ANNEXURE 1

APPLICATION FOR A SUBSIDY
IN RESPECT OF A CLIENT IN RESIDENTIAL / DAY CARE

Name of Instirution ..,

— T S

Client Sumame

First Names

Date of Birth Gender: M (F) Nationality:

'Ad“mission Date L -
Diagnosis O
In Receipt of a) Disability Grant: [1?;_?1}:{;*%
: ' Nurnber: - o o
b) Care Dependency Grant: Egmﬁ\‘igjg
Number: )
¢) Other Grant/Pension: {X_&lw#ll\}p‘}
Number: . o
e) Trust Fund: E?“;j[ﬁog
Name: ‘ Amount:____

Attached please find th‘e following documentation:

| Medical Certificate/Report: | Yes |No |

2. Consent ’ ﬁYes JLNO j(InteHeclualdisabi}it}{only)
i, Fancal Details LYBS {No “j

4 Social Worker’s 'Repdﬁ ﬁ Y;%s E No J (Intellectual disabi}ii‘y; residential facilicy only)

s Assessment Form H Yes R No ] (Intellectual disability, residential facilin only)
Assets & Liabilities [Yes [No | (Adults only)

SUBMITTED BY: Name

CIGNATURE: - DESIGNATION:

%
h



MEDICAL REPORT ON ADMISSION OF PATIENT BY CONSENT
MENTAL HEALTH ACT, 2002 (SECTIONS 3 AND 4)

NGO/HOSPITAL: ....cooiiirivienriarienenes PP P PR eareraes
Surname S LN
Full name T evrersrscsresascsarntererreestresnnaaes Nreteteressesseteretaenatotarresasinesatirtnanterartanens
Age_ ' : teesseisessesnens Date of admission:

General physical condltlon ..................................... e eretetreriee i te et tatesttesatnttn et eraatatentas

---------------------------------------------------------------------------------------------------------------------------------
--------------------------------------------------------------------------------------------------------------------------------------

---------------------------------------------------------------------------------------------------------------------------------
A

Are there any signs of recent injuries?

| Yes | No | . If YeS deSCriDe ..ccuveuverererenimiernirnreeieicnennens

l, the undersigned being a registered medical practitioner, confirm that the above-named
" who has been brought to this NGO/Hospital by Mr/Mrs/Miss

---------------------------------------------------------------------------------------------------------------------------------

A ceriiirterenrsinsatesansatenante sregeesssssasnnsernnassaens (relationship) is in need of treatment for
histher mental condition: -

He/she does not appear to- -oppose his’her admissmn to this NGO/Hospital.

His/her mental condition is such that he/she is unable to apply for his/her own admission
under Section 3 of the Act.

-----------------------------------------------------------------------------------------------------------

SIGNATURE ‘ DATE

------------- q-‘uu-.--.--.--on-n-..uc-.-.u.‘.qac-.--.

QUALIFICAT!O NS
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o s vamiVIIINNA P IR § AMIJI=iT 8 0 o hmted § TS TNENS W A

APPL!CAT!OPIFOH ADMISSION OF PATTENT BY CONSENT

Ingevolge anikel 4 van die Wet op Geestesgesond- In terms of section 4 of the Menta! Fealth Act, 1973
heid, 197§ SOQSs gewysig. . as amended.”

EERSTERUST CARE ]
AND TRAIN!NG QENTRE

esesaevnrssssmasnansaene ane unu.uuuuu- senae

Die Superintendent/T he Superintendent

Volle naam van persoon ten opsigte van wie aansoek gedoen word

Full name of person for whom apphcanon 1ISMATE.cieeieeeereereeevmannaie eeeeeeeeumanreaabe—eaeenmanae e arenestraarearaareanens eeeaaeens
S S O L R R R LR R
Adres

¥ [od €1 P S OO PR PO RO PO PP SOUROUSRURVO
....................................................................... R P
Nazmvan as:-xkam

Name of a:s;,:am ..................... A reesieeeseratetetuereee e tasneste et ates st eaaeAeabosaes anhees st s un s nN s e teseeisaraseresie et sanann
Adras : '
Adcress ............... OO — ennens et teeeeesteainesssessatareneraseetstbossnsasateeeennnnnrres
................................................................................................................................... Tel NO. e

Fiermes vergcaar ek dai ex €2 'n (verwaniskan) | hereby ceclare that | am thez (relationship)
et ean e en et enoueras 18 2al ... e na s na e reenas anc cver the age of
1S. en cCen nermee aanseexk Cm C.e coname van 18 years. and wish to apply for the adrssionof ..........
............................................................. Triololof-TeTel Ty tTot- O SO SOOI
hosonzal v szig en die ben a“a 4ng van sy haar 1o above-named hospital for care anc e tre=rment of
gessiestoesianc. » _ his:her mental condition.

