FORM 1

APPLICATION FOR FINANCIAL AWARD  

DEPARTMENT OF SOCIAL DEVELOPMENT  

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)  

I, __________________________________________ (full names and surname) on behalf of ....................................(organisation’s name and NPO number, hereby applies for a financial award referred to in section 8(1) of the Older Persons Act, 2006 (Act No. 13 of 2006).
I provide the following services to (number) ______ older persons (see attached list) at the place known as _________________________________________________ situated at (physical address) _______________________________________________________

	Service provided

Registration number:
	

	Date of establishment of service:
	

	Number of staff delivering service (Attach register of names)
	

	Number of beneficiaries 

( Attach register of names)
	

	Physical address
	

	Postal address


	

	Telephone No

e-mail

Cell No
	
	Fax 
	


I declare that the above information is true and correct. I understand that any misrepresentation or omission of pertinent information may be considered as sufficient grounds for rejecting the application. 

____________________ 

________________ 
 
      ___________

Signature of applicant

Place




Date 

Documents to be attached to the form

· Business plan of organization and a list of services rendered by organization

· Names and certified copies of ID of members of the organization

· Constitution of the organization

· NPO registration certificate, if registered as an NPO

· Any other registration certificates or documents that can support the application

· Audited financial statements for at least six months

· Names and contact details of Auditors

· Background information on receiving previous financial awards

· Provide reference and contact details of persons / organizations supporting the application

· Disclose all sources of funding / income

· Register of list of beneficiaries

· Register of names of staff members rendering the services

FORM 2

APPLICATION FOR REGISTRATION 

OF COMMUNITY-BASED CARE AND SUPPORT SERVICE  

DEPARTMENT OF SOCIAL DEVELOPMENT  

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)  

(For an applicant that is an organization(NPO & Private Sector)) 

______________________________________ (full name of organization, individual) herein represented by _______________________ (full names and identity number),

in his or her capacity as ________________________________________duly authorized in terms of resolution no __________dated ___________(attach a certified copy of the resolution)

apply for registration of the services listed in section B hereof.

Section A: Basic details of the Service Provider (Organization)

1.  Name of Organization.
2.  Registration number (if applicable) 

2.1 Non Profit Organizations number (if any):

2.2 Company or trust registration number (if any): 

2.3 Any other registration details (specify):

___________________________________________________________________________________________________________________________________________________________________________________________________

2.4 Has your registration ever been suspended or cancelled:                YES/NO
If yes, please provide details:  ___________________________________________________________________________________________________________________________________________________________________________________________________

3.  Address details 

3.1 Physical and postal address of Administration Office:  __________________________________________________________________________________________________________________________________________________________________________________________

3.2 Physical addresses and telephone numbers of service locations (identify facility)

(i)
____________________________________ postal code _______

(ii)__________________________________postal code _______

(iii)__________________________________postal code _______

(iv)__________________________________postal code _______

(If there are more service locations please attach a list)

4.  Financial details

4.1 Do you have a bank account?




YES/NO

If yes, provide following details 

(i) Bank:  ______________________________________________

Account name: ________________________________________

Type Account: ________________________________________

Account no: __________________________________________

Branch Code:  ________________________________________

4.2   Do you have an auditor?  




YES/NO

If yes, provide details 

(i) Name:  _____________________________________________________

(ii) Address :  ___________________________________________________

(iii) Telephone number:___________________________________________

4.3 Audited Financial Statements 

Please attach a copy of your Audited Financial Statements for the past six months.  If you do not have Audited Financial Statements please give the reasons therefore and attach financial reports.

__________________________________________________________________________________________________________________________________________________________________________________________

5.  Governance Details

5.1 Constitution :  Please attach a certified copy.

5.2 Details of Governing Body:  

Please attach a list of senior members of your organization with names and identity numbers.

Please disclose and provide details of family interests or relationships pertaining to the organisation and staff:

5.3 Do you hold General Members Meetings 


YES/NO

If yes, attach a copy of the minutes of the last meeting 

6.  Beneficiaries
How many older persons benefit from the services provided?  _____________________________________________________________

Declaration

I declare that the above information is true and correct.  I understand that any misrepresentation or omission of pertinent information may be considered as sufficient grounds for withdrawal of registration.

_____________________
_________________
_____________

Signature



Place



Date

Full Name: ____________________________________________

Capacity:    ____________________________________________

Section B:  Community-based care and support services

1. Name of applicant (as in section A)  ______________________________________________________________

(i) Organisation or Company:  ________________________________________________________

2. Description of Community -based care and support services

When was the services first established : (date)  ____________________________________________________________

What services are rendered (please tick)  (Attach copy of your services plan

      ( Meals

      ( Meals-on-wheels, 

      ( Transport

      ( Primary Health Care

      ( Home-based care 

      ( Assisted Living Services

      ( Respite Care Services

      ( Palliative Care Services

      ( Full Frail Care Services

      ( Emergency Care Services

      ( Physical Exercises

      ( Recreation

      ( Income Generation 

      ( Socialisation

      ( Culture and Spiritual

      ( Home visits

      ( Advice

      ( Respite care

      ( Group Support

      ( Education and Training

      ( Counseling

      ( Temporary accommodation

      ( Other, Please specify 

           _____________________________                                                                                                      

           _____________________________                                                                                           

           _____________________________                                                                                        

On how many days or hours per week do you operate?  Tick

	1
	2
	3
	4
	5
	6
	7


Does the service operate over weekends and public holidays?

