   












	For Official Use Only

	Date Received:

	Reg. No:


	Referral Source 

	Referring Organisation:


	Date of Referral:

	Name of Referrer:


	Designation of Referrer:

	Tel: (O)
	(Fax)
	(HP)
	Email:

	Referral Type

	Client/family has consented to this application and to the disclosure of enclosed information to the relevant agencies/service providers to facilitate this application.   FORMCHECKBOX 
 Yes               FORMCHECKBOX 
 No



	Client is referred for:               FORMCHECKBOX 
 Counselling and Clinical Case Management Services                                   

              

	Is the Client a Caregiver?        FORMCHECKBOX 
 No                      FORMCHECKBOX 
 Yes (if yes, please fill up Pg 4 of Referral Form)


	Particulars of PERSON Referred For COUNSELLING

	Salutation
	Surname: 
	Given Name:



	NRIC/Fin:


	Date of birth: 
	Age:
	Gender:

 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female

	Address: 

                                                                                               Postal Code (                                  )

	Tel: (H)
	(O)
	(Mobile)
	(Fax)
	Email:

	Nationality:        

 FORMCHECKBOX 
 Singapore Citizen          

 FORMCHECKBOX 
 Permanent Resident           

 FORMCHECKBOX 
 Others: ________________ 
	Marital status:
 FORMCHECKBOX 
 Single         FORMCHECKBOX 
 Separated  
 FORMCHECKBOX 
 Married       FORMCHECKBOX 
 Divorced    
 FORMCHECKBOX 
 Widowed                                       
	Race:   

 FORMCHECKBOX 
 Chinese    FORMCHECKBOX 
 Indian   

 FORMCHECKBOX 
 Malay       FORMCHECKBOX 
 Eurasian  
 FORMCHECKBOX 
 Others: ____________

	Main Language/Dialect Spoken:

 FORMCHECKBOX 
 English             FORMCHECKBOX 
 Mandarin         FORMCHECKBOX 
 Malay                FORMCHECKBOX 
 Tamil               FORMCHECKBOX 
 Hokkien           FORMCHECKBOX 
 Teochew            FORMCHECKBOX 
 Cantonese        FORMCHECKBOX 
 Others: __________
	Religion:

 FORMCHECKBOX 
 Buddhism         FORMCHECKBOX 
 Taoism              FORMCHECKBOX 
 Christianity         FORMCHECKBOX 
 Islam               FORMCHECKBOX 
 Hinduism           FORMCHECKBOX 
 No religion         FORMCHECKBOX 
 Others: ___________

	Highest Qualification:

 FORMCHECKBOX 
 Pre-PSLE         FORMCHECKBOX 
 PSLE               FORMCHECKBOX 
 N Levels          FORMCHECKBOX 
 O Levels         FORMCHECKBOX 
 A Levels           FORMCHECKBOX 
 Diploma           FORMCHECKBOX 
 Degree           FORMCHECKBOX 
 Postgraduate      

 FORMCHECKBOX 
 Others: ___________                 
	Occupation (Current or Immediate Past):

 FORMCHECKBOX 
 Admin/Clerical         FORMCHECKBOX 
 Production         

 FORMCHECKBOX 
 Sales/Service           FORMCHECKBOX 
 General/Contractor                          
 FORMCHECKBOX 
 Homemaker             FORMCHECKBOX 
 Student             

 FORMCHECKBOX 
 Professional/Executive          

	Current Employment Status: 

 FORMCHECKBOX 
 Employed – Full time  FORMCHECKBOX 
 Employed – Part Time 
 FORMCHECKBOX 
 Self-Employed           FORMCHECKBOX 
 Unemployed

 FORMCHECKBOX 
 Retired                     FORMCHECKBOX 
 Others:____________                     
	Monthly personal income: 
 FORMCHECKBOX 
 $0 - $500

 FORMCHECKBOX 
 $501- $1,000

 FORMCHECKBOX 
 $1,001 - $2,000

 FORMCHECKBOX 
 $2,001 - $3,000

 FORMCHECKBOX 
 $3,001 - $4,000

 FORMCHECKBOX 
 $4,001 - $5,000

 FORMCHECKBOX 
 $5,001 - $6,000

 FORMCHECKBOX 
 $6,001 - $7,000

 FORMCHECKBOX 
 $7,001 - $8,000

 FORMCHECKBOX 
 $8,001 and above



	Home Ownership        FORMCHECKBOX 
 Rental          FORMCHECKBOX 
 Co-owned         FORMCHECKBOX 
 Sole owner     FORMCHECKBOX 
 Not applicable       



	 FORMCHECKBOX 
 HDB 1-room flat       FORMCHECKBOX 
 HDB 2-room flat               FORMCHECKBOX 
 HDB 3-room flat             FORMCHECKBOX 
 HDB 4-room flat       

 FORMCHECKBOX 
 HDB 5-room flat       FORMCHECKBOX 
 HDB EA/Maisonette          FORMCHECKBOX 
 HDB studio apartment     FORMCHECKBOX 
 Condominium
 FORMCHECKBOX 
 Landed properties    FORMCHECKBOX 
 Shophouse                       FORMCHECKBOX 
 Others: ______________

	Client lives with:

	Medical Background 

	Medical history, if applicable: Please provide information on the following:       

	Summary of Medical Conditions/Problems:


	Summary of Psychiatric Conditions:


	Medication prescribed:


	Medical Appointments/Follow-up schedule recommended:

