
Appendix 1
Referral Form for 
Transitional Support Service for Persons in Mental Recovery (TSS)
Lighthouse Project (LHP), SideBySide

	From: 
	Officer-in-charge
	
	To: 
	Officer-in-charge, LHP/SideBySide

	
	
	
	
	

	Ref.:
	
	
	Tel. No.:
	3706 9899

	Tel No.:
	
	
	Fax No.:
	3108 9198

	Fax. No.:
	
	
	Total Page(s):
	

	Date:
	
	
	
	

	
	
	
	
	


(I) Particulars of Applicant
	Name (English):                                        (Chinese): ___________________________

	D.O.B:
	(dd/mm/yyyy)
	HKIC No.: 
	
	Sex:
	

	Tel. No. (Home):
	
	(Mobile):
	

	Address:
	

	

	Psychiatric Diagnosis:
	

	Psychiatric Follow-up Clinic:
	

	CRSRehab no.:
	
	(on waitlist for HWH service since
	)

	Location Preference:
	 Yes (please specify:                                    )
	 No

	Case Nature:
	 Intensive care       
	 Special care 
	  Conventional care 

	
	 Conditional discharge  

	Other illness(es) (if any, Please specify):
	
	

	Contact Points of Case Manager of *CPS/PCP (if any): 
	Name:
	
	Tel. No.:
	

	Other Support Services (e.g. MSSU, POT, IFSC, ICCMW, SET, IVRSC, etc.): 

	

	History of Suicidal Attempt (if any):
	

	History of Violence (if any):
	

	Additional remarks of emotional, psychological, behavioral problems, insight, undesirable habits etc. requiring special attention (if any)


	


Rehabilitation service(s) waitlisted/ referred:  SET		 IVRSC
  ICCMW	 Others (please specify: 			      )
Consent of applicant *has been / has not been obtained that worker can approach the case medical officer / paramedical staff/social workers concerned for information regarding the provision of this referring services.

(II) Information of Applicant’s Carer / Family member:
	Name:
	                         (            )
	Contact means / Tel. No.:
	

	Living with the applicant:
	*Yes / No    
	Relationship with applicant:
	


[bookmark: _GoBack]Consent of the carer / family member *has been / has not been obtained that TSS professional workers can approach *him / her in case of emergency.
(III) Referral Summary and Special Remarks (Use additional sheet if required):
	

	

	

	

	

	

	

	



(IV) Information of Referring Office:
	Name of referrer:
	
	Post:
	
	Tel. No.:
	

	Agency:
	
	Fax No.:
	

	Office Address:
	

	
	

	Remarks:
	
	Our Centre will continue to follow-up the above-named / above-named’s family. Please issue the Service Admission Form to our unit within 8 weeks upon the receipt of the referral.

	
	
	Others (please specify):
	

	
	
	

	Please acknowledge receipt of this referral within five working days from the date of this referral. For enquiries, please contact                     at phone no.                        




	
	(                              )

	
	Officer-in-Charge

	Name of Centre:
	

	District:
	




*delete whichever is inappropriate
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