3. Beneficiaries 

Please give a breakdown of older persons who benefit from the services on a weekly basis

(i) Total Number of older persons: _____________________________________________________

(ii) Frail, disabled (please specify):

______________________________________________________________________________________________________________________________________________________________________________ 

4. Funding of the Services 

4.1 Do you receive a grant/ subsidy from the Department of Social Development

                                                                                        YES / NO
If yes, what amount do you receive on a monthly basis:  R______________________

4.2  Do you receive a grant from the local authority                   YES / NO
If yes, what amount do you receive per month or per annum: R__________________

4.3 Have you applied for funding from the Department of Social Development which was turned down?                                                     YES/NO 

If yes give details:  ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  

4.4 Do beneficiaries pay for the services                                   YES / NO 

If yes what do beneficiaries pay for the services per month/per day/per hour 
R _________ per individual?

If no, please give your reasons:  

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Human Resources

5.1 Do you have paid staff members   


             YES /NO
Do you have volunteers.

If so, how many.

Do you pay transport costs of volunteers.

If yes, give breakdown of employed staff and volunteers:

	POSITION
	NO
	TASKS



	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


5.2  If you do not use paid staff members, how do you render the services?:

(a) Volunteers





 
   YES/NO
(b) Partnership workers, provided by other organizations   
 YES/NO 
5.3 How many volunteers on a monthly basis render services____________ and the estimated total hours of volunteer work _______ 

6.
Service Locations

Provide a list of places and areas where services are rendered. 

	AREA
	PLACE

	(i)
	

	(ii)
	

	(iii)
	

	(iv)
	

	(v)
	


If you render services at more locations please attach a list.

Provide sketch plans of the above facilities 

Facilities in service delivery (please tick):

( Hall

( Offices

( Kitchen

( Store Room

( Dining Room

( Clinic

( Library 

( Bathrooms/Showers

( Toilets

( Wash Basins

( Other (specify)

___________________________________________________________________________________________________________________________________________________________________________________________________
If you do not have the above facilities at your disposal, how do you render the services?  Give details:

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Basic amenities and equipment to render services.  Please tick below:

( Kettle or urns

( Stove

( Fire

( Fridge

( Water supply

( Power supply

( Catering utensils

( Plates, cups etc

( Tables and chairs

( Recreation equipment

( Primary Health Care equipment

( Assistive devices (wheel chairs, tripods, commodes, walking sticks)

( Other, provide list:

___________________________________________________________________________________________________________________________________________________________________________________________________ 

Please attach a list of the equipment used in the facility 

7.
Business Plan 

Do you render your services according to a business plan?            YES/NO 

If yes, please attach your business plan to section B

If no, please indicate the reasons below:

( A new service

( An outreach service from residential care facilities 

( Other, please specify:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

If your services are linked to other services, please give details:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
FORM 3

REGISTRATION CERTIFICATE 

OF COMMUNITY-BASED CARE AND SUPPORT SERVICE  

DEPARTMENT OF SOCIAL DEVELOPMENT  

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)  

Registration Certificate No. _________

Issued to (name Of Community Based Care And Support Service)
__________________________________________________________________________________________________________________________________

It is hereby certified that the above-mentioned Community-Based Care And Support Service for older persons situated at (physical address and beneficiaries) ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

has been registered in terms of section 13 of the Older Persons Act, 2006 (Act No. 13 of 2006) to deliver services to ……………………..beneficiaries.

This certificate is valid with effect from _______________________________ (dd/mm/yyyy) until…………...

This certificate is issued in terms of section 13(3) of the Older Persons Act, 2006 and is not transferable.


________________________

DIRECTOR-GENERAL

DATE: ………………………………

PLACE………………………………
FORM 4

TEMPORARY REGISTRATION CERTIFICATE

OF COMMUNITY-BASED CARE AND SUPPORT SERVICE

DEPARTMENT OF SOCIAL DEVELOPMENT

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)  

Temporary Registration Certificate No. _________

Issued to (name of Community-Based Care And Support Service) __________________________________________________________________________________________________________________________________

It is hereby certified that the abovementioned Community-Based Care And Support Service for older persons situated at (physical address and capacity) __________________________________________________________________________________________________________________________________

has been registered in terms of section 13 of the Older Persons Act, 2006 (Act No. 13 of 2006), subject to the following conditions:

Conditions: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

This certificate is valid for a period of six months with effect from ______________________ (dd/mm/yyyy) to _____________________ (dd/mm/yyyy).

NB. This certificate is issued in terms of section 13 of the Older Persons Act, 2006 and is not transferable.


