.:_________________ 
	 
	C. Employment record 
	 
	Period 
	Period 
	Period 
	Period 
	Period 

	Name of Company 
	Name of Company 

	Position/Duties 
	Position/Duties 

	Wages 
	Wages 

	Reason for leaving 
	Reason for leaving 



	 
	 
	 
	 

	 
	 
	 


	 
	 
	 


	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	 

	D. Recommendations  
	 (General assessment of the vocational need and potentials of the applicant for open employment and suitability for supported employment training for PWD; priority placement if required e.g. upward movement from sheltered workshop)  
	 
	_____________________________________________________________________________________________________ 
	_____________________________________________________________________________________________________ 
	CRSRehab-SET Form 1A 
	(Revised 03/2025)
	 
	RESTRICTED 
	 
	Confirmation of Registration 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	Central Referral System for Rehabilitation Services Subsystem for the Supported Employment Training for Persons with Disabilities Social Welfare Department 6/F, West Coast International Building  290-296 Un Chau Street  Sham Shui Po Kowloon 
	Central Referral System for Rehabilitation Services Subsystem for the Supported Employment Training for Persons with Disabilities Social Welfare Department 6/F, West Coast International Building  290-296 Un Chau Street  Sham Shui Po Kowloon 



	To: 
	To: 
	To: 
	To: 

	      
	      
	      
	      


	 
	 
	 


	CRSRehab-SET Tel.: 
	CRSRehab-SET Tel.: 
	CRSRehab-SET Tel.: 

	    3586 3952 
	    3586 3952 

	Your ref.: 
	Your ref.: 

	      
	      


	Fax: 
	Fax: 
	Fax: 

	    3755 4946 
	    3755 4946 

	Your Tel: 
	Your Tel: 

	      
	      


	Date: 
	Date: 
	Date: 

	     
	     

	Your Fax: 
	Your Fax: 

	      
	      


	 
	 
	 




	 
	The following applicant has been registered in CRSRehab–SET for supported employment training service. Please kindly verify the following data and use Form 3 to amend/update the information if needed. For case enquiries, please contact the staff-on-duty at 3586 3952. For protection of private data, only enquiries from the referrers will be answered. 
	 
	I.  Personal Particulars  
	I.  Personal Particulars  
	I.  Personal Particulars  
	I.  Personal Particulars  
	I.  Personal Particulars  



	Name (English): 
	Name (English): 
	Name (English): 
	Name (English): 

	      
	      

	Sex: 
	Sex: 

	      
	      


	HKIC: 
	HKIC: 
	HKIC: 

	      
	      

	Residential District: 
	Residential District: 

	      
	      


	Date of Birth: 
	Date of Birth: 
	Date of Birth: 

	      
	      

	 
	 

	 
	 


	 
	 
	 


	II.  Disability 
	II.  Disability 
	II.  Disability 


	Ex-mental Illness: 
	Ex-mental Illness: 
	Ex-mental Illness: 

	      
	      

	Spastic/cerebral palsy: 
	Spastic/cerebral palsy: 

	      
	      


	Intellectual Disability: 
	Intellectual Disability: 
	Intellectual Disability: 

	      
	      

	Epilepsy: 
	Epilepsy: 

	      
	      


	Date of Assessment: 
	Date of Assessment: 
	Date of Assessment: 

	      
	      

	Mobility: 
	Mobility: 

	      
	      


	Physical Disability: 
	Physical Disability: 
	Physical Disability: 

	      
	      

	Climb Stair/Slope: 
	Climb Stair/Slope: 

	      
	      


	Hearing Impairment: 
	Hearing Impairment: 
	Hearing Impairment: 

	      
	      

	Medication: 
	Medication: 

	      
	      


	Visual Impairment: 
	Visual Impairment: 
	Visual Impairment: 

	 
	 

	Public transport: 
	Public transport: 

	      
	      


	Visceral Disability: 
	Visceral Disability: 
	Visceral Disability: 

	      
	      

	Treatment required: 
	Treatment required: 

	      
	      


	Other Disability: 
	Other Disability: 
	Other Disability: 

	      
	      

	Rehabaid used: 
	Rehabaid used: 

	      
	      


	 
	 
	 

	      
	      

	 
	 

	 
	 


	 
	 
	 

	      
	      

	 
	 

	 
	 


	 
	 
	 

	      
	      

	 
	 

	 
	 


	 
	 
	 


	III.  Placement Request  
	III.  Placement Request  
	III.  Placement Request  


	Type of placement: 
	Type of placement: 
	Type of placement: 

	      
	      

	Application date: 
	Application date: 

	      
	      


	CRSRehab no. 
	CRSRehab no. 
	CRSRehab no. 

	      
	      

	Waiting List: 
	Waiting List: 

	      
	      


	Location preference: 
	Location preference: 
	Location preference: 

	      
	      




	 
	 
	( 
	( 
	( 
	( 
	( 

	  
	  

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab-SET 
	Oi/c CRSRehab-SET 

	 
	 




	 
	 
	 
	 
	CRSRehab-SET Form 1B 
	(Revised 03/2025)
	 
	限閱文件 
	RESTRICTED 
	 
	社會福利署 
	康復服務中央轉介系統 
	申請康復服務登記書 
	Notification of Registration for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Social Welfare Department 
	      /       /       
	致： 康復服務申請人（經個案社工／轉介者轉交） 
	To: Applicant (Via Caseworker/Referrer) 
	 
	下列申請經已於社會福利署（社署）康復服務中央轉介系統內登記，詳情如下： 
	The following application has been registered in the Central Referral System for Rehabilitation Services of the Social Welfare Department (SWD) with details listed as below: 
	 
