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       Referral Form 
	For CREST SAGE @ Sengkang, please email the completed referral form to crest_bk@sagecc.org.sg. 
For Counselling Services, please email the completed referral form to counselling@sagecc.org.sg  


	SECTION 1: Service Requirement and Criteria

	CREST SAGE @ Sengkang

The SAGE Community Outreach Team @ Sengkang (CREST SAGE @ Sengkang) serves as a basic community safety network to support individuals at risk of / with mental health conditions, and caregivers who need the additional support to care for their loved ones. 

To check if you are eligible for CREST SAGE @ Sengkang, please tick the boxes below accordingly: -  

☐ 1. Singapore Citizen/ Permanent Resident; and
☐ 2. At least 18 years old; and 
☐ 3. Residents of our catchment area in Sengkang.  Feel free to contact us if you are unsure.
       

	SAGE Counselling

SAGE counselling service aims to enhance the total well-being of older persons, their caregivers and family members by providing an avenue for the clients to discuss their issues and concerns during the difficult transition of their lives and help to address their personal, social, or psychological challenges. 

To qualify for free counselling services, please check the criteria conditions below:-

☐1.  Singapore Citizen/ Permanent Resident; and
☐2.  At least 50 years old; or
☐3.  Family members or caregiver of seniors.

☐ Others: [image: ]




	SECTION 2: REASON(S) FOR REFERRAL 

	
Reason(s) for referral: (you may check more than 1 box)
          ☐  Client is suspected to have mental health condition
          ☐  Client is diagnosed with mental health condition and requires support in the community
          ☐  Caregiver is experiencing stress with his/her loved one(s)


Service(s) required: (you may check more than 1 box)
          ☐  Basic screening of mental health condition (dementia, depression etc.)
          ☐ Liaison and navigation for community and mental health services
          ☐  Basic emotional support to clients and/or caregivers
          ☐  Psychoeducation on management of mental health condition
          ☐  Counselling services
1. Has the Client received counselling before?  (Yes/ No)
2. Is the Client’s state of mind rational?  (Yes/ No)




	SECTION 3: CONSENT

	
☐ The Client and/or Caregiver is aware and has consented to be referred to SAGE Counselling Centre for CREST SAGE @ Sengkang/ Counselling Services (delete whichever not applicable), and to the disclosure of enclosed information* to Agency for Integrated Care (AIC) and relevant agencies/service providers (NCSS) to facilitate the application and evaluation of the service.

*The client and/or caregiver has been informed that all information including individual’s Personal Data, financial, medical or social information, and any other information that is provided or allowed to access is subject to SAGECC’s Privacy Policy (https://www.sagecc.org.sg/privacy-policy)



	SECTION 4: REFERRING PARTY INFORMATION

	Referral Person:

	Designation: 
	Referral Organization: 




	
Contact Numbers.: 
Off:   Click here to enter text
HP: 

	
Email: 
	Date of Referral: 



	SECTION 5: CLIENT’S PARTICULARS 

	Name: 
	NRIC / FIN No.: 

	Gender: ☐ Female	☐ Male
	Date of Birth /Age: 

	Contact No.:

	Address: 
	Postal Code: 

	Race: ☐ Chinese    ☐ Malay     ☐ Indian     ☐ Eurasian    ☐ Others: 
	

	Marital status:          ☐ Single         ☐ Married      ☐ Divorced
                                 ☐ Separated  ☐ Widowed
	Citizenship:  ☐ Singaporean   ☐ Singapore PR   
                     ☐ Others: 



	Language(s) spoken:   
	☐ English	☐ Mandarin	☐ Malay	☐ Tamil    
☐ Cantonese	☐ Hakka	☐ Hokkien	☐ Hainanese
☐ Teochew	☐ Others: 

	Holder of 
	☐ CHAS Blue	☐ CHAS Orange	☐ CHAS Green	☐ Public Assistance (PA) scheme    
☐ PG Card	☐ Others: [image: ]

	Type of
 housing:
	☐ HDB (rental/ purchased*) Click here to select 1/2/3/4/5 -Room
☐ HDB Executive Apartment
☐ Private Property e.g. condo.	

☐ Others:   

*Please delete whichever not applicable



	SECTION 6: CAREGIVER’S DETAILS (if applicable)

	
Name of Caregiver:      

Relationship to Client:    Mobile:      Home/Office: 
Staying with Client:     ☐ Yes     ☐ No 






	SECTION 7: CLINICAL INFORMATION OF CLIENT

	
Part 1: Reason(s) for referral  
             Please include caregiver information, presenting issues and risk factors etc.



	Psychiatric diagnosis: 
(if any) 

Please attach memo or medical report if diagnosis is formal.  
	​​ ☐ ​ Dementia	​ ☐ Depression	☐ ​ Anxiety 
​​ ☐ Obsessive-compulsive disorder ☐​ Schizophrenia	
​ ☐ ​ Others: ​[image: ]

​ ☐ ​ Please tick here if Client is suspected to have any undiagnosed mental health conditions above.

	Year of diagnosis:  
(if known) 
	​​

	Other existing medical condition(s) and current medication list: 
(e.g. cancer, diabetes, heart-related illness, hyperlipidaemia, hypertension, kidney disease, stroke) 
	​​

	Healthcare/ Other known service provider(s): 
 
	​​Name of healthcare providers/ social service agency: [image: ]
Name and contact number of case worker/ doctor/ social worker: [image: ]





SUICIDE RISK ASSESSMENT

Is the Client afflicted with any of the following? 求助者患有哪以下的病况?
☐ Suicidal 自杀倾向 (If yes, please complete the Suicide Risk Assessment 如有,请回答危险率评定问题

Low risk
☐ The person has had some suicidal thoughts, such as “I can’t go on”, “I wish I were dead”,
☐ but has not made any plans,
☐ has resources / good support network to prevent suicide and
☐ has not made any prior attempts to commit suicide.

Medium risk
☐ The person has suicidal thoughts and plans (when, where and how),
☐ but has no plans to commit suicide immediately.
☐ has resources / good support network to prevent suicide and
☐ has not made any prior attempts to commit suicide.

High risk
☐ The person has a definite plan (when, where, how & completing unfinished business),
☐ has the means to do it,  
☐ and plans to do it immediately.
☐ He/she has poor / no support network or resources to prevent suicide and
☐ has made prior attempts to commit suicide.

Note
Please refer High Risk persons to SOS/Police or hospitalize them for their safety. 
SAGE Counselling Centre does not have the infrastructure to support 24-hour Crisis Intervention.



	FOR OFFICIAL USE

	Date of referral received: 

	Case assigned to: 

	Date assigned on: 

	Case Reference Number:  

	Date of First Contact: 

	Date of Enrolment/ Intake Assessment:

	Type of referral source:	​☐​ Self/caregiver Referral	​☐​ Screening	​☐​ Internal referral	​☐​ External referral 






SAGE Counselling Centre
1 Jurong West Central 2, #06-04 Jurong Point Shopping Centre Singapore 648886  
Tel: 6354 1191 Fax: 6354 1905 Email: counselling@sagecc.org.sg            

SAGE Counselling Centre (Satellite)
Blk 262C Compassvale Street #01-137, Singapore 543262
Tel: 6399 0300 Email: reception_bk@sagecc.org.sg
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