[ TEL: 6505 6464

I{; FAX: 6226 2366

Fnakiad Livine - Common Referral Form

CEL Ref. No: CEL/ / / Outcome: Date of Received :

HHS & ACE — SECTION A to | HOME CARE — SECTIONP to T

COMPULSORY — SECTION A to |

Centre for Enabled Living (CEL):

[0 Day Care Centre (DCC - Social) [0 Assessment and Coordination for Enabling (ACE) Services
O Home Help Service (HHS): O Meals Delivery O Laundry O Housekeeping O Personal Hygiene O Escort/Transport

Agency for Integrated Care (AIC):

O Home Medical O Home Nursing O Home Therapy
[0 Day Rehabilitation Centre [0 Dementia Day Care
Agency: Name: Designation:
Tel No : (0O) H/P: Fax : Email :
Signature Date
Citizenship:
Name : Age: O Spore/Pink IC CSpore PR/Blue IC [ Others:
NRIC/Passport No/FIN/UNI/No :
Date of Birth (dd/mm/yyyy) Race:
NRIC Add ) O Chinese OMalay [ Others:
ress - O Indian O Eurasian
S( ) Accommodation:
Contact number : O Oown O Rent O Lodge
[ Private O HDB (___ - room)
Gender: Living Arrangement:
O Male O Female [ Alone O With Caregiver [ Others:
Religion: Language/Dialect:
. S . [0 Cantonese
O Buddhism [ Christianity O None O English [ Hainanese O] Hokkien
O Islam [ Taoist O Others: O Mandarin O Teochew 0 Others:
O Catholicism O Hinduism O Malay O Tamil :
Current location of client: O Home O Hospital O Institution (Specify: )
Address: Ward / Bed: / Discharge Date (If any) :
(Please specify address if different from Section C)
Name of Client: NRIC:

l1|Page




Client is aware and consented to this referral being made: O Yes O No (Specify: )
Client's family has been informed about the referral: OYes [ONo (Specify: )
Client is known to other community service: O NA O Yes (Specify: )
Client is known to MSW/Case Manager/Care Coordinator: O NA O Yes (Name: )
(Contact : )

Contact Person : Relationship with client:
Contact Address : S( )
Contact No.: (H) (0) (H/P)
Any other recommended services? (Specify: )
On Public Assistance? [0 No [ Yes (PA Ref No: )
Is means test completed?

OYes O 0% O 25% O 50% O 75%

O No O Noteligible O Not applying

Current financial support:

o | declare to the best of my knowledge and belief that the particulars furnished by me and/ or the care person are true and correct.
e | understand that | am obliged to abide by the regulations/ agreement laid down by the organization/institution involved.

* | have been informed that in the course of processing the application, it may be necessary for the Referring Agency to disclose/ transfer relevant
information pertaining to me/my household to other agencies.

e | understand that the disclosure of such information is necessary to facilitate the application for the Centre. | also hereby do give my consent for
the release/ disclosure of such information to the relevant bodies to facilitate consideration of the application.

Name Signature of Client / Caregiver Relationship Date

. Number of Falls (within 3 months): Vision: O Yes 0 No
Balance:
O Normal O Difficult to stand up U No fall 0 1 fall 0> 2falls Hearing: O Yes O No
[ Dizziness O Unsteady gait Menta.l Status: Mobility:
Dyspnea: S cR:aU?nald E L(;r::ble to respond O Wheelchair O Bedbound

- onfuse: ers: . . .
OO No Symptom O Strenuous activities | ] = Ambulant/wallflng - Walking aid )
O Daily activities [ At rest Bowel Management. o N/A ' oVYaIkmg frame 0 Quadstick

O Continent O Colostomy o0 Walking stick/Umbrella o Others
Respiratory Care: O Diapers O lleostomy Assistance level required for wheelchair or
[0 Oxygen Therapy [ Suction O Others: ambulant/walking:
O Trachy care O BIPAP ] o Independent 0 Min Assist
O Others: Wound Care: O ves 0 No 0 Moderate Assist 0 Max Assist/Dependent
Minimal Moderate i
Activity Independent . . IR Bt Specify:
Assistance Assistance Dependent