	姓名： 
	姓名： 
	姓名： 
	姓名： 
	姓名： 
	Name: 

	      
	      



	香港身份證： 
	香港身份證： 
	香港身份證： 
	香港身份證： 
	Hong Kong Identity Card: 

	      
	      


	申請日期： 
	申請日期： 
	申請日期： 
	Date of Application: 

	      
	      


	申請輪候的康復服務： 
	申請輪候的康復服務： 
	申請輪候的康復服務： 
	Rehabilitation Service(s) Applying for: 

	      
	      


	輪候狀況： 
	輪候狀況： 
	輪候狀況： 
	Status on Waiting List: 

	      
	      


	檔案號碼： 
	檔案號碼： 
	檔案號碼： 
	Your Reference: 

	      
	      


	申請人編號： 
	申請人編號： 
	申請人編號： 
	CRSRehab No.: 

	      
	      


	服務地區選擇： 
	服務地區選擇： 
	服務地區選擇： 
	Location Preference: 

	      
	      




	 
	倘若你獲得編配所申請的服務，康復服務中央轉介系統將會透過你的社工／轉介者與你聯絡，安排接受有關服務。為令各方面保持緊密聯絡，若果你的聯絡地址、電話或所需的服務已轉變，請儘快通知個案社工／轉介者，以便他／她將有關資料轉達本系統。就上述服務的申請及轉介事宜，社署及轉介機構不會收取任何費用。若有人藉詞協助申請而索取利益，申請人應立即向廉政公署舉報。任何人意圖行賄，亦屬違法，社署會將個案轉介廉政公署查究。 
	 
	         Once you are selected for a placement in rehabilitation unit, the Central Referral System for Rehabilitation Services will inform you via the referring social worker to prepare for acceptance of placement offer.  For maintaining good contacts among all parties concerned, please inform the referring social worker as early as possible if you have changes in your address, telephone number or rehabilitation services required, so that information may be updated at the Central Referral System for Rehabil
	 
	如你對以上的申請有任何查詢，請與你的社工／轉介者聯絡： 
	Should you have any enquiry on the above application, you may contact your referring social worker: 
	 
	社工／轉介者姓名： 
	社工／轉介者姓名： 
	社工／轉介者姓名： 
	社工／轉介者姓名： 
	社工／轉介者姓名： 
	Caseworker / Referral Name: 

	      
	      



	機構名稱： 
	機構名稱： 
	機構名稱： 
	機構名稱： 
	Centre: 

	      
	      


	辦公室地址： 
	辦公室地址： 
	辦公室地址： 
	Office Address: 

	      
	      


	聯絡電話（內線）： 
	聯絡電話（內線）： 
	聯絡電話（內線）： 
	Phone Contact No. (ext.): 

	      
	      




	 
	CRSRehab–SET Form 3 
	(Revised03/2025) 
	Data Updating Form
	Data Updating Form
	 
	Span

	 
	 

	From: 
	From: 
	From: 
	From: 
	From: 

	      
	      

	 
	 

	 
	 

	To: 
	To: 

	Central Referral System for Rehabilitation Services Subsystem for the Supported Employment Training for Persons with Disabilities Social Welfare Department 6/F, West Coast International Building  290-296 Un Chau Street  Sham Shui Po Kowloon 
	Central Referral System for Rehabilitation Services Subsystem for the Supported Employment Training for Persons with Disabilities Social Welfare Department 6/F, West Coast International Building  290-296 Un Chau Street  Sham Shui Po Kowloon 



	TBody
	TR
	 
	 

	(Name of Referring Office)       
	(Name of Referring Office)       

	 
	 

	 
	 

	 
	 


	TR
	 
	 

	(Name of Organisation)       
	(Name of Organisation)       

	 
	 

	 
	 

	 
	 


	TR
	 Ref.: 
	 Ref.: 

	(Address of Referring Office)       
	(Address of Referring Office)       

	 
	 

	 
	 

	 
	 


	Tel.: 
	Tel.: 
	Tel.: 

	      
	      

	 
	 

	 
	 

	 
	 

	 
	 


	Fax: 
	Fax: 
	Fax: 

	      
	      

	 
	 

	 
	 

	Tel.: 
	Tel.: 

	3586 3952 
	3586 3952 


	Date: 
	Date: 
	Date: 

	      
	      

	 
	 

	 
	 

	Fax: 
	Fax: 

	3755 4946 
	3755 4946 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	 
	Name: 
	Name: 
	Name: 
	Name: 
	Name: 

	      
	      

	HKIC No.: 
	HKIC No.: 

	      
	      

	CRSRehab No.: 
	CRSRehab No.: 

	      
	      




	 
	Information to be updated: (please ✓ in the appropriate box) 
	 
	 
	 
	 
	 
	 

	Placement is no longer required. Case can be deleted from CRSRehab–SET. 
	Placement is no longer required. Case can be deleted from CRSRehab–SET. 



	 
	 
	 
	 

	Change in placement request: 
	Change in placement request: 

	      
	      


	 
	 
	 

	Referring office is changed to: 
	Referring office is changed to: 

	      
	      


	 
	 
	 

	Applicant is discharged/ready for discharge* from hospital. Please put the case back on waiting list. 
	Applicant is discharged/ready for discharge* from hospital. Please put the case back on waiting list. 


	 
	 
	 

	Change in applicant’s personal particulars (residential district, disability, etc.): 
	Change in applicant’s personal particulars (residential district, disability, etc.): 


	 
	 
	 

	      
	      
	 


	 
	 
	 

	Change in location preference: 
	Change in location preference: 


	 
	 
	 

	1. 
	1. 