	A copy of the latest discharge summary is enclosed.     FORMCHECKBOX 


	Mobility 

 FORMCHECKBOX 
 Ambulant              FORMCHECKBOX 
 Ambulant with assistance    FORMCHECKBOX 
 Wheelchair-bound                 FORMCHECKBOX 
 Bed-bound

	In case of emergency, please contact:

	Name: 
	Relationship to Client: 

	Tel (O)


	(HP)
	Email:


Please provide the following information: 
	Nature of Referral Problem
	

	Triggering Events
	

	Frequency & intensity of problem
	

	Duration
	

	Factors that make it better/worse
	

	Functional impairment
	

	Changes in sleep, interest, energy, concentration
	

	Substance Use
	

	Mood
	

	Suicidal/Homicidal Ideation
	

	Please provide a genogram of client’s family, including information on client’s marital relationship, the children’s relationship with client, their marital status and how they are contributing to client’s care in various areas (financial, material, time etc)

	

	What are the interventions by the referring social worker, and the plan of action for this client?

(Please include details of existing social services provided by other organisations)

	


** Please fill in this page ONLY if the PERSON referred for Counselling is a CAREGIVER**
	Care-Giving Situation 

	1. Caregiver is caring for:

    FORMCHECKBOX 
 Spouse        FORMCHECKBOX 
 Parent     FORMCHECKBOX 
 Sibling      FORMCHECKBOX 
 Child       FORMCHECKBOX 
 Others (please state):_________________________       

	2. Level of Care-Giving Involvement of Caregiver:

(A)   FORMCHECKBOX 
 Sole Caregiver                    FORMCHECKBOX 
 Assisted by: __________________________

(B)   FORMCHECKBOX 
 24 hours (Day and night)     FORMCHECKBOX 
 Part-time                            FORMCHECKBOX 
 Occasional

	3. Description of Care-Giving Tasks Performed by Caregiver:

   (A) Physical /Nursing Care

    FORMCHECKBOX 
 Feeding                        FORMCHECKBOX 
 Dressing           FORMCHECKBOX 
 Bathing                         FORMCHECKBOX 
 Incontinence care               

    FORMCHECKBOX 
 Mobility transfers           FORMCHECKBOX 
 Exercise            FORMCHECKBOX 
 Medication                    FORMCHECKBOX 
 Nursing/ Medical Care

   (B) Household tasks:

    FORMCHECKBOX 
 Preparation of Meals      FORMCHECKBOX 
 Marketing         FORMCHECKBOX 
 Laundry                         FORMCHECKBOX 
 Housecleaning              

   (C) Support/Supervision:

    FORMCHECKBOX 
 Stay at home so that CR feels safe             FORMCHECKBOX 
 Encourage CR to participate in activities     

    FORMCHECKBOX 
 Verbal assurance                                      FORMCHECKBOX 
 Correct / Change dangerous, unwanted, difficult behaviour        

    FORMCHECKBOX 
 Check on CR at night                                FORMCHECKBOX 
 Ensure prevention of injuries, accidents and/or wandering

   (D) Other tasks:

    FORMCHECKBOX 
 Locate / Set up/ Check on services             FORMCHECKBOX 
 Interpret for CR              FORMCHECKBOX 
 Arrange for Transport 

    FORMCHECKBOX 
 Make and accompany CR to appointments   FORMCHECKBOX 
 Actively improve relationships of CR with others.     

    FORMCHECKBOX 
 Others, please specify: _____________

	Particulars of person cared for by caregiver – the CARE RECIPIENT 

	Name of person cared for – the CARE RECIPIENT:



	NRIC/Fin:


	Date of birth:
	Age:
	Gender:

 FORMCHECKBOX 
 Male    FORMCHECKBOX 
 Female

	Address (if different from caregiver): 

Postal Code (                                  )
	Tel: (H)                                                                                               

	Nationality:        

 FORMCHECKBOX 
 Singapore Citizen          

 FORMCHECKBOX 
 Permanent Resident           

 FORMCHECKBOX 
 Others: ________________ 
	Marital status:
 FORMCHECKBOX 
 Single         FORMCHECKBOX 
 Separated  
 FORMCHECKBOX 
 Married       FORMCHECKBOX 
 Divorced    
 FORMCHECKBOX 
 Widowed                                       
	Race:   

 FORMCHECKBOX 
 Chinese    FORMCHECKBOX 
 Indian   

 FORMCHECKBOX 
 Malay       FORMCHECKBOX 
 Eurasian  
 FORMCHECKBOX 
 Others: ____________

	Main Language/Dialect Spoken:

 FORMCHECKBOX 
 English             FORMCHECKBOX 
 Mandarin         FORMCHECKBOX 
 Malay                FORMCHECKBOX 
 Tamil               FORMCHECKBOX 
 Hokkien           FORMCHECKBOX 
 Teochew            FORMCHECKBOX 
 Cantonese        FORMCHECKBOX 
 Others: __________
	Religion:

 FORMCHECKBOX 
 Buddhism         FORMCHECKBOX 
 Taoism              FORMCHECKBOX 
 Christianity         FORMCHECKBOX 
 Islam               FORMCHECKBOX 
 Hinduism           FORMCHECKBOX 
 No religion         FORMCHECKBOX 
 Others: ___________

	Who else lives with Care Recipient? 



	Illness/Disability of Care Recipient: 



	Ambulatory Status of Care Recipient:    
    FORMCHECKBOX 
 Ambulant           FORMCHECKBOX 
 Ambulant with assistance              FORMCHECKBOX 
 Wheelchair-bound           FORMCHECKBOX 
 Bed-bound
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