Ingevolge armixe! 4 van die We ez Ge°5'°s\.-=s ac- In terms of section 4 of the Mental He=ith Act. 1973. |
heic, 1873. 15 ex mee gedeel ca! cencemce Surenn-  have been informed that the saxd supenmendent shall
tencent die pasient sal ontsiaan Dimne vier €22 nz my discharge the patient within four days ¢° my giving no-
sxn‘*a'mr= kenriscewing van my vecrneme cm o8 Lice tN writing Of My intention 1o remove e said patient

asieni Uil €2 hosonaal te neem. 7 from this hospital.

. ':'x ongernee™ om die gelce e beiaz2! scos voor- *| undenzke to pay the fees as prescioed in section

ceskryt in arike! 7Y enalgemene reculasie 13vancie 71 and general regulation 15 of the Men:al Health Act.

Wet ¢ Geestescesoncherd, 173 Hiermee coen ex 1973/ wish to apply for exemption ¢~ grounds 2s
aansoek om voystelling op crond van cie reaes uit-  descnbed in the attached letter.

eangestin gie ""cmegtﬂ brief.

...................................................

Hanziekening van appl;kanL’S;onafure of anpiicant A DatumDate

* Skras wal me van 'oepassing me. * Delete wnichevers not agphcabie.
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STATEMENT OF ASSETS AND LIABILITIES

FULL NAMES OF APPLICANT:

DATE OF BIRTH @ ™=

IDENTITY NUMBER:

TOTAL MONTHLY INCOME 5
SALARY

TRUST FUND

' STATE GRANT

PENSION

SAVINGS

ANNUITIES

FIXED PROPERTY

SHARES

OTHER

TOTAL *

DOES THE APPLICANT HAVE:

_FIXED PROPERTY

MOTOR VEHICLE

]
]




oo
PR

. STATEMENT REGARDING PERMANENT RESIDENCE
IN RESPECT OF APPLICANT FOR SUBSIDY

FULL NAMES OF APPLICANT:..... SO SOOI S
DATE OF BIRTH: ... fceeereersosrosors e
IDENTITY NUMBER:. ....covreneereeruennnrnnnns SO

APPUCANT’S PERMANENT RESIDENTIAL _ADDRESS(es) IN THE PAST TWO YEARS:

P R R R L R R R R R N R R I YA Y]
..........................................................................................................................

...........................................................................................................................

I hereby.'decl,are that?, .................... rerereerneesenrenee e e enaneaese - o.{NAME), the undersigned,

am over the age of 18 yearsand amthe ......c.cccooveeivicvcniininnaen. erer— (relaﬁonshib)

of the applicanVapplicant# whose name appears above.

| hefeby' confirm that the applicant has/l have#:

« been ordinarily res&dem in Gauteng Province at the address glven above for the past two
years;

' s potin the past two years been admitted for a period exceeding three months in total to a

~ provincial hospital/other facility in another province;
* notin the past two years been admitted to a hospital in Gauteng as a result of admisszon

procedures initiated in another province,

# delete where not apphzadle

S!GNED........:,. ...... e e s et ea et bbb rareas

COMMISSIONER OF OATHS:

{,.,,‘z«.r—'/" T .
. P TP gy
M\:’M (;‘*é:a Vi e




i. ICERTIFY THAT BEFORE ADMINISTERING THE OATH/
APFIRMATION, I ASKED THE DEPONENT THE FOLLOWING QUESTIONS
AND WROTE DOWN HIS/ HER ANSWER IN HIS/ HER PRESENCE:.

~a) DO YOU KNOW AND UI\DERSTAND THE CONTENTS OF THE

DECLARATION?

~

ANSWER:

b) DO Y.OU HAVE ANY OBJECTION IN TAKING THE PRESCRIBED OATH?