	      
	      


	 
	 
	 

	2. 
	2. 

	      
	      


	 
	 
	 

	3. 
	3. 

	      
	      


	 
	 
	 

	Others, please specify: 
	Others, please specify: 


	 
	 
	 

	      
	      
	 


	 
	 
	 

	Signature: 
	Signature: 

	 
	 


	 
	 
	 

	Name: 
	Name: 

	      
	      


	* Please delete as appropriate 
	* Please delete as appropriate 
	* Please delete as appropriate 

	Post: 
	Post: 

	      
	      




	 
	 
	c.c. New Referring Office (for reporting change of referring office):       
	 
	 
	 
	  
	CRSRehab-SET Form 4 
	(Revised 03/2025) 
	RESTRICTED 
	 
	Removal from Waiting List 
	 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for the Supported Employment Training for Persons with Disabilities 
	Social Welfare Department 
	6/F, West Coast International Building  290-296 Un Chau Street  Sham Shui Po Kowloon 
	 



	To: 
	To: 
	To: 
	To: 

	 
	 


	 
	 
	 

	 
	 


	CRSRehab-SET Tel.: 
	CRSRehab-SET Tel.: 
	CRSRehab-SET Tel.: 

	3586 3952 
	3586 3952 

	Your Ref.: 
	Your Ref.: 

	      
	      


	Fax: 
	Fax: 
	Fax: 

	3755 4946 
	3755 4946 

	Your Tel:
	Your Tel:
	Your Tel:
	 


	 
	 


	Date: 
	Date: 
	Date: 

	 
	 

	Your Fax: 
	Your Fax: 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 




	 
	 

	Name: 
	Name: 
	Name: 
	Name: 
	Name: 

	 (           ) 
	 (           ) 



	HKIC: 
	HKIC: 
	HKIC: 
	HKIC: 

	 
	 


	CRSRehab No.: 
	CRSRehab No.: 
	CRSRehab No.: 

	 
	 




	 
	 

	The above-named application has been removed from the waiting list due to the following reason: 
	 
	 
	 
	 
	 
	Figure

	Case closed in CRSRehab-SET upon: 
	Case closed in CRSRehab-SET upon: 
	 



	 
	 
	 
	 

	 
	 


	 
	 
	 

	Hospitalisation of applicant.  Please refer to the Manual of Procedures for CRSRehab for further information. 
	Hospitalisation of applicant.  Please refer to the Manual of Procedures for CRSRehab for further information. 


	 
	 
	 

	 
	 


	 
	 
	 

	Applicant being rejected twice by different agencies in the same service.  Please arrange for re-assessment in the applicant’s genuine service need. 
	Applicant being rejected twice by different agencies in the same service.  Please arrange for re-assessment in the applicant’s genuine service need. 




	 
	 

	 
	 
	( 
	( 
	( 
	( 
	( 

	  
	  

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab-SET 
	Oi/c CRSRehab-SET 

	 
	 




	 
	 

	 
	  
	CRSRehab-SET Form 5 
	(Revised03/2025) 
	Report of Vacancies 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	      
	      

	 
	 

	 
	 

	To: 
	To: 

	Central Referral System for Rehabilitation Services Subsystem for the Supported Employment Training for Persons with Disabilities Social Welfare Department 6/F, West Coast International Building  290-296 Un Chau Street  Sham Shui Po 
	Central Referral System for Rehabilitation Services Subsystem for the Supported Employment Training for Persons with Disabilities Social Welfare Department 6/F, West Coast International Building  290-296 Un Chau Street  Sham Shui Po 



	TBody
	TR
	 
	 

	(Name of Rehabilitation Unit)       
	(Name of Rehabilitation Unit)       

	 
	 

	 
	 

	 
	 


	TR
	 
	 

	(Name of Organisation)       
	(Name of Organisation)       

	 
	 

	 
	 

	 
	 


	TR
	 Ref.: 
	 Ref.: 

	(Address of Rehabilitation Unit)       
	(Address of Rehabilitation Unit)       

	 
	 

	 
	 

	 
	 


	Tel.: 
	Tel.: 
	Tel.: 

	      
	      

	 
	 

	 
	 

	 
	 

	 
	 


	Fax: 
	Fax: 
	Fax: 

	      
	      

	 
	 

	 
	 

	Tel.: 
	Tel.: 

	3586 3952 
	3586 3952 


	Date: 
	Date: 
	Date: 

	      
	      

	 
	 

	 
	 

	Fax: 
	Fax: 

	3755 4946 
	3755 4946 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	 
	1. Number of vacancies as at 
	1. Number of vacancies as at 
	1. Number of vacancies as at 
	1. Number of vacancies as at 
	1. Number of vacancies as at 

	      
	      

	(dd/mm/yyyy) 
	(dd/mm/yyyy) 




	 
	(a)   Capacity 
	(a)   Capacity 
	(a)   Capacity 
	(a)   Capacity 
	(a)   Capacity 
	(a)   Capacity 
	(a)   Capacity 



	      
	      



	(b) Enrolment 
	(b) Enrolment 
	(b) Enrolment 
	(b) Enrolment 
	(b) Enrolment 
	(b) Enrolment 



	      
	      


	(c) No. of referral(s) approved and pending admission 
	(c) No. of referral(s) approved and pending admission 
	(c) No. of referral(s) approved and pending admission 
	(c) No. of referral(s) approved and pending admission 
	(c) No. of referral(s) approved and pending admission 



	      
	      


