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APPLICATION FORM FOR REFERRAL TO DAY ACTIVITY CENTRE FOR PERSONS WITH DISABILITIES

This referral can be used commonly to refer a client to a Day Activity Centre.  The respective Day Activity Centre Agency will fax an acknowledgement upon receipt of the referral.

The Day Activity Centre (DAC) for persons with disabilities is a community-based facility that provides care and skills training to persons with disabilities, aged 16 to 55 years, who are not suitable for sheltered employment or whose family members are unable to take care of them during the day.  

Part I: SCREENING

1. APPLICANT PARTICULARS

	Name of Client:
___________________________________

NRIC No.:
__________________

Name of Caregiver:
________________________________

Alias:
_________________________

Date of Birth:
________________

Gender:
_______________ Citizenship: _______________

Disability: ( Intellectual  ( Physical  ( Autism  ( Hearing  ( Visual  ( Others, pl specify: ____________ 
                ( Multiple, pl specify: __________________________

Address:_____________________________________________________________Singapore_________

Tel No.: _______________(O) ______________(H/P) Fax: ____________ Email: ____________________

Type of Referral: ( Walk in  ( Referred by MP  ( DIRC  ( Referred by VWO, pl specify: ______________

                            (Referred by others, please specify: _______________________


2. REFERRING AGENCY

	Referring Agency:
	_________________________________
	Date of Referral:
	_________________


	Referring Person:
	_________________________________
	Designation:
	_________________


	Tel No.:
	___________
	(O)
	___________
	(H/P)
	Fax:
	_____________
	Email:______________


	Reason for referral:
	__________________________________________________________________


	This referral has been received by
	______________________________
	on
	_________________

	 
	Name / Designation
	 
	Date / Time


3. SUITABILITY FOR THE PROGRAMME

1. 
Does the applicant meet the eligibility criteria set for the programme?

(Yes  ( No

2. 
Is the referred DAC nearest to applicant’s residential address? ( Yes ( No 
Distance apart: _____km

If not, please state reason for choice: ___________________________________ 
and transport needs: ___________________

3. 
Is there vacancy immediately available for admission?
( Yes ( No (If not, please state expected MM/YYYY of availability: ________________) 
	(
	Eastern Region:

ABC DAC

Tel:                     Fax: 

Boundaries served:  Changi, Pasir Ris, Tampines, Simei, Bedok, Chai Chee, Kembangan, Eunos, Paya Lebar, Aljunied, Marine Parade, Katong, Punggol, Jalan Kayu, Geylang, Mountbatten, Rochor, Potong Pasir, Serangoon, Serangoon Garden, Bras Basah, Little India, Lavender, Kallang, MacPherson, Kaki Bukit, Hougang, Sengkang



	(
	Central Region:

DEF DAC

Tel: 6                   Fax:  

Boundaries served: Marsiling, Woodlands, Admirality, Sembawang, Yishub, Khatib, Yio Chu Kang, Ang Mo Kio, Thomson, Bishan, Bradell, Toa Payoh, Balestier, Novena, Newton, Orchard Road, Holland Road, Farrer Road, Bukit Timah (up to Bukit Timah Plaza)



	(
	Western Region:

GHI DAC

Tel: 6                    Fax: 6

Boundaries served: Tanjong Pagar, Telok Blangah, Outram Park, Tiong Bahru, Bukit Merah, Queenstown, Commonwealth, Buona Vista, Clementi, Alexandra, Brickworks, Bukit Ho Swee, Redhill, Tanglin Halt, Tanjong Pagar (up to Banda Street in China Town)




PART II: ASSESSMENT

1. SOCIAL REPORT

     Please attach the social report and include the following information on the applicant:

a. Personality, 

b. Socio-emotional behavioural traits

c. Family support

d. Other assistance applicant is receiving

e. Reasons for day care

f. Social workers recommendation

g. Genogram

h. Other relevant documents and or descriptions


2. Medical History (Please attach medical report )

· Diabetes Mellitus

· TB

· Congenital / Heart Disease
· Epileptic Fits
· Orthopaedic Problem
· Asthma / Chronic Cough
· Hypertension
· Skin Disease
· Contagious or Infectious Disease 





