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Baptist Oi Kwan Social Service

Resource and Service Centre for the Relatives of Ex-mentally ill People

OCD+
Referral Form
(Fax: 2568-9855)

Particulars of Applicant

Name: Age: Sex:
Nature: 1 Suspected (1 Diagnosis L1 Carer Tel No.:
Address:
Service(s) L1 Educational Group [ Mutual Help Group [ Therapeutic Group [ Talk
Required: 1 Workshop [ Short-term Counseling [ Assessment by Clinical Psychologist
[ Others:
Reason of
Referral:
Medical follow up: [J Yes (Please specify): [0 No [ NotApplicable
Rehabilitation Services Joined:  [] Yes  (Please specify): [JNo [ NotApplicable
Having Suicidal Crisis: L] Yes L1 No
Having Violent Crisis: L] Yes L1 No

Problems that warrant special
attention (if any):

Particulars of Referrer

Name:
Tel No:
Address:

Remarks:

Signature:

0l

Post:

Centre / Department:

Our Centre will continue to follow-up the welfare needs of the applicant / applicant’s family.

No follow-up action will be taken by our Centre since the applicant / applicant’s family has no
other welfare needs at our Centre.

Others (Please specify):

Date:

Declaration: | hereby declare that consent had been obtained from the client prior to this referral.