	(d) No. of referral(s) being processed 
	(d) No. of referral(s) being processed 
	(d) No. of referral(s) being processed 
	(d) No. of referral(s) being processed 
	(d) No. of referral(s) being processed 



	      
	      


	(e) No. of referral(s) CRSRehab-SET can send (a – b – c – d) 
	(e) No. of referral(s) CRSRehab-SET can send (a – b – c – d) 
	(e) No. of referral(s) CRSRehab-SET can send (a – b – c – d) 
	(e) No. of referral(s) CRSRehab-SET can send (a – b – c – d) 
	(e) No. of referral(s) CRSRehab-SET can send (a – b – c – d) 



	      
	      




	 
	2. Number of vacancies anticipated (excluding those reported in item 1): 
	 
	Vacancies 
	Vacancies 
	Vacancies 
	Vacancies 
	Vacancies 

	      
	      



	Available date(s) 
	Available date(s) 
	Available date(s) 
	Available date(s) 

	      
	      


	Remarks 
	Remarks 
	Remarks 
	 
	 
	  

	      
	      




	 
	 
	Signature: 
	Signature: 
	Signature: 
	Signature: 
	Signature: 

	 
	 



	Name: 
	Name: 
	Name: 
	Name: 

	      
	      


	Post: 
	Post: 
	Post: 

	      
	      




	 
	  
	CRSRehab-SET Form 6 
	(Revised 03/2025)
	 
	RESTRICTED 
	Selection for Placement 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	Central Referral System for Rehabilitation Services Subsystem for the Supported Employment Training for Persons with Disabilities Social Welfare Department 6/F, West Coast International Building  290-296 Un Chau Street  Sham Shui Po Kowloon 
	Central Referral System for Rehabilitation Services Subsystem for the Supported Employment Training for Persons with Disabilities Social Welfare Department 6/F, West Coast International Building  290-296 Un Chau Street  Sham Shui Po Kowloon 



	To: 
	To: 
	To: 
	To: 

	 
	 


	 
	 
	 

	 
	 


	CRSRehab-SET Tel.: 
	CRSRehab-SET Tel.: 
	CRSRehab-SET Tel.: 

	3586 3952 
	3586 3952 

	Your Ref.: 
	Your Ref.: 

	      
	      


	Fax: 
	Fax: 
	Fax: 

	3755 4946 
	3755 4946 

	Your Tel: 
	Your Tel: 

	 
	 


	Date: 
	Date: 
	Date: 

	 
	 

	Your Fax: 
	Your Fax: 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 




	 
	The following applicant has been selected for placement in a supported employment training unit with details shown below.  Please reply to CRSRehab by Form 7 within 3 week(s). 
	 
	Your early reply will facilitate the applicant’s admission for service. You may consider contacting the supported employment training unit for arrangement of visits for the applicant or information on the service as appropriate. (For priority placement, please review and confirm the applicant still has urgent service need.) 
	 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 

	 
	 



	HKIC: 
	HKIC: 
	HKIC: 
	HKIC: 

	 
	 


	CRSRehab No.: 
	CRSRehab No.: 
	CRSRehab No.: 

	 
	 


	Name of Rehabilitation Unit: 
	Name of Rehabilitation Unit: 
	Name of Rehabilitation Unit: 

	 
	 


	Type of Service: 
	Type of Service: 
	Type of Service: 

	 
	 


	Address: 
	Address: 
	Address: 

	 
	 


	Tel. No.: 
	Tel. No.: 
	Tel. No.: 

	 
	 


	Fax No.: 
	Fax No.: 
	Fax No.: 

	 
	 


	Date of Selection: 
	Date of Selection: 
	Date of Selection: 

	 
	 




	 
	If the applicant accepts the placement offer, please send the following required papers to the supported employment training unit directly: 
	1. Form 1 
	1. Form 1 
	1. Form 1 

	2. Form 7 
	2. Form 7 

	3. Medical report 
	3. Medical report 


	 
	 
	( 
	( 
	( 
	( 
	( 

	 
	 

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab-SET 
	Oi/c CRSRehab-SET 

	 
	 




	 
	 
	 
	 
	 
	 
	 
	 
	CRSRehab–SET Form 6A 
	(Revised 03/2025) 
	 
	 
	Notification of Case Selection to Supported Employment Training Unit 
	 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for the Supported Employment Training for Persons with Disabilities 
	Social Welfare Department 
	6/F, West Coast International Building  290-296 Un Chau Street  Sham Shui Po Kowloon 
	 



	 
	 
	 
	 

	 
	 


	To: 
	To: 
	To: 

	 
	 
	 
	 
	 


	 
	 
	 

	 
	 


	CRSRehab-SET Tel.: 
	CRSRehab-SET Tel.: 
	CRSRehab-SET Tel.: 

	3586 3952 
	3586 3952 

	Your Tel: 
	Your Tel: 

	 
	 


	Fax: 
	Fax: 
	Fax: 

	3755 4946 
	3755 4946 

	Your Fax: 
	Your Fax: 

	 
	 


	Date: 
	Date: 
	Date: 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 




	 
	 
	 Listed below for your information are the application(s) that have been selected from the waiting list for placement in your service unit. These applicants have 3 weeks’ time to decide whether they accept the placement offer or not. Subject to their acceptance of placement offer, referrer will send relevant documents to you for case intake once they are available. 
	 
	 While the applicants are considering acceptance of placement offer, they and/or their family members may, through the referring officers, approach your unit for visits or information on services provided. 
	 
	 Since some of the applicants may eventually decline the placement offer, if you need updated referral situation of the above list, please contact the staff-on-duty of the CRSRehab-SET at 3586 3952. 
	 
