[image: image1.png]



REFERRAL FORM
REFERRING AGENCY
	Agency / organization / service name:
	     

	Contact Person:
	     

	Phone Number:
	     
	Date of referral:
	     


CLIENTS DETAILS 

	Name:
	     

	Address:
	     

	