ANSWER: S e

¢) DOY OU CONSIDER THE PRESCRIBED OATH TO BE BINDING ON
YOUR CO;\SCIEI\CE"

ANSWER:

2.1 CERTIFY THAT THE DEPONENT HAS AKNOWLEDGED THAT HE / SHE
KINOWS AND UNDERSTANDS THE CONTENRS OF THIS DECLARATION
WHICH WAS SWORN TO AFFIRMED BEFORE ME AND THE DEPONDENT
SIGNATURE, THUMB PRINT, MARK WAS PLACED THEREON IN MY
PRESENCE.

- COMMISSIONER OF OATHS FOR THE

REPUBLIC OF SOUTH SFRICA

DATED THIS DAY OF _ 19 AT

SRS



1. Select the appropriate staternent under each section and enter the applicable paint for the relevant evaluation
number.

2. Poinis 1o be allocated are alengside the respective statement.

3. Amulti-disciplinary team consisting of 2 minimum of three persons {one should, if possible, be a therapist)
must evaluate each resident, as 2 team.

4. This evaluationt 1510 be done within seven days of admission and must accompany (he application documents

1ST. [ 28D |32D.. 1 MOBII IIX

0 (a) movesindependently

1 (b) moves with the aid of an appliance or
. needs some assistance '

2 (c¢) moves only with assistance

3 (d) totally dependent and immobile

2.PERS

2.1. WASHING OF FACE AND HANDS

- 0 (a) abletodo soindependently
' (b) supervision required

(¢) assistance required

(d) totaliy dependent

W N e

2.2, BRUSHING TEETH

- 0 (a) abletodo soindependently
(b) supervision required

(¢) assistance required

(d) totall\' dependent

it w

2.3. BATH/SHOWER

8 (a) abletodoso mdcpcndentl)
1 (b} supervision required
.2 (c) assistance required

3 (d) totally depeadent

2.4. BRUSHING HAIR

0 (a}) ableto do soindependently
., (b} supervision required
2 “(¢) assistance required

3 (4d) twotally dependent

TOILETING
0 (a) ableto use the toilet indcpendently
1 (b)) ableto use the teoilet, but needs
asgistance
2 (c) ableto indicate need to use toilet, but
needs & Jot of assistance
3  (4d) incontinent

[
w




(a) eats independently
(b) supervision required
(c) needs assistance

(d) needs to be fed

W N - O

‘4. DRESSING

(a) independent -

'(b)- supervision required
{c) needs assistance

(d) totally dependent

[PV N )

5. VISION

2 (a) partially sighted
3 (b) blind

6. HEARING

2 (a) impaired
3 (b) deaf

o

7. POSITION CHANGING

~7.1.  WHEELCHAIR/ SEATING SUPPORTS

2 (a) everyfour hours
-3  {b) everytwo hours

7.2.  STRETCHER, MATRESS BOUND
. RESIDENTS

3 (a) everytwo hours

8. BEHAVIOUR

8.1. DAMAGE TO SELFE eg. self mutilation, head
banging. biting etc
0 (a) .never
2 (b) sometimes:
3 (c) often/always

8.2, AGGRESSION TO OTHERS
0 (a) never .
2  {(b) sometimes
3 (c¢) often/always

8.3 DESTRUCTIVE BEHAVIOUR e,g. breaking

e | ~ things, tearing clothes etc

0 (a) never
2 (b) sometimes
3 (c) often/always




9. COMMUNICATION

9.1 UNDERSTANDS & F OLLOWS SIMPLE VERBAL/
'NON-VERBAL INSTRUCTIONS

1 (&) for most practical purposes
2 (b) to a limited extent
3 (c) notatall

9.2 ABLE TO MAKE NEEDS KNOWN THROUGH VERBAL
- COMMUNICATION

. 1 (a) for most practical purposes
e e 2 (b) to a limited extent
3 (c) not at all

93 ABLE TO MAKE NEEDS KNOWN THROUGH
NON-VERBAL COMMUNICATION

1 (a) for most practical ;;urposes
2 (by to a limited extent
3 (c) not atall

 TOTAL POINTS AWARDED ACCORDING TO SCORE:

0-8 Group I
9-23 Group Il
23 -35 Group IlI
36 -54 Group 1V

GROUP SIGNATURE CAPACITY DATE

1** Assessor

2% Assessor

3" Assessor

| 4™ Assessor.

HEAD OF IN STITUTIOﬁ;‘. .................. O PPN

SIGNATURE; “”’"I"— 1 7 vt AR
J M angqer

DESIGNATION: .....°>7 ... Sl

Jacobus/Table-Communication Poinis/Petro