	 
	Name 
	Name 
	Name 
	Name 
	Name 

	 
	 

	Sex/Age 
	Sex/Age 

	CRSRehab No. 
	CRSRehab No. 

	Referrer/Tel. No. 
	Referrer/Tel. No. 

	Normal/Priority 
	Normal/Priority 
	 



	 
	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	 
	 
	 
	 
	 
	 
	 
	( 
	( 
	( 
	( 
	( 

	 
	 

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab-SET 
	Oi/c CRSRehab-SET 

	 
	 




	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	CRSRehab-SET Form 7 
	(Revised 03/2025) 
	RESTRICTED 
	Reply to CRSRehab-SET on Selection for Placement 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	      
	      
	 

	 
	 

	 
	 

	To: 
	To: 

	Central Referral System for Rehabilitation Services Subsystem for the Supported Employment Training for Persons with Disabilities 
	Central Referral System for Rehabilitation Services Subsystem for the Supported Employment Training for Persons with Disabilities 
	Social Welfare Department 
	6/F, West Coast International Building  290-296 Un Chau Street  Sham Shui Po Kowloon 
	 



	TBody
	TR
	 
	 

	(Name of Referring Office) 
	(Name of Referring Office) 
	      

	 
	 

	 
	 


	TR
	 
	 

	(Name of Organisation) 
	(Name of Organisation) 
	      

	 
	 

	 
	 


	TR
	 
	 
	 
	Ref.:
	 


	(Address of Referring Office) 
	(Address of Referring Office) 
	      

	 
	 

	 
	 


	Tel.: 
	Tel.: 
	Tel.: 

	      
	      

	 
	 

	 
	 

	 
	 
	 


	 
	 
	 



	Fax: 
	Fax: 
	Fax: 

	      
	      

	 
	 

	 
	 

	Tel.: 
	Tel.: 

	3586 3952 
	3586 3952 


	Date: 
	Date: 
	Date: 

	      
	      

	 
	 

	 
	 

	Fax: 
	Fax: 

	3755 4946 
	3755 4946 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	 

	Application for Admission to (name of supported employment training unit):  
	Application for Admission to (name of supported employment training unit):  
	Application for Admission to (name of supported employment training unit):  
	Application for Admission to (name of supported employment training unit):  
	Application for Admission to (name of supported employment training unit):  

	      
	      




	 
	Name: 
	Name: 
	Name: 
	Name: 
	Name: 

	      
	      

	ID No.: 
	ID No.: 

	      
	      

	CRSRehab No.: 
	CRSRehab No.: 

	      
	      




	 
	 
	 
	 
	 
	 
	Figure

	Applicant accepts the offer. (For priority placement, the applicant is confirmed to have urgent service need.) 
	Applicant accepts the offer. (For priority placement, the applicant is confirmed to have urgent service need.) 
	 The following documents will be sent by the referrer to the supported employment training unit.: 



	 
	 
	 
	 

	 
	 

	CRSRehab–SET Form 1 
	CRSRehab–SET Form 1 

	 
	 

	School progress/VTC * report 
	School progress/VTC * report 


	 
	 
	 

	 
	 

	Psychological/psychiatric * report 
	Psychological/psychiatric * report 

	 
	 

	Medical report 
	Medical report 


	 
	 
	 

	 
	 

	Others, please specify: 
	Others, please specify: 

	      
	      


	 
	 
	 

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


	 
	 
	 

	 
	 

	Applicant considers the location of supported employment training unit unfavourable. 
	Applicant considers the location of supported employment training unit unfavourable. 


	 
	 
	 

	 
	 

	No immediate need for service. 
	No immediate need for service. 


	 
	 
	 

	 
	 

	Transport not available/cannot be arranged. 
	Transport not available/cannot be arranged. 


	 
	 
	 

	 
	 

	Applicant left Hong Kong or emigrated overseas. 
	Applicant left Hong Kong or emigrated overseas. 


	 
	 
	 

	 
	 

	Lost contact with applicant. 
	Lost contact with applicant. 


	 
	 
	 

	 
	 

	Applicant passed away. 
	Applicant passed away. 


	 
	 
	 

	 
	 

	Applicant is engaged in open employment at present. 
	Applicant is engaged in open employment at present. 


	 
	 
	 

	 
	 

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


	 
	 
	 

	 
	 

	Change of service type required due to deterioration of ability.  Placement is no longer required. 
	Change of service type required due to deterioration of ability.  Placement is no longer required. 


	 
	 
	 

	 
	 

	Others, please specify: 
	Others, please specify: 

	      
	      


	 
	 
	 

	Applicant is temporarily hospitalised. 
	Applicant is temporarily hospitalised. 
	 Name of Hospital:        Admission date:        Diagnosis/Treatment required:       


	 
	 
	 

	 
	 




	 
	 
	 
	 
	 
	 

	Signature: 
	Signature: 

	 
	 



	 
	 
	 
	 

	Name: 
	Name: 

	      
	      


	* Please delete as appropriate 
	* Please delete as appropriate 
	* Please delete as appropriate 

	Post: 
	Post: 

	      
	      




	 
	 
	CRSRehab–SET Form 7A 
	(Revised 03/2025) 
	 
	Reminder to Referrer 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for the Supported Employment Training for Persons with Disabilities 
	Social Welfare Department 
	6/F, West Coast International Building  290-296 Un Chau Street  Sham Shui Po Kowloon 
	 



	 
	 
	 
	 

	 
	 


	To: 
	To: 
	To: 

	 
	 
	 
	 
	 
	 


	 
	 
	 

	 
	 


