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Long Term Care Services Delivery System
	
	
	
	
	Office
	Tel No.
	Fax No.

	From:
	Superintendent / Officer-in-charge
	
	To:
	Oi/c, LDS Office
	2838 6040
	2891 6922

	
	     
	
	
	
	
	

	
	
	
	
	LDS Serial No. (if available):
	     

	
	(Name of Home / Service Provider)
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Request for Re-admission

	Name of Resident:
	     
	(
	     
	)
	Sex:  FORMCHECKBOX 
 M    FORMCHECKBOX 
 F

	HKID/COE No.:
	     
	
	


	Home Section:
	
	 FORMCHECKBOX 
 Home for the Aged
	
	 FORMCHECKBOX 
 C&A Home 
	
	 FORMCHECKBOX 
 Nursing Home 


	The above-named resident was temporarily discharged from this Home on
	     /     /     

	Upon the notification from the
	* FORMDROPDOWN 

	,
	* FORMDROPDOWN 


	will
	* FORMDROPDOWN 

	on
	     /     /     
	. Please make

	arrangement for re-admission of this resident as soon as possible.


	Signature of Superintendent:
	     
	Name:
	     

	Tel No.:
	     
	Fax No.:
	     


	Date:
	      /       /      
	
	

	c.c.
	* FORMDROPDOWN 

	     
	of
	     

	(by fax)

	(Name of Responsible Medical Social Worker)
	
	(Name of Hospital)

	Tel No.:
	
	Fax No.:
	


* Please select as appropriate 