· Past History of Surgery Done_______________________
· Others ________________________________________
Degree of Mental deficiency – 


( 
   Mild              (     Moderate              (     Severe

      ( Has No Psychiatric Illness                      (  Has Psychiatric Illness 



Present Medication

1. ____________________
5. _____________________

2. ____________________
6._____________________

3. ____________________
7._____________________

4. ____________________
8._____________________

Drug allergy: ______________________Food allergy: 

                       .
Next Medical Review at (If any): _______________Next Medical Date: _____________

3. THERAPIST’S REPORT

	FUNCTIONAL ASSESSMENT INDEX
	SCORE
	REMARKS/ACTION

	1.     AMBULATION/ WHEELCHAIR
	
	

	a) Bed or Chair bound
	0
	

	b) Semi-ambulant requires 2 assistants
	3
	

	c) Semi-ambulant, using walking aids to move and/ or 1 person to support
	8
	

	d) Requires minimal help/ supervision
	12
	

	e) Fully mobile with or without aids 

       (e.g. including wheelchair)
	15
	

	
	
	

	2.     TRANSFER
	
	

	a) Unable to transfer
	0
	

	b) Needs 2 people to transfer
	3
	

	c) Requires 1 person to transfer
	8
	

	d) Requires supervision for safety
	12
	

	e) Independent in transferring
	15
	

	
	
	

	3.     TOILET USE
	
	

	a) Fully dependent in toileting
	0
	

	b) Requires help to get on and off toilet, handling clothes, wipe and flush
	3
	

	c) Requires some help in pulling up, and down the pants
	5
	

	d) Minimal supervision required for safety
	8
	

	e) Use toilet independently
	10
	

	
	
	

	4.     BLADDER CONTROL
	
	

	a) Incontinent or has indwelling catheter
	0
	

	b) Frequent (more than once a day). Needs help to apply incontinence aids
	2
	

	c) Generally dry during the day, but requires diapers at night
	5
	

	d) Able to ask for toilet but has occasional incontinence (e.g. cannot wait for bed pan/ needs intermittent catherisation)
	8
	

	e) Able to control bladder
	10
	

	
	
	

	SUB-TOTAL
	
	

	5.     BOWEL CONTROL
	
	

	a) Uncontrolled or faecal incontinence
	0
	

	b) Very frequent (more than once a day)
	2
	

	c) Frequent incontinence (more than once a week)
	5
	

	d) Has occasional incontinence (once a week)
	8
	

	e) Able to control bowels
	10
	

	
	
	

	6.     BATHING
	
	

	a) Total dependence in bathing
	0
	

	b) Maximum help required in bathing
	1
	

	c) Able to wash front but assistance is required with transfer, washing back and lower half etc.
	3
	

	d) Able to bath but requires supervision for safety in toilet e.g. adjusting the water temperature
	4
	

	e) Able to bath independently
	5
	

	
	
	

	7.     DRESSING
	
	

	a) Total dependence in all aspects of dressing
	0
	

	b) Maximum help required in removing, putting on and fastening clothing
	2
	

	c) Minimal assistance is required to fasten fasteners/remove and/ or put on pants
	5
	

	d) Requires verbal prompting
	8
	

	e) Independent dressing
	10
	

	
	
	

	8.     PERSONAL HYGIENE 

(WASHING & GROOMING)
	
	

	a) Unable to wash or change clothes when dirty (Totally dependent in all aspects)
	0
	

	b) Maximum help required in al steps of personal hygiene
	1
	

	c) Can wash and dress with some prompting and assistance
	3
	

	d) Minimal assistance required (e.g. to prepare a basin of water, toiletries etc)
	4
	

	e) Can wash face, comb hair, clean teeth and shave independently
	5
	

	
	
	

	SUB-TOTAL
	
	