	CRSRehab-SET Tel.: 
	CRSRehab-SET Tel.: 
	CRSRehab-SET Tel.: 

	3586 3952 
	3586 3952 

	Your Ref.: 
	Your Ref.: 

	 
	 


	Fax: 
	Fax: 
	Fax: 

	3755 4946 
	3755 4946 

	Your Fax: 
	Your Fax: 

	 
	 


	Date: 
	Date: 
	Date: 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 




	 
	 
	 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 
	Name of applicant: 

	 
	 



	HKIC No.: 
	HKIC No.: 
	HKIC No.: 
	HKIC No.: 

	 
	 


	CRSRehab No.: 
	CRSRehab No.: 
	CRSRehab No.: 

	 
	 


	Date of Selection : 
	Date of Selection : 
	Date of Selection : 

	 
	 


	Name of SET Unit : 
	Name of SET Unit : 
	Name of SET Unit : 

	 
	 




	 
	 
	 CRSRehab–SET has not received your reply to the placement offer for the above-named applicant. I would be grateful if you would reply to CRSRehab–SET via Form 7 within 2 weeks. Otherwise, the applicant would be removed from the waiting list. 
	 
	 If you have already replied to this, I would much appreciate if you would forward a copy of Form 7 to CRSRehab–SET. 
	 
	 
	 
	 
	 
	 
	( 
	( 
	( 
	( 
	( 

	 
	 

	) 
	) 



	 
	 
	 
	 

	Oi/c CRSRehab-SET 
	Oi/c CRSRehab-SET 

	 
	 




	 
	 
	 
	c.c. ADSWO(       ) (for SWD Staff) 
	 Agency Head (for NGO Staff) 
	 
	  
	CRSRehab–SET Form 8 
	(Revised 03/2025) 
	RESTRICTED 
	Referral for Admission 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for the Supported Employment Training for Persons with Disabilities 
	Social Welfare Department 
	6/F, West Coast International Building  290-296 Un Chau Street  Sham Shui Po Kowloon 
	 



	 
	 
	 
	 

	 
	 


	To: 
	To: 
	To: 

	 
	 
	 
	 
	 
	 


	 
	 
	 

	 
	 


	CRSRehab-SET Tel.: 
	CRSRehab-SET Tel.: 
	CRSRehab-SET Tel.: 

	3586 3952 
	3586 3952 

	Your Tel: 
	Your Tel: 

	 
	 


	Fax: 
	Fax: 
	Fax: 

	3755 4946 
	3755 4946 

	Your Fax: 
	Your Fax: 

	 
	 


	Date: 
	Date: 
	Date: 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 




	 
	 
	Referral for Admission to 
	Referral for Admission to 
	Referral for Admission to 
	Referral for Admission to 
	Referral for Admission to 


	 
	 
	 




	 
	 

	 
	 
	      Please be informed that the following applicant is referred for admission to your unit.  Please kindly 
	 

	 
	 

	reply CRSRehab-SET by Form 9 within 21 day(s).
	reply CRSRehab-SET by Form 9 within 21 day(s).
	 

	 
	 

	 
	 

	 
	 
	Case particulars:
	 

	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	Name of applicant:
	 


	 
	 
	 


	Hong Kong Identity Card.: 
	Hong Kong Identity Card.: 

	 
	 


	Gender / D.O.B.: 
	Gender / D.O.B.: 
	Gender / D.O.B.: 

	 
	 

	CRSRehab No.: 
	CRSRehab No.: 

	 
	 




	 
	 

	 
	 

	By copy of this, the referrer is requested to contact the supported employment training unit for 
	By copy of this, the referrer is requested to contact the supported employment training unit for 
	 

	 
	 

	case intake and pass the following referral papers to the unit.
	case intake and pass the following referral papers to the unit.
	 

	1. 
	1. 
	1. 
	1. 
	1. 

	Form 1 
	Form 1 


	2. 
	2. 
	2. 

	Form 7 
	Form 7 


	3. 
	3. 
	3. 

	Psychiatric report (for PMR) 
	Psychiatric report (for PMR) 




	 
	 

	 
	 

	 
	 

	 
	 

	(                    ) 
	Oi/c CRSRehab-SET 
	 
	 

	 
	 

	c.c. Referring office (without enclosure):  
	 (case ref.                    ) 
	 
	  
	CRSRehab–SET Form 9 
	(Revised 03/2025) 
	Report on Case Intake/Discharge
	Report on Case Intake/Discharge
	 
	Span

	 
	 

	From: 
	From: 
	From: 
	From: 
	From: 

	      
	      

	 
	 

	 
	 

	To: 
	To: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for the Supported Employment Training  for Persons with Disabilities 
	Social Welfare Department 
	6/F, West Coast International Building  290-296 Un Chau Street  Sham Shui Po Kowloon 
	 



	TBody
	TR
	 
	 

	(Name of Rehabilitation Unit)       
	(Name of Rehabilitation Unit)       

	 
	 

	 
	 

	 
	 


	TR
	 
	 

	(Name of Organisation)       
	(Name of Organisation)       

	 
	 

	 
	 

	 
	 


	TR
	 Ref.: 
	 Ref.: 

	(Address of Rehabilitation Unit)       
	(Address of Rehabilitation Unit)       

	 
	 

	 
	 

	 
	 


	TR
	Tel.: 
	Tel.: 

	      
	      

	 
	 

	 
	 

	 
	 


	Fax: 
	Fax: 
	Fax: 

	      
	      

	 
	 

	 
	 

	Tel.: 
	Tel.: 

	3586 3952 
	3586 3952 


	Date: 
	Date: 
	Date: 

	      
	      

	 
	 

	 
	 

	Fax: 
	Fax: 

	3755 4946 
	3755 4946 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	1. Case information 
	 
	Name: 
	Name: 
	Name: 
	Name: 
	Name: 

	      
	      

	HKIC No.: 
	HKIC No.: 

	      
	      

	CRSRehab No.: 
	CRSRehab No.: 

	      
	      




	 
	2. Please be informed that the above-named case has been: 
	 
	Table
	THead
	TR
	TH
	P
	Span
	 


	admitted into service on 
	admitted into service on 

	      
	      

	(date). 
	(date). 



