Baptist Oi Kwan Social Service

Mental Wellness Service for Children and Youth
Tel: 3413-1542   Fax: 3413-1676   e-mail: mwcy@bokss.org.hk
Referral Form


	 To:
	                                
	From:
	                               

	
	Baptist Oi Kwan Social Service                                
	
	                                        

	Tel No.:
	                                
	Our Ref.:
	                                

	Fax. No.:
	                              
	Tel No.:
	                                         

	Date:
	                             
	Fax. No.:
	                                       


Personal Particulars
	Name
	(English)                      (Chinese) 

	Gender
	□Male     □Female         
	Place of Birth
	

	Date of Birth
	                     
	Age
	

	Contact No.(s)
(Fill where applicable)

	(Home)_______________ (Mobile)________________ (Work)________________
(Father) Name:_______________________ Tel:__________________________  

(Mother)Name:_______________________ Tel:__________________________

(Significant others) Name:___________Relationship:________ Tel:______________
                Name:___________Relationship:________ Tel:______________
□Consent obtained to contact client  □Consent obtained to contact family/carers

	Address
	

	Occupation 
	
	School
	
	 Education Level
	

	Psychiatric follow up
	□Yes  □No   □First Onset  □Defaulted since________________    

	Follow-up Clinic
	
	Psychiatrist /Doctor
	


Psychiatric History  (If applicable)
	Diagnosis
	
	Symptoms
	

	Date of Onset
	
	
	

	Hospitalisation
	Period
	Symptoms
	Hospital

	
	
	
	

	Current Medication
	Name / Type
	Dosage

	
	
	


Reason(s) for referral 
□psychosocial program/therapeutic groups
     □counseling on mental/emotional health   
□assessment/monitoring for suspected mental illness   □family support     □career guidance

 

□engagement visits at home   □mental health follow up visits at school (all counseling interviews to be conducted at school, under school social worker’s arrangement and collaboration) □others: _________________
Presenting Problems

	

	

	

	


Name of Referrer :                       Post :                  Agency :                            
For Internal Use: 
Assigned Worker:                    Supervisor’s Signature:                     Date:                
Signature of Referrer:                     Tel :                  E-mail:                            
□ MWSC - GROWTHorizons: for children/adolescents aged 6-18 with mental health issues from all districts (mainly centre-based service)


□ ICCMW - YOUTHorizons: for youth aged 12-25 with mental health issues living in Kwai Tsing, Wanchai, Hong Kong East (except Chai Wan) 








