CRSRehab-SET Form 1

(3/2024)

 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.:
	
	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:
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	     

	
	(English)
	                  (Chinese)
	

	2.
Sex:
	 FORMCHECKBOX 
 Male
formcheckbox 
 Female

	3.
Date of Birth:
	 
	 
	(dd)
	 
	 
	(mm)
	 
	 
	 
	 
	(yyyy)

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	4.
HKIC No.:
	 
	 
	 
	 
	 
	 
	 
	 
	(
	 
	) or L/M (
	
	) in RP 3/3/220/ (______________________)
	     

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	5.
Residential District:
	Hong Kong and Islands
formcheckbox 
 Central and Western
formcheckbox 
 Eastern
formcheckbox 
 Southern
formcheckbox 
 Wanchai
formcheckbox 
 Islands
Kowloon
formcheckbox 
 Kwun Tong
formcheckbox 
 Wong Tai Sin
formcheckbox 
 Kowloon City
formcheckbox 
 Mongkok
formcheckbox 
 Shamshuipo
formcheckbox 
 Yaumatei
formcheckbox 
 Tseung Kwan O
formcheckbox 
 Sai Kung
New Territories
formcheckbox 
 Kwai Tsing
formcheckbox 
 Tsuen Wan
formcheckbox 
 Tuen Mun
formcheckbox 
 Yuen Long
formcheckbox 
 Tin Shui Wai
formcheckbox 
 Tai Po
formcheckbox 
 Shatin
formcheckbox 
 Ma On Shan
formcheckbox 
 North (Sheung Shui and Fanling)


C.
Disability 

(i) 
Major disability (Please select ONLY ONE disability from the following 1 to 7)  

	1.
Ex-mental ill
	formcheckbox 
 diagnosis:
	

	
	

	2.
Mental handicap
	formcheckbox 
 A: Severe   formcheckbox 
 B: Moderate   

	
	formcheckbox 
 C: Mild      formcheckbox 
 D: Others, please specify diagnosis:_____________________________

	
	
	
	
	
	
	
	
	
	

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


	3.
Physical handicap
	formcheckbox 
 please specify: 
	

	4.
Hearing impairment
	formcheckbox 
 A: Deaf
formcheckbox 
 B: Partially impaired


	5.
Visual impairment
	formcheckbox 
 A: Blind
formcheckbox 
 B: Partially impaired


	6.
Visceral disability
	formcheckbox 
 please specify: ______________________________________________________________

	7.
Other disability
	formcheckbox 
 please specify: ______________________________________________________________           

	(iii)  Additional information

	8. 
Spastics/ cerebral palsy
	formcheckbox 
 A: Spastic  
formcheckbox 
 B: Cerebral palsy   
formcheckbox 
 N: Not spastic or cerebral palsy

	9. 
Epilepsy 
	formcheckbox 
A: Yes (Under control/Not under control*) 
formcheckbox 
N: Not epilepsy

	10.
Mobility
	formcheckbox 
 A: Walk unaided
formcheckbox 
 B: Walk with escort
formcheckbox 
 C: Walk with rehabaid

	
	formcheckbox 
 D: Wheelchair bound
formcheckbox 
 E: Bed ridden


	11.
Ability to climb stairs/ slope
	formcheckbox 
 A: Capable to climb stairs/slope by self

	
	formcheckbox 
 B: Climb stairs/slope with other assistance

	
	formcheckbox 
 C: Unable to climb stairs/slope even with other assistance

	12.
Public transport (Excluding taxi)
	formcheckbox 
 A: Manage without escort
formcheckbox 
 B: Manage with escort

	
	formcheckbox 
 C: Cannot manage with escort

	13.
Medication
	formcheckbox 
 A: With medication, please specify:  
	________________________________________           

	
	formcheckbox 
 B: Without medication.                      formcheckbox 
 C: Unknown

	14.
Treatment required
	formcheckbox 
 A: Occupational therapy
formcheckbox 
 B: Physiotherapy   formcheckbox 
 C: Psychiatric follow-up

	       (May (more than one)
	formcheckbox 
 D: Others, please specify:
	
	formcheckbox 
 E: Nil

	
	
	
	

	15.
Rehabaid used
	formcheckbox 
 A: Wheelchair
	formcheckbox 
 B: Ambulator
	formcheckbox 
 C: Prosthesis/artificial legs
	formcheckbox 
 D: Calipers

	(May (more than one)
	formcheckbox 
 E: Special boots
	formcheckbox 
 F: Hearing aid
	formcheckbox 
 G: Crutches
	formcheckbox 
 H: Tripod

	
	formcheckbox 
 I: Others, please specify:
	
	formcheckbox 
 J: Nil


* to delete as appropriate
D.
Education/Training/Employment record

	1.
Education Level
	formcheckbox 
 A: Kindergarten
formcheckbox 
 B: Primary 
formcheckbox 
 C: Secondary     formcheckbox 
 D: Post-secondary

	
	formcheckbox 
 E: Special school
formcheckbox 
 F: No schooling
formcheckbox 
 G: Unknown

	2.
Present status
	formcheckbox 
 A: Sheltered worker, (name of sheltered workshop:                                                                 )

	
	(for CRSRehab-SET  use ________________________________________________________ )

	
	formcheckbox 
 B: Special school student   formcheckbox 
 C: VTC student  formcheckbox 
 D: Open employment

	
	formcheckbox 
 E: Staying at home formcheckbox 
F : Psychartic day hospital formcheckbox 
G : Others, please specify: _____________                  

	3.  Vocational training received      
	formcheckbox 
 N: No       formcheckbox 
 A: Yes, please specify:__________________________________

	4.  Sheltered workshop attended    
	formcheckbox 
 N: No       formcheckbox 
 A: Yes


E.
Financial assistance received

	1.  Receiving CSSA 
	formcheckbox 
 N: No           formcheckbox 
 A: Yes (CSSA No.:                                            )

	2.  Receiving DA 
	formcheckbox 
 N: No           formcheckbox 
 A: Yes (DA No.:                                                )


F.
Location preference
	formcheckbox 

	No


	formcheckbox 

	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 II 

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) 

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

- 1 -