	 
	 
	 
	 
	 


	 
	 
	 



	TR
	TH
	P
	Span
	 


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


	 
	 
	 
	 


	 
	 
	 



	TR
	TH
	P
	Span
	 


	rejected upon case screening due to: 
	rejected upon case screening due to: 


	 
	 
	 
	 


	 fail in job test 
	 fail in job test 

	 unstable mental/emotional condition 
	 unstable mental/emotional condition 


	 
	 
	 
	 


	 low ability/motivation for training 
	 low ability/motivation for training 

	 severe behavioral problem (please specify): 
	 severe behavioral problem (please specify): 


	 
	 
	 
	 


	 health problem 
	 health problem 

	 others (please specify): 
	 others (please specify): 


	 
	 
	 
	 


	 
	 
	 



	TR
	TH
	P
	Span
	 


	self-withdrawn by applicant upon case screening due to: 
	self-withdrawn by applicant upon case screening due to: 


	 
	 
	 
	 


	 open employment 
	 open employment 

	 applicant do not disclose any reason 
	 applicant do not disclose any reason 


	 
	 
	 
	 


	 unfavourable location 
	 unfavourable location 

	  others (please specify):_      ______________________ 
	  others (please specify):_      ______________________ 


	 
	 
	 
	 


	 lost trace 
	 lost trace 

	 
	 


	 
	 
	 
	 


	 
	 
	 



	TR
	TH
	P
	Span
	 


	discharged from our service on 
	discharged from our service on 

	      
	      

	(dd/mm/yyyy) due to: 
	(dd/mm/yyyy) due to: 


	 
	 
	 
	 


	 successfully discharge (i.e meeting the criteria of FSA)  
	 successfully discharge (i.e meeting the criteria of FSA)  


	 
	 
	 
	 


	 unsuccessful discharge on        , please specify reason:       
	 unsuccessful discharge on        , please specify reason:       


	 
	 
	 
	 


	 others (please specify): 
	 others (please specify): 




	 
	Signature: 
	Signature: 
	Signature: 
	Signature: 
	Signature: 

	 
	 



	Name: 
	Name: 
	Name: 
	Name: 

	      
	      


	Post: 
	Post: 
	Post: 

	      
	      


	c.c. 
	c.c. 
	c.c. 

	Referring office: 
	Referring office: 

	      
	      


	 
	 
	 

	(case ref. 
	(case ref. 

	      
	      

	) 
	) 




	CRSRehab–SET Form 9A 
	(Revised 03/2025) 
	Reminder to Rehabilitation Unit 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for the Supported Employment Training for Persons with Disabilities 
	Social Welfare Department 
	6/F, West Coast International Building  290-296 Un Chau Street  Sham Shui Po Kowloon 
	 



	 
	 
	 
	 

	 
	 


	To: 
	To: 
	To: 

	 
	 
	 
	 
	 
	 


	 
	 
	 

	 
	 


	CRSRehab-SET Tel.: 
	CRSRehab-SET Tel.: 
	CRSRehab-SET Tel.: 

	3586 3952 
	3586 3952 

	Your Tel: 
	Your Tel: 

	 
	 


	Fax: 
	Fax: 
	Fax: 

	3755 4946 
	3755 4946 

	Your Fax: 
	Your Fax: 

	 
	 


	Date: 
	Date: 
	Date: 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 




	 
	 
	 The following application(s) has /have been referred to your unit for consideration of admission for more than 3 weeks. So far, no reply has been received by CRSRehab. I would be grateful for your prompt decision on this/ these application(s) and reply to CRSRehab via Form 9 with a copy to the referrer concerned within 2 weeks. 
	 
	 
	Date of Referral 
	Date of Referral 
	Date of Referral 
	Date of Referral 
	Date of Referral 

	CRSRehab No. 
	CRSRehab No. 

	Name of Applicant 
	Name of Applicant 

	Sex 
	Sex 

	Age 
	Age 



	 
	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	(                    ) 
	Oi/c CRSRehab-SET 
	 
	c.c. Agency Head 
	 Referrer: 
	  
	CRSRehab–SET Form 10 
	(Revised 03/2025) 
	 
	Application for Priority Placement 
	From: 
	From: 
	From: 
	From: 
	From: 

	 
	 

	 
	 

	 
	 

	To: 
	To: 

	Central Referral System for Rehabilitation Services Subsystem for the Supported Employment Training for Persons with Disabilities  Social Welfare Department 6/F, West Coast International Building  290-296 Un Chau Street  Sham Shui Po Kowloon 
	Central Referral System for Rehabilitation Services Subsystem for the Supported Employment Training for Persons with Disabilities  Social Welfare Department 6/F, West Coast International Building  290-296 Un Chau Street  Sham Shui Po Kowloon 



	TBody
	TR
	 
	 

	(Name of Referring Office)  
	(Name of Referring Office)  

	 
	 

	 
	 


	TR
	 
	 

	(Name of Organisation)  
	(Name of Organisation)  

	 
	 

	 
	 


	TR
	 Ref.: 
	 Ref.: 

