CRSRehab-PS Form 7

(Rev. 09/2018)


RESTRICTED
Reply to CRSRehab-PS on Selection for Placement
	From:
	
	
	
	To:
	Central Referral System for Rehabilitation Services

Subsystem for the Disabled Pre-schoolers (CRSRehab-PS)

Social Welfare Department

9/F Wu Chung House 213 Queen's Road East

Wanchai, Hong Kong

	
	(Name of Referring Office)
	
	
	
	

	
	
	
	
	
	

	
	(Name of Organisation)
	
	
	
	

	Ref.:
	
	
	
	
	

	Tel.:
	
	
	
	
	

	Fax:
	
	
	
	Tel.:
	2892 5139

	Date:
	
	
	
	Fax:
	2119 9035

	
	
	
	
	
	

	Application for Placement to: ________________________________ (Name of rehabilitation unit/project team)

	Name:
	
	
	HKBC No.:
	
	CRSRehab-PS No.:
	

	KG/KG-cum-CCC Attending:
	KG/KG-cum-CCC to be Attended (if applicable):

	Name:
	
	
	Name:
	
	

	Code:
	
	
	Code:
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	Applicant accepts the offer.   (For priority placement, the applicant is confirmed to have urgent service need.)
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	Applicant declines the offer (Please ( only one box): 
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	Applicant considers the location of rehabilitation unit unfavourable.
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	No immediate need for service.
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	Transport not available/cannot be arranged.
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	Applicant left Hong Kong or emigrated overseas.
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	Lost contact with applicant.
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	Applicant passed away.
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	Change of service type is required due to improvement of ability.  Form 3 is attached to update placement request.

	
	[image: image10.wmf]
	Change of service type is required due to deterioration of ability.  Form 3 is attached to update placement request.
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	Change of service type is required due to other non-medical ground(s).  Form 3 is attached to update placement request. 
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	Stay in transitional service due to: 
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	difficulties in escort arrangement
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	short duration of service
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	change of residential address
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	others, please specify:
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	Others, please specify:
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	Applicant is temporarily hospitalized.

	
	Name of Hospital:
	
	

	
	Admission Date:
	
	

	
	Diagnosis/treatment required:
	
	

	
	

	Signature:
	

	Name:
	

	Post:
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