	9.     FEEDING
	
	

	a) Total dependence in all aspects and needs to feed (requires IV or tube feeding)
	0
	

	b) Can manipulate with a spoon, but requires active assistance to direct spoon to mouth during meal
	2
	

	c) Able to feed self but needs help to spread butter, cut meat and pour drink
	5
	

	d) Needs some prompting and encouragement to eat
	8
	

	e) Able to feed self independently
	10
	

	
	
	

	10.     STAIR CLIMBING
	
	

	a) Unable
	0
	

	b) Requires two people to support
	2
	

	c) Requires one person to support
	5
	

	d) Able to ascend/ descend with walking aids and supervision for safety
	8
	

	e) Able to climb stairs independently with or without aids
	10
	

	
	
	

	
	
	

	SUB-TOTAL
	
	

	
	
	

	GRAND TOTAL
	
	


4.
ASSESSMENT ON COMMUNICATION 

(Please tick (() how the individual communicates)


(
Communicates mainly by speech

· Communicates mainly by gestures, e.g. pointing

(
Understands and responds to simple, familiar instructions

· Understands and responds to most instructions

· Does not respond to others’ effort at communicating

Please indicate how the individual communicates in situation below:
· Requests attention by _____________________________________________

· Requests preferred item/activities by__________________________________ 

· Requests help by_________________________________________________

· Expresses tiredness by ____________________________________________

· Indicates physical pain by ___________________________________________

· Indicates confusion or unhappiness by__________________________________

· Protests or rejects a situation or activity by ______________________________ 

· Shows you something or place by _____________________________________

· Tells you something has happened by ___________________________________
5. ASSESSMENT ON PROBLEM BEHAVIOURS (OPTIONAL)

To be filled in only if there is a history of behavioural problems.  Please attach relevant psychological/psychiatric report if available

	
	Description
	Remarks



	(
	Restlessness
	

	(
	Shouts or screams
	

	(
	Excessive Crying
	

	(
	Aggressiveness
	

	(
	Destructive behaviours
	

	(
	Disruptive behaviours
	

	(
	Self-injurious behaviours
	

	(
	Absconds
	

	(
	Wanders aimlessly
	

	(
	Withdrawn
	

	(
	Lethargic
	

	(
	Demands excessive attention 
	

	(
	Ritualistic behaviours
	

	(
	Inappropriate sexual behaviours
	

	(
	Fixates on certain objects
	

	(
	Sensitive to sound
	

	(
	Sensitive to touch
	

	(
	Uncooperative and resistant
	

	(
	Phobia
	


Please tick {(} if the individual

6. DIET

	(
	Soft
	(
	Normal
	(
	Blended
	(
	Low Sodium   
	(
	Low Fat


	(
	Vegetarian
	Remarks:
	________________________________
	

	(
	Halal
	Remarks:
	________________________________
	

	(
	No beef
	Remarks:
	________________________________
	

	(
	No mutton    
	Remarks:
	________________________________
	

	(
	Diabetic diet         
	Remarks:
	________________________________
	

	(
	Others   
	Remarks:
	________________________________
	


  Please indicate the likes and dislikes of the individual.

	
	Likes
	Dislikes

	Food
	
	

	Drink
	
	


Please tick (() activity(s) that the individual enjoys

· Gross motor activities – walking / running /swinging / sliding

· Fine motor / table top activities – toys, games , puzzles

· Reading and writing 

· Arts and crafts

· Interacting with others

· Watching television

· Listening to music and dancing

· Helping out in doing household tasks

· Others _______________________

7. ADDITIONAL INFORMATION

· Occupation Therapist and Physiotherapist Assessment Reports

· Other reports (if necessary to support the referral)

Report Prepared By:______________________________ Designation:________________
Name of Agency: _____________________________________________________
__

Contact Address: _____________________________________________________
__

Contact Telephone: _____________________Fax Number: 


________
Email address: ______________________________________Date: __________________

For Official Use only

Case worker in-charge_______________________    Date of receipt:
___________________

�  Eligibility refers to basic criteria such as age, disability type, citizenship, etc spelt out in the prevailing service models of the programme
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