	(Address of Referring Office)  
	(Address of Referring Office)  

	 
	 

	 
	 


	Tel.: 
	Tel.: 
	Tel.: 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	Fax: 
	Fax: 
	Fax: 

	 
	 

	 
	 

	 
	 

	Tel.: 
	Tel.: 

	3586 3952 
	3586 3952 


	Date: 
	Date: 
	Date: 

	 
	 

	 
	 

	 
	 

	Fax: 
	Fax: 

	3755 4946 
	3755 4946 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	1. Case particulars 
	1. Case particulars 
	1. Case particulars 


	Name: 
	Name: 
	Name: 
	Name: 
	Name: 

	 
	 

	Sex/D.O.B.: 
	Sex/D.O.B.: 

	 
	 

	HKIC No.: 
	HKIC No.: 

	 
	 



	Address: 
	Address: 
	Address: 
	Address: 

	 
	 

	Tel.: 
	Tel.: 

	 
	 


	Disability: 
	Disability: 
	Disability: 

	 
	 


	Placement required: 
	Placement required: 
	Placement required: 

	 
	 

	CRSRehab No.: 
	CRSRehab No.: 

	 
	 




	 
	2. Particulars of family members and relatives 
	2. Particulars of family members and relatives 
	2. Particulars of family members and relatives 


	 
	 
	 
	 
	 
	Name 

	 
	 
	Relationship 

	 
	 
	Sex/Age 

	Occupation/ schooling 
	Occupation/ schooling 

	Income/ school fee 
	Income/ school fee 

	Disability/ill health  
	Disability/ill health  
	(if any) 

	 
	 
	Remarks 



	 
	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 


	 
	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 

	 
	 




	 
	3. Case/Family background 
	3. Case/Family background 
	3. Case/Family background 


	 
	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 




	 
	4. Reasons for priority placement 
	4. Reasons for priority placement 
	4. Reasons for priority placement 


	 
	 
	 
	 
	 


	 
	 
	 


	 
	 
	 


	 
	 
	 




	 
	Prepared by 
	Prepared by 
	Prepared by 
	Prepared by 
	Prepared by 

	 
	 

	 
	 

	Endorsed by* 
	Endorsed by* 

	 
	 



	Signature: 
	Signature: 
	Signature: 
	Signature: 

	 
	 

	 
	 

	Signature: 
	Signature: 

	 
	 


	Name: 
	Name: 
	Name: 

	 
	 

	 
	 

	Name: 
	Name: 

	 
	 


	Post: 
	Post: 
	Post: 

	 
	 

	 
	 

	Post: 
	Post: 

	 
	 




	 
	* Endorsement should be obtained from agency head/designated representative of non-governmental organisation or DSWO/ADSWO of SWD. 
	 
	CRSRehab-SET Form 10A 
	(Revised 03/2025) 
	Outcome of Application for Priority Placement 
	 
	From: 
	From: 
	From: 
	From: 
	From: 

	Central Referral System for Rehabilitation Services 
	Central Referral System for Rehabilitation Services 
	Subsystem for the Supported Employment Training for Persons with Disabilities 
	Social Welfare Department 
	6/F, West Coast International Building, 290-296 Un Chau Street,  
	Sham Shui Po, Kowloon 



	 
	 
	 
	 

	 
	 


	To: 
	To: 
	To: 

	 
	 
	 
	 
	 
	 
	 


	 
	 
	 

	 
	 


	Your Ref.: 
	Your Ref.: 
	Your Ref.: 

	 
	 

	CRSRehab-SET Tel.: 
	CRSRehab-SET Tel.: 

	3586 3952 
	3586 3952 


	Date: 
	Date: 
	Date: 

	 
	 

	Fax: 
	Fax: 

	3755 4946 
	3755 4946 


	 
	 
	 

	 
	 

	 
	 

	 
	 




	 
	 
	Name: 
	Name: 
	Name: 
	Name: 
	Name: 

	 
	 



	HKIC No.: 
	HKIC No.: 
	HKIC No.: 
	HKIC No.: 

	 
	 


	CRSRehab No.: 
	CRSRehab No.: 
	CRSRehab No.: 

	 
	 




	 
	 
	□ 
	□ 
	□ 
	□ 
	□ 

	I am pleased to inform you that your application for priority placement for the above-named applicant is approved. The particulars of the placement application is detailed below: 
	I am pleased to inform you that your application for priority placement for the above-named applicant is approved. The particulars of the placement application is detailed below: 
	 Type of Placement:  Date of Priority Assigned:  Location preference: 
	 
	 



	□ 
	□ 
	□ 
	□ 

	The captioned application for priority placement is not approved or not necessary due to the following reason: 
	The captioned application for priority placement is not approved or not necessary due to the following reason: 
	□ Placement had already been offered to ________________________ on ________________ 
	□ The case situation does not merit accelerated placement ahead of others. 
	 




	 
	If you have any question, please contact the staff-on-duty at 3586 3952 for discussion on the case. 
	 
	 
	 
	 
	 
	 
	 
	(                    ) 
	Oi/c CRSRehab-SET 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	Figure
	Figure
	Figure
	Figure
	Figure
	Figure
	Span
	Rehabilitation & Medical Social Services Branch
	Rehabilitation & Medical Social Services Branch
	Rehabilitation & Medical Social Services Branch
	 

	Social Welfare Department
	Social Welfare Department
	 

	https://www.swd.gov.hk/tc/pubsvc/rehab/cat_crsrehab/centralref/
	https://www.swd.gov.hk/tc/pubsvc/rehab/cat_crsrehab/centralref/
	 



	Figure
	 
	 
	 