Transferring O O O O
Bathing O O O O
Dressing O O O O
Grooming O O O O
Toileting O O O O O Diapers O Urinary catheter
Feeding O O O O O Oral O NG Tube O PEG
Lift landing: Living near Food Amenities: Steps from house to corridor:
O Yes O No O Yes O No O Yes O No
Ability to navigate Transport: Require Home modification: Access to public transport:
O Yes O Yes, specify: O Walking distance to bus stop / MRT
O No specify: O No O Transfer of bus/ MRT required

Name of Client:

NRIC:
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CENTRE BASED - SECTION J to O

Activity Tolerance level:
O Poor (0 to 45mins)

O Fair (15 to 45mins)

O Good (> 45mins)

Services Required:

O Trial Rehab

O Rehab

O Maintenance Exercise
O Others, specify:

Escort required bringing client to wait for

Duration: transport?
O Half day O Yes
O Full day O No

O Others, specify: O NA (Client can manage)

Location:
O Preferred:

O Preferred Centre:

Diet:
O Yes, specify:

0 No

Transport Required:
O Yes O No

CENTRE BASED SERVICES REFERRAL ONLY — SOCIAL DAY CARE / DEMENTIA DAY CARE / DAY REHABILITATION

Summary of Medical Condition / Problem:

*Active Infectious Disease: O Yes (specify) O No

*Any Food Allergies O Yes (specify) O No
Summary of Investigation & Management:

Medication / Dosage / Frequency:

*Drug Allergies O Yes (specify) O No

Is client fit to undergo rehabilitation? O Yes O No O Trial only
Does client require rehabilitation? O Yes O No

Are there any precautions to be taken or conditions that require closer monitoring?

O Yes (specify) O No O NA

*Please Note: Clients referred to DDC centres must be diagnosed by a gualified medical practitioner to be suffering from dementia

Type of Dementia: O Multi-Infract/Vascular

Dementia Follow-up: O Yes (PIs provide details) O No
Dr's Name:
Next TCU date (if any):

Cognitive & Behavioral Symptoms (please tick if present & provide details)

[0 Paranoid & Delusional Ideation

Designation:

Clinic/Hospital:

[ Alzheimer’s Disease

O Others:

Institution:

[0 Hallucination

O Day/Night Disturbances

[0 Anxieties & Phobia

Activity Disturbances:
OWandering

O Purposeless Activity
O Inappropriate Activity

Aggressiveness:

O Verbal Outburst

O Physical threats&/or violence
O Agitation

Affective Disturbances:
O Tearfulness

O Depressed Mood

O Other:

Additional Remarks / Details:

Name:

Signature:

Hospital/Unit/Designation/MCR:

Date of assessment:

Name of Client:

NRIC:
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HOME CARE —SECTIONPto T

Home Medical Service:
O Follow-up of Chronic illness / prescription of medication
O Others (Specify):

Home Therapy Service (Attach Therapist Report):

O Physiotherapy
[0 ADL / IADL Training

Home Nursing Service (Attach Wound Chart):

O Procedures: (Please proceed to Section Q)

O Health Education / Monitoring of BP / Blood Glucose
O Caregiver Training (Specify):

O Home Environment Assessment & Home Care Equipment Training

[ Caregiver Training (Specify):

O Others (Specify):

O Others (Specify):

Summary of Medical Condition / Problem:

*Active Infectious Disease: O Yes (specify) O No
*Any Food Allergies O Yes (specify) O No
Summary of Investigation & Management:

Medication / Dosage / Frequency:

*Drug Allergies O Yes (specify) O No
Feeding Tube: Urinary Catheter: Wound:

O Ryle’s Tube O Urethra Site:

O Flexiflo O Supra pubic Dressing Type:

Size : Size : Freq of Change:

Due for change: Due for change : Date of last Change:
Stoma:

[ Tracheotomy O PEG [ lleostomy

Dressing due for change: Dressing due for change: Dressing due for change:

Injection (IM/SC):

Type of injection: Dosage:
Date of last change: Others: Frequency:
Activity Tolerance: O Poor ( <15 mins) O Fair (15 to 45 mins) O Good (>45 mins)
Respiratory Care:
O NA O Oxygen Therapy O Suction O BIPAP O Trachy care O others
Name: Signature:
Hospital/Unit/Designation/MCR: Date of assessment:
Name of Client: NRIC:
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