_____________________

DIRECTOR-GENERAL

DATE: …………………………

PLACE…………………………

FORM 5

NOTICE OF INTENTION TO TERMINATE COMMUNITY-BASED 

CARE AND SUPPORT SERVICE

DEPARTMENT OF SOCIAL DEVELOPMENT  

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)  

To: The Director-General

Department of Social Development

Notice is hereby given, in terms of section 13(4)(a) of the Act, of the intention to terminate the following community-based care and support service. The said termination will take effect as from……………………………. 

Service to be terminated: ____________________________________________

The reasons for the termination are—

___________________________________________________________________________________________________________________________________________________________________________________________________

Take further notice that as required in terms of section 13(4)(b) and (c) of the Act, the following arrangements are being made to inform the older person(s) in my/our care of the intended termination of the service._____________________________________________________________________________________________________________________________________________________________________________________________

It is our intention to refer the older person(s) currently benefiting from our services to another person or organisation who provides similar services in the following area.___________________________________________________

The details of the said person or organisation will be forwarded to you 30 days before the termination date mentioned above. 

Details of organization:

 Name: ________________________________________________________________ 

Registration certificate No: ___________________

Physical address:_________________________________________________________

__________________________________________________________________________________________________________________________________

Postal address: 

_________________________________________________________________

__________________________________________________________________________________________________________________________________

Tel. No. ______________________
Fax No. ________________________

Cell No. ___________________________
E-mail address ___________________

List of beneficiaries, names, addresses and ID numbers

I undertake to fulfill any obligations in terms of the Act before the date of termination.  

____________________________

COMMUNITY-BASED CARE AND 

SUPPORT SERVICE PROVIDER

Name:
………………………..

Capacity:
………………………..

Date:

……………………….. 

FORM 6

ACKNOWLEDGEMENT OF RECEIPT 

DEPARTMENT OF SOCIAL DEVELOPMENT  

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)  

To:_____________________________

     _____________________________

     _____________________________

     _____________________________

     _____________________________

RE: ACKNOWLEDGEMENT OF NOTICE OF INTENTION TO TERMINATE COMMUNITY-BASED CARE AND SUPPORT SERVICE
I hereby acknowledge receipt of your notice of intention to terminate community-based care and support services to older persons.

The contents have been noted, and I anticipate your compliance with the provisions of section 13(4)(b) and (c) of the Act.

Your co-operation is highly appreciate

_________________

DIRECTOR- GENERAL

DATE:

FORM 7

NOTICE OF INTENTION TO CLOSE DOWN COMMUNITY-BASED 

CARE AND SUPPORT SERVICE

DEPARTMENT OF SOCIAL DEVELOPMENT  

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)  

To: The Manager

Community –Based Care and Support Service

Notice is hereby given, by the Department of Social Development of the intention to close down the following community-based care and support service. The said close down will take effect as from………………

Service to be closed down: ____________________________________________

The reasons for the close down are—

___________________________________________________________________________________________________________________________________________________________________________________________________

Take further notice that as required in terms of section 13(4)(b) and (c) of the Act, the following arrangements are being made to inform the older person(s) in your care of the intended close down of the service._____________________________________________________________________________________________________________________________________________________________________________________________

It is our intention to refer the older person(s) currently benefiting from your services to another person or organisation who provides similar services in the following area.___________________________________________________

The details of the said person or organisation will be forwarded to you 30 days before the close down date mentioned above. 

Details of organization:

 Name: ________________________________________________________________ 

Registration certificate No: ___________________

Physical address:_________________________________________________________

__________________________________________________________________________________________________________________________________

Postal address: 

_________________________________________________________________

__________________________________________________________________________________________________________________________________

Tel. No. ______________________
Fax No. ________________________

Cell No. ___________________________
E-mail address ___________________

List of beneficiaries, names, addresses and ID numbers

The Department of Social Development undertake to fulfill any obligations in terms of the Act before the date of close down.  

FORM 8

APPLICATION FOR REGISTRATION 

AS A CAREGIVER

DEPARTMENT OF SOCIAL DEVELOPMENT  

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)  

In terms of section 14 of the Older Persons Act, 2006, I, __________________________________________ (full names and surname), hereby apply for registration as a caregiver.

SECTION A 

(Details of applicant) 

	Name and Surname
	

	Preferred Name 
	

	ID No
	
	Date of birth 
	

	Age
	
	Nationality
	
	Gender
	


	Physical address 
	

	Postal address


	

	Telephone No
	Fax 
	
	Cell 
	

	E-mail address
	

	Name of Organization
	

	Physical address
	

	Postal address
	

	Telephone No
	Fax 
	
	Cell 
	


EDUCATION (Attach copies of relevant certificates)
	School, College or University
	Standard / Qualifications
	Date

	
	
	

	
	
	

	
	
	


Other training (Attach copies of relevant certificates)
	Course / Qualification
	Institution
	Date

	
	
	

	
	
	

	
	
	


	CONVICTED OF CRIMINAL OFFENCE
	Y
	
	N
	Details
	

	


(SECTION B

(Declaration and attachments)

Declaration

I declare that the above information is true and correct. I understand that any misrepresentation or omission of pertinent information may be considered as sufficient grounds for withdrawal of registration. 

