CRSRehab - SET


	From:      
	
	To:      


CRSRehab-PMR Form 2
P.2

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

	Name of applicant:
	      
	(     )
	HKID:
	     
	Sex / Age:
	  
	/
	   

	D.O.B.:
	     /     /      (DD/MM/YYYY)
	CRSRehab no.:
	     
	Hospital/Clinic ref. no.:
	______

	Hospital / Clinic:
	     
	Ward:
	     




Part II	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*     IQ 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:

	 
	
	
	

	
	Problem drinking
	
	Drug addiction
	
	Maintenance treatment:
	      

	
	Problem gambling
	
	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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