	
	
	



NEW LIFE PSYCHIATRIC REHABILITATION ASSOCIATION
Referral to Jockey Club Overcoming Trauma Series: Post-disaster Mental Health Assessment and Support Programme
Thank you for contacting the Jockey Club Overcoming Trauma Series: Post-disaster Mental Health Assessment and Support Programme. This referral will be discussed at the weekly referrals meeting and if accepted, allocated to a professional from the team. 
Please encrypt the completed form with a password and email it to jctaipo@nlpra.org.hk. A notification of receipt will be sent to the referrer in due course.
Person Referred
	Name of Client (English & Chinese) 
	

	Date of Birth (YYYY/MM/DD)
	

	Gender
	□ Male □ Female □ Others:

	Age
	

	Education level
	□ Primary School     
□ Junior Secondary School    
□ Senior Secondary School   
□ Diploma or associate degree  
□ Bachelor's degree  
□ Postgraduate or above  
□ Others (Please specify)

	Employment status 
	□ Full-time     □ Part-time    □ Student    
□ Housewife/househusband    
□ Freelance
□ Between jobs  □ Retired    
□ Others (please specify):

	Religion/Belief (if any)
	

	Marial/Civil Status
	□ Single □ Married □ Widowed □ Divorced/Separated 

	HK ID No./Passport no. (First 4 digits only)
	

	Contact details
	

	Telephone number
	

	Email address (if any) 
	

	Current Address
	

	
	

	Emergency contact person:

	Name:
Role (Relative/friend):
Tel: 
Living with the service user: □ Yes □ No

	□ Consent of the family member / carer has been obtained that project staff can approach the service user if necessary.

	Relationship with Tai Po Fire
	□ Wang Fuk Court resident
□ Family members of Wang Fuk Court resident
□ Workers in Wang Fuk Court
□ Community members who was impacted by the fire
□ Others: 

	Consent for Referral 
	□ Consent obtained for referral to the JC Tai Po Support Project
□ Consent obtained project staff can approach the case medical officer / paramedical staff / social workers concerned for information regarding the provision of our services.

	Date of Referral
	



Referrer 
	Referrer’s Name
	

	Email address
	

	Telephone number
	

	Agency of Referrer
	



Reason for Referral/Major Concerns
	










Mental Health
	Current mental health diagnosis (if any)
	

	Previous mental health history (if any)
	





Risk (Suicide, Self-harm, Children, Vulnerability, Violence, Neglect, etc.)
	Current risk issues identified by referrer 

	Suicide Risk:
	Thoughts
	□ No
	□ Yes :____________________

	Plan
	□ No
	□ Yes :____________________

	Action
	□ No
	□ Yes :____________________

	Protective Factor
	□ No
	□ Yes :____________________



Self-harm:
	Thoughts
	□ No
	□ Yes :____________________

	Plan
	□ No
	□ Yes :____________________

	Action
	□ No
	□ Yes :____________________

	Protective Factor
	□ No
	□ Yes :____________________



	Others:
	

	
	

	
	




	Past risk issues (if any)

	



Current Treatment and Support 
	Medication for mental health concerns 
	□ Yes (please specify if known): ____________________________
□ No

	Other treatments or remedies (e.g., traditional Chinese medicine, supplements, alternative therapies) 
	□ Yes (please specify): ____________________________________
□ No

	Support from other social services (please tick all that apply):

	□ Clinical Psychologist Service (CP)
□ Community Psychiatric Nurse (CPN)
□ District Health Centre (DHC)
□ Integrated Community Centre for Mental Wellness (ICCMW)
□ Integrated Family Service Centre (IFSC)
□ Integrated Mental Health Programme (IMHP)
□ Other (please specify): ___________________________________



Drug and Alcohol Use
	Drug and Alcohol Use – Current (if any)
	

	Drug and Alcohol Use – Past (if any)
	


PHQ-9 
	Over the last 2 weeks, how often have you been bothered by any of the following problems?
	Not at all
	Several days
	More than half the days
	Nearly every day

	1. Little interest or pleasure in doing things
	0
	1
	2
	3

	2. Feeling down, depressed, or hopeless 
	0
	1
	2
	3

	3. Trouble falling or staying asleep, or sleeping too much 
	0
	1
	2
	3

	4. Feeling tired or having little energy 
	0
	1
	2
	3

	5. Poor appetite or overeating
	0
	1
	2
	3

	6. Feeling bad about yourself or that you are a failure or have let yourself or your family down 
	0
	1
	2
	3

	7. Trouble concentrating on things, such as reading the newspaper or watching television 
	0
	1
	2
	3

	8. Moving or speaking so slowly that other people could have noticed? Or the opposite, being so fidgety or restless that you have been moving around a lot more than usual 
	0
	1
	2
	3

	9. Thoughts that you would be better off dead or of hurting yourself in some way 
	0
	1
	2
	3

	
	Total score：



GAD-7
	Over the last 2 weeks, how often have you been bothered by any of the following problems? 
	Not at all 
	Several days 
	More than half the days
	Nearly every day

	1. Feeling nervous, anxious or on edge
	0
	1
	2
	3

	2. Not being able to stop or control worrying
	0
	1
	2
	3

	3. Worrying too much about different things
	0
	1
	2
	3

	4. Trouble relaxing
	0
	1
	2
	3

	5. Being so restless that it is hard to sit still
	0
	1
	2
	3

	6. Becoming easily annoyed or irritated 
	0
	1
	2
	3

	7. Feeling afraid as if something awful might happen 
	0
	1
	2
	3

	
	Total score：


Signature: _________________________________				
Name of referrer: ___________________________	Date:______________________________________

Please kindly encrypt the completed form with a password and e-mail to jctaipo@nlpra.org.hk
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