___________________ 

________________ 
            ____________

Signature of applicant

Place 



Date 

	Certified copies submitted 

(  ID 

(  Certificate of qualifications

Other (please specify) __________________________________________




SECTION D

(For office use)

	Application Number 
	Registration details 
	Signature

	
	Full registration
	Y
	N
	_____________________

DIRECTOR-GENERAL

DATE: …………………

	
	Or
	

	
	Temporary registration
	Y
	N
	


	Registration Certificate No.
	


FORM 9

REGISTRATION CERTIFICATE

OF CAREGIVER

DEPARTMENT OF SOCIAL DEVELOPMENT  

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)  

This is to certify that

Name


……………………………………………………………


ID


……………………………………………………………

has been registered as a caregiver in terms of section 14 of the Older Persons Act, 2006.

Registration No
……………………………………………………………

MINISTER OF SOCIAL DEVELOPMENT

DATE                                                                                             

OFFICIAL STAMP

FORM 10

NOTICE OF INTENTION TO REMOVE NAME OF CAREGIVER FROM THE REGISTER

DEPARTMENT OF SOCIAL DEVELOPMENT  

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)  

To: _____________________________

Notice is hereby given in terms of regulation 14(2) of the regulations made in terms of the Act, of the intention to remove your name from the register as a caregiver. The said decision will take effect from _____________________________________________. The reasons for removal are —

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

MINISTER OF SOCIAL DEVELOPMENT

DATE:

OFFICIAL STAMP

FORM 11

APPLICATION FOR REGISTRATION AS A

RESIDENTIAL FACILITY  

DEPARTMENT OF SOCIAL DEVELOPMENT  

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)  

(where applicant is  an organisation)

A.________________________________________________(full name of facility) run under the auspices of ________________ (name of organisation)

herein represented by _______________________________(full names and surname), 

in his or her capacity as________________________________________________duly  authorised in terms of resolution no________________ dated____________(attach a certified copy of the resolution)

SECTION A (Details of Organisation and Residential facility)

	Name of Organisation:
	

	Organisation Registration No:
	

	Date of Registration:
	

	NPO No or other registration No:
	

	Name of residential facility:
	

	Previous Registration no. of residential facility:
	__________________________________(only if applicable)

	Capacity of residential facility
	

	Levels of service offered
	

	Date of establishment
	

	Number of residents of residential facility 
	

	No of staff of residential facility:

(Attach list)
	

	Physical address of residential facility:


	

	Postal address of residential facility:


	

	Telephone No
	
	Fax 
	

	Email address of residential facility
	
	
	


SECTION C 

(Declaration and attachments)

Declaration

I declare that the above information is true and correct. I understand that any misrepresentation or omission of pertinent information may be considered as sufficient grounds for withdrawal of registration. 

__________________ 

________________ 
            ____________

Signature of applicant

Place 



Date 

Full Name:_____________________________________

Capacity:_______________________________________
	Copies submitted: 

· Registration certificate
· List of older persons under my/our care

· Levels of care offered

· Certificate of Health Inspector

· Copy of building plans (where facility is new and not previously registered)

· Report from the Department of Social Development

· House rules

· Business 

· Proof that the residential facility complies with national or local building regulations

· Other (please specify) ____________________________________



	


SECTION D

(For office use)

	Application Number 
	Registration details 
	Signature

	
	Full registration
	Y
	N
	_____________________

MINISTER

DATE: …………………

	
	Or
	

	
	Temporary registration
	Y
	N
	


	Registration Certificate No.
	


FORM 12

REGISTRATION CERTIFICATE 

OF RESIDENTIAL FACILITY  

DEPARTMENT OF SOCIAL DEVELOPMENT  

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)  

Registration Certificate No. RF8/2014
Issued to Huis E J Appies
It is hereby certified that the abovementioned residential facility for older persons situated at 2 Rooidraai Street, Steinkopf, 8244
has been registered in terms of section 18 of the Older Persons Act, 2006 (Act No. 13 of 2006) to with effect from 20/11/2014 until 30/11/2019
NB. This certificate is issued in terms of section 18(3) of the Older Persons Act, 2006 and is not transferable.

NB: This certificate must be displayed accommodate 54 older persons.

Levels of care provided:  Frail Care; Respite Care ; Community Based Care.
This certificate is valid for 5 years at the entrance/ reception area of the residential facility where it can be seen by the residents of the residential facility and by members of the public.

