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Referral Form

For any eligibility criteria or waitlist queries, please phone 4921 5601.
Please complete all details below for all family members in the household.
	Referral Details

	Date of referral: 
	

	Referring Agency: 
	

	Referrer Name:
	

	Position Title:
	
	Phone:   

	Email:
	

	Have the family consented to this referral?
	(To proceed with this referral consent is required)
Yes ☐
No  ☐

	Has the family had any DCJ involvement? If yes, please provide year/s, hub and summary of concerns
	

	Safety concerns and considerations for our service:
	



	Primary Client
This is either the primary caregiver for a parenting referral and/or young person needing case management support.

	[bookmark: _Hlk51322141]Parent/Carer 1
	

	Name: 
	

	DOB and Age:
	

	Gender & Preferred Pronoun/s:
	

	Address:
	

	Phone: 
	

	Email:
	

	Birth Country:
	
	Aboriginal: Yes ☐    
                         No ☐

	Main language spoken:
	
	Interpreter required: Yes ☐    
                                             No ☐

	Disabilities:
	Yes ☐
Please list details: 
No  ☐

	Housing:
	Homeless: Yes ☐    
                         No ☐
	Risk of homelessness: Yes ☐    
                                                  No ☐

	Additional Service/s Involvement:
	Yes ☐
Please list details: 
No  ☐

	Client availability days/time:

	




	Additional Family Members 

	Parent/Carer 2
	

	Name: 
	

	DOB and Age:
	

	Gender & Preferred Pronoun/s:
	

	Address:
	

	Phone: 
	

	Email:
	

	Birth Country:
	
	Aboriginal: Yes ☐    
                         No ☐

	Main language spoken:
	
	Interpreter required: Yes ☐    
                                             No ☐

	Disabilities:
	Yes ☐
Please list details:  
No  ☐

	Additional Service/s Involvement:
	Yes ☐
Please list details: 
No  ☐

	Client availability:
Days/Times for calls and appointments
	

	Child/Young Person

	Name:   
	

	DOB and Age:
	

	Education Facility
	

	Disabilities:
	Yes ☐
Please list details: 
No  ☐

	Additional Service/s Involvement:
	Yes ☐
Please list details: 
No  ☐

	Child/Young Person

	Name:   
	

	DOB and Age:
	

	Education Facility
	

	Disabilities:
	Yes ☐
Please list details: 
No  ☐

	Additional Service/s Involvement:
	Yes ☐
Please list details: 
No  ☐

	Child/Young Person

	Name:   
	

	DOB and Age:
	

	Education Facility
	

	Disabilities:
	Yes ☐
Please list: 
No  ☐

	Additional Service/s Involvement:
	Yes ☐
Please list: 
No  ☐

	Child/Young Person

	Name:   
	

	DOB and Age:
	

	Education Facility
	

	Disabilities:
	Yes ☐
Please list: 
No  ☐

	Additional Service/s Involvement:
	Yes ☐
Please list: 
No  ☐



	Reason for Referral
· Please provide what outcomes you are hoping our service will be able achieve with the family?
· Please provide information on required supports or parenting concerns (eg: attachment, emotional regulation, behaviour, routines, mental health etc.
· Please identify any current concerns:

	

	Pre-Assessment Questions:
(Please choose a number between 1 and 5 for each statement below).
 1 = Strongly Disagree; 5 = Strongly Agree) Note: these can be answered on behalf of the client or directly by the client

	Score 
	1
	2
	3
	4
	5

	My or my child feels safe & supported within my family and community
	☐	☐	☐	☐	☐
	My immediate family communicate and get along with each other well
	☐	☐	☐	☐	☐
	I am coping well with my current challenges

	☐	☐	☐	☐	☐
	I feel confident to make decisions and changes

	☐	☐	☐	☐	☐
	Pre-assessment completed by:
	




Email completed Referral Forms to: HunterOutreachProject@newcastle.edu.au
	Office Use Only

	Date received: 
	

	Date entered: 
	

	Acknowledgement of referral:
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