NB : The certificate must be returned to the Department of Social Development in case of de-registration

_____________________

MINISTER

DATE: …………………

FORM 13

TEMPORARY REGISTRATION CERTIFICATE

OF RESIDENTIAL FACILITY  

DEPARTMENT OF SOCIAL DEVELOPMENT  

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)  

Registration Certificate No. ______________

Issued to (name of residential facility) _______________________________________

_________________________________________________________________

It is hereby certified that the abovementioned residential facility for older persons situated at (physical address) ______________________________________________

_________________________________________________________________

has been temporarily registered in terms of section 18 of the Older Persons Act, 2006 (Act No. 13 of 2006), subject to the following conditions:

Conditions: ___________________________________________________________________________________________________________________________________________________________________________________________________

This certificate is valid for a period of _____________ with effect from _____________________ (dd/mm/yyyy) to ____________________ (dd/mm/yyyy).

NB. This certificate is issued in terms of section 18(3)(b) of the Older Persons Act, 2006 and is not transferable.

NB: This certificate must be displayed in the entrance/ reception area of the residential facility where it can be seen by the residents and members of the public.


_____________________

MINISTER

DATE: …………………
FORM 14

NOTICE OF INTENTION TO CLOSE RESIDENTIAL FACILITY 

DEPARTMENT OF SOCIAL DEVELOPMENT  

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)  

To: The Minister of Social Development

Notice is hereby given, in terms of section 19 of the Act, of the intention to close the residential facility. The said closure will take effect as from……………………………. 

The reasons for the closure are—

___________________________________________________________________________________________________________________________________________________________________________________________________

Take further notice that as required in terms of section 19(3)(b) of the Act, the following arrangements are being made to accommodate the older person(s) in my/our care:._____________________________________________________

I undertake to fulfill any obligations in terms of the Act before the date of closure.  

____________________________

OPERATOR OF RESIDENTIAL

FACILITY

Name:
………………………..

Capacity:
………………………..

Date:

……………………….. 

FORM 15

ACKNOWLEDGEMENT OF RECEIPT 

DEPARTMENT OF SOCIAL DEVELOPMENT  

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)  

To:_____________________________

     _____________________________

     _____________________________

     _____________________________

     _____________________________

RE: ACKNOWLEDGEMENT OF NOTICE OF INTENTION TO CLOSE RESIDENTIAL FACILITY
I hereby acknowledge receipt of your notice of intention to close the residential facility.

The contents have been noted, and I anticipate your compliance with the provisions of section 19 of the Act.

Your co-operation is highly appreciated.

___________________

MINISTER

DATE:

FORM 16

NOTICE OF INTENTION TO CLOSE DOWN RESIDENTIAL FACILITY 

DEPARTMENT OF SOCIAL DEVELOPMENT  

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)  

To: The Manager

Residential Facility

Notice is hereby given, by the Department of Social Development  of the intention to close down the following residential facility. The said close down will take effect as from………………

Service to be closed down: ____________________________________________

The reasons for the close down are—

___________________________________________________________________________________________________________________________________________________________________________________________________

Take further notice that as required in terms of section 13(4)(b) and (c) of the Act, the following arrangements are being made to inform the older person(s) in your care of the intended close down of the service._____________________________________________________________________________________________________________________________________________________________________________________________

It is our intention to refer the older person(s) currently benefiting from your services to another person or organisation who provides similar services in the following area.___________________________________________________

The details of the said person or organisation will be forwarded to you 30 days before the close down date mentioned above. 

Details of organization:

 Name: ________________________________________________________________ 

Registration certificate No: ___________________

Physical address:_________________________________________________________

__________________________________________________________________________________________________________________________________

Postal address: 

_________________________________________________________________

__________________________________________________________________________________________________________________________________

Tel. No. ______________________
Fax No. ________________________

Cell No. ___________________________
E-mail address ___________________

List of beneficiaries, names, addresses and ID numbers

The Department of Social Development undertake to fulfill any obligations in terms of the Act before the date of close down.  

FORM 17

APPLICATION FOR REGISTRATION AS ASSISTED LIVING FACILITY 
DEPARTMENT OF SOCIAL DEVELOPMENT  

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)  

(where applicant is  an organisation)

A.________________________________________________(full name of facility) run under the auspices of ________________ (name of organisation)

herein represented by _______________________________(full names and surname), 

in his or her capacity as________________________________________________duly  authorised in terms of resolution no________________ dated____________(attach a certified copy of the resolution)

SECTION A (Details of Organisation and Assisted Living facility)

	Name of Organisation:
	

	Organisation Registration No:
	

	Date of Registration:
	

	NPO No or other registration No:
	

	Name of assisted living facility:
	

	Previous Registration no. of assisted living facility:
	__________________________________(only if applicable)

	Capacity of assisted living facility
	

	Levels of service offered
	

	Date of establishment
	

	Number of residents of assisted living facility 
	

	No of staff of assisted living facility:

(Attach list)
	

	Physical address of assisted living facility:


	

	Postal address of assisted living facility:


	

	Telephone No
	
	Fax 
	

	Email address of assisted living facility
	
	
	


SECTION C 

(Declaration and attachments)

Declaration

I declare that the above information is true and correct. I understand that any misrepresentation or omission of pertinent information may be considered as sufficient grounds for withdrawal of registration. 

__________________ 

________________ 
            ____________

Signature of applicant

Place 



Date 

Full Name:_____________________________________

Capacity:_______________________________________

	Copies submitted: 

· Registration certificate
· List of older persons under my/our care

· Levels of care offered

· Certificate of Health Inspector

· Copy of building plans (where facility is new and not previously registered)

· Report from the Department of Social Development

· House rules

· Business 

· Proof that the assisted living facility complies with national or local building regulations

· Other (please specify) ____________________________________



	


SECTION D

(For office use)

	Application Number 
	Registration details 
	Signature

	
	Full registration
	Y
	N
	_____________________

MINISTER

DATE: …………………

	
	Or
	

	
	Temporary registration
	Y
	N
	


	Registration Certificate No.
	


FORM 18

REGISTRATION CERTIFICATE 

OF ASSITED LIVING FACILITY  

DEPARTMENT OF SOCIAL DEVELOPMENT  

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)  

Registration Certificate No. _________

Issued to (name of assisted living facility) ____________________________________________

_________________________________________________________________

It is hereby certified that the abovementioned assisted living facility for older persons situated at (physical address) ___________________________________________________

_________________________________________________________________

has been registered in terms of section 18 of the Older Persons Act, 2006 (Act No. 13 of 2006) to accommodate _____________ older persons.

Levels of care provided ______________________________________________

This certificate is valid for 5 years with effect from _______________________________ (dd/mm/yyyy) until …………….

NB. This certificate is issued in terms of section 18(3) of the Older Persons Act, 2006 and is not transferable.

NB: This certificate must be displayed at the entrance/ reception area of the assisted living facility where it can be been by the residents of the residential facility and by members of the public.

NB: The certificate must be returned to the Department of Social Development in case of de-registration


_____________________

MINISTER

DATE: …………………
FORM 19

TEMPORARY REGISTRATION CERTIFICATE

OF ASSISTED LIVING FACILITY  

DEPARTMENT OF SOCIAL DEVELOPMENT  

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)  

Registration Certificate No. ______________

Issued to (name of assisted living facility) _______________________________________

_________________________________________________________________

It is hereby certified that the abovementioned assisted living facility for older persons situated at (physical address) ______________________________________________

_________________________________________________________________

has been temporarily registered in terms of section 18 of the Older Persons Act, 2006 (Act No. 13 of 2006), subject to the following conditions:

Conditions: ___________________________________________________________________________________________________________________________________________________________________________________________________

This certificate is valid for a period of _____________ with effect from _____________________ (dd/mm/yyyy) to ____________________ (dd/mm/yyyy).

NB. This certificate is issued in terms of section 18(3)(b) of the Older Persons Act, 2006 and is not transferable.

NB: This certificate must be displayed in the entrance/ reception area of the assisted living facility where it can be seen by the residents and members of the public.


_____________________

MINISTER

DATE: …………………
FORM 20

NOTICE OF INTENTION TO CLOSE ASSISTED LIVING FACILITY 

DEPARTMENT OF SOCIAL DEVELOPMENT  

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)  

To: The Minister of Social Development

Notice is hereby given, in terms of section 19 of the Act, of the intention to close the assisted living facility. The said closure will take effect as from……………………………. 

The reasons for the closure are—

___________________________________________________________________________________________________________________________________________________________________________________________________

Take further notice that as required in terms of section 19(3)(b) of the Act, the following arrangements are being made to accommodate the older person(s) in my/our care:._____________________________________________________

I undertake to fulfill any obligations in terms of the Act before the date of closure.  

____________________________

OPERATOR OF ASSISTED LIVING

FACILITY

Name:
………………………..

Capacity:
………………………..

Date:

……………………….. 

FORM 21

ACKNOWLEDGEMENT OF RECEIPT 

DEPARTMENT OF SOCIAL DEVELOPMENT  

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)  

To:_____________________________

     _____________________________

     _____________________________

     _____________________________

     _____________________________

RE: ACKNOWLEDGEMENT OF NOTICE OF INTENTION TO CLOSE ASSISTED LIVING FACILITY
I hereby acknowledge receipt of your notice of intention to close the assisted living facility.

The contents have been noted, and I anticipate your compliance with the provisions of section 19 of the Act.

Your co-operation is highly appreciated.

___________________

MINISTER

DATE:

FORM 22

NOTICE OF INTENTION TO CLOSE DOWN ASSISTED LIVING FACILITY

DEPARTMENT OF SOCIAL DEVELOPMENT  

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)  

To: The Manager

Assisted living facility

Notice is hereby given, by the Department of Social Development  of the intention to close down the following assisted living facility. The said close down will take effect as from………………

Service to be closed down: ____________________________________________

The reasons for the close down are—

___________________________________________________________________________________________________________________________________________________________________________________________________

Take further notice that as required in terms of section 13(4)(b) and (c) of the Act, the following arrangements are being made to inform the older person(s) in your care of the intended close down of the service._____________________________________________________________________________________________________________________________________________________________________________________________

It is our intention to refer the older person(s) currently benefiting from your services to another person or organisation who provides similar services in the following area.___________________________________________________

The details of the said person or organisation will be forwarded to you 30 days before the close down date mentioned above. 

Details of organization:

 Name: ________________________________________________________________ 

Registration certificate No: ___________________

Physical address:_________________________________________________________

__________________________________________________________________________________________________________________________________

Postal address: 

_________________________________________________________________

__________________________________________________________________________________________________________________________________

Tel. No. ______________________
Fax No. ________________________

Cell No. ___________________________
E-mail address ___________________

List of beneficiaries, names, addresses and ID numbers

The Department of Social Development undertake to fulfill any obligations in terms of the Act before the date of close down.  

FORM 23

CONSENT FORM FOR ADMISSION IN A RESIDENTIAL CARE FACILITY

DEPARTMENT OF SOCIAL DEVELOPMENT

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)

I ………………………….. (full names and surname ) 

ID no……………………………………staying at residential address………………………………………………………………………………………………

Telephone number ……………………………………………………hereby give consent in terms of Section 21(3) (a) of the Act to be admitted at………………………………………………(Name of residential Care Facility),Physical address of residential facility……………………………………………..,Telephone number                     

Signature   of applicant……………………………………………………………

Date…………………………………………………………………………………………………
FORM 24

CONSENT FORM FOR ADMISION IN A RESIDENTIAL CARE FACILITY ON BEHALF OF AN OLDER PERSON

DEPARTMENT OF SOCIAL DEVELOPMENT

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)

I …………………………..(Name and surname) ID no……………………………………staying at residential address………………………………………………………………………………………………

Telephone number ……………………………………………………hereby give consent in terms of section 21 (3)(b) (i) for………………………………………………………….(Name and Surname of Older Person to be admitted in a residential care facility) ID no……………………………………………..to be admitted at………………………………………………(Name of residential Care Facility),Physical address of residential facility……………………………………………..,Telephone number                     

Signature   of person giving consent………………………………………………………………

Date……………………………………………………………………………………………………………….                   
FORM 25
WARRANT TO REMOVE AN OLDER PERSON TO A HOSPITAL OR OTHER PLACE

DEPARTMENT OF SOCIAL DEVELOPMENT 
OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)

                                                                                       Date ……………………

TO:   ……………………..…………………………………………………………………………………………….


………………………………………………………………………………………………………………………

(name of registered dentist, medical practitioner, nurse, social worker, authorised person)

In terms of regulation 27 of the regulations made in terms of the Older Persons Act, 2006 (Act No. 13 of 2006), you are hereby authorised and ordered to remove

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

…………………………………………………………………………………………………………………………………….

…………………………………………………………………………………………………………………………………….

(name of older person/s)

and to take him/her/them to a hospital or other place as agreed for safe care and support and the necessary treatment.

Given at ……………………………….. this …………………………………… day of ……………

….....................................................

DIRECTOR-GENERAL

DETAILS OF EXECUTION

I certify that the following older person/s

……………………………………………………………………………………………………………………………………

…..............................................................................................................

Was/were removed by me on …………………………………………….. and placed in 

……………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………..

………………………………………………………………………..

REGISTERED DENTIST, MEDICAL PRACTITIONER,

NURSE, SOCIAL WORKER, AUTHORISED PERSON


FORM 26
REGISTER FOR RESTRAINT OF OLDER PERSON

DEPARTMENT OF SOCIAL DEVELOPMENT  

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)

                                                                                       Date ……………………

1.
Name of older person ……………………..…………………………………………………………………………………………….

2.
Reasons for the restraining of the older person ……………………………………………………………………………………………………………………………………

3.
The form of restraint used ………………………………………………………………………………………………………………….…………………

4.
Duration of the restraint ……………………………………………………………………………………………………………………………….……

5.
Restraint applied by …………………………………………………………………………………………………………………………………….

6.
Restraint authorized by Dr (Medical Practitioner)

……………………………………………………………………………………………..…………………………………….

7.     Practise number of Doctor

……………………………………………….………………………………………………………………………………….

8.
Previous periods of restraint and reasons and dates thereof: 


………………………………………………………………………………………..…………………………………


……………………………………………………………………………………………….........................


Record number ……………………………………………..……………………………………………………………………………………..

9.
Family/representative notified: Yes             No        

       Name of Family member / Representative…………………………………………………………………………………..……………………..

      Contact number of family member / representative……………………………………………………………………………..………………………………           


If not notified, why not? …………………………………………………………….………………………………………………………………………

Signature of Manager                                         Signature of Medical 

                                                                        Practitioner

…………………………………….                                      ……………………………………………………

Date:                                                                Date:

FORM 27

NOTIFICATION OF SUSPECTED OR ALLEGED ABUSE 

OF AN OLDER PERSON

DEPARTMENT OF SOCIAL DEVELOPMENT

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)

TO:

_______________________________
_______________________________
_______________________________
The following report/ information is provided in good faith. After speaking to/ examining/ attending to the older person(s) concerned, I / we have reason to believe/ suspect that he / she has been abused or is at risk of being abused.

(1) IDENTIFYING DETAILS OF THE ALLEGED VICTIM:

Name: __________________________________________________
ID number: ______________________________________________
Male 

Female
Date of birth:
_______________
Age: _______________________
Address: _______________________________________________
______________________________________Tel: _____________
Physical condition: e.g. blind, bedridden, fully mobile: _____________
Mental condition: e.g. confused, acting inappropriately: ____________
(2) PARTICULARS OF NEAREST FAMILY MEMBERS OR CLOSE FRIENDS:

Name: _____________________Relationship to victim: _____________
Address:________________________________
Tel: _______________

___________________________________________________________
(3) IDENTIFYING DETAILS OF THE ALLEGED PERPETRATOR:

Name: ____________________________________________________
ID number: _______________________________________________
Male 

Female
Date of birth:
 _____________________Age: ______________

Address: __________________________________ Tel: ______________

___________________________________________________________
Occupation: _________________________________________________
Relationship to victim: _________________________________________
Does the perpetrator have a criminal record? _____ Details: ____________
Did the alleged abuse take place in a residential facility or at  home_______
Name of residential facility or service provider: ________________________________
Registration number: ___________________________________________

Address: _____________________________________________________

_____________________________________________________________
Name of contact person: _________________________________________
Contact details: ________________________________________________

(4) PARTICULARS OF ALLEGED INCIDENT OR SUSPICION OF ABUSE:
Date: __________________ Time: _________________

Place where incident occurred or abuse is suspected: ___________________
Address: _____________________________

____________________________________

Outline of incident or suspicion: ___________________________________
_____________________________________________________________
In the case of suspected abuse, give reasons for suspicion: _____________
________________________________________________________________
If the alleged victim and alleged perpetrator reside in the same house, is it in the best interest of the alleged victim to remove the alleged perpetrator? Yes     No

If so, for what reasons? _____________________________________________
If the alleged perpetrator is to be removed, contact a police official for assistance in terms of Chapter 5 of the Act.

Does the alleged victim need medical attention?: __________________________
Has the alleged victim received medical attention?: ________________________
Name and contact details of medical practitioner: _________________________

__________________________________Tel: ___________________________

Nature and extent of injuries (if applicable) ______________________________

Does the alleged victim have a valid protection order against the alleged perpetrator? ____________________________________________________

Has the incident been reported to the SA Police? If yes, was a charge laid and at which Police Station?    Yes     No

Police Station: ________________________Case No: ____________________
Name of Police Official: ______________________________________________

Any other information appropriate to the abuse that you would like to disclose: ________________________________________________________________

(5) INFORMATION SUPPLIED BY:

Name: _________________________________________________________
Address: ______________________________________
_____________________________________________
Tel: _________________________________________
Capacity: _____________________________________
Signature of Informant: ___________________________
Date: ________________________

6. FOR OFFICE USE

	RECEIVED ON …../...../…… at ______________h _______ BY: ______________
NAME: _________________________________

CAPACITY:  _____________________________

	

	


FORM 28

COMPLAINTS REGISTER

DEPARTMENT OF SOCIAL DEVELOPMENT  

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)  

	Date of complaint
	Time of complaint
	Name of Older Person
	Name & contact details of com-plainant
	Date & Time reported
	To whom reported
	Brief descrip-tion of complaint
	Steps taken
	Investigation

outcome
	Remarks

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	


FORM 29

INCIDENT REGISTER 

DEPARTMENT OF SOCIAL DEVELOPMENT  

OLDER PERSONS ACT, 2006 (ACT NO. 13 OF 2006)  

NB. All incidents must be treated as confidential.

(Details of incident) 

Name of older person

	Date of incident
	

	Time of incident
	

	Place of incident
	


Description of incident (Highlighting the main aspects)

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

	Has the incident been reported
	

	Date and Time Reported
	

	To Whom Reported
	

	         - Contact Details  
	

	Names and details of witnesses
	

	Action Taken
	

	
	

	
	

	
	


	


FORM 30

REGISTER OF PERSONS CONVICTED OF ABUSE OF OLDER PERSONS 
DEPARTMENT OF SOCIAL DEVELOPMENT  

OLDER PERSONS ACT, 2006 (ACT NO. 13 of 2006)  

PART A: DETAILS OF PERPETRATOR

	Case no.
	Name of convicted person
	Gender
	Physical address
	Identity number
	Offence
	Penalty
	Area where offence was committed
	Date 

	
	
	M
	F
	
	
	
	
	
	

	
	
	AGE
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


PART B: DETAILS OF VICTIM

	Case no.
	Name of victim 
	Identity Number 
	Gender
	Physical address
	Place /address where abuse occurred
	Type of abuse 
	Who reported
	Date 

	
	
	
	M

AGE
	F
	
	
	
	Name 
	Relationship to victim
	


PART C: RELATIONSHIP BETWEEN PERPETRATOR AND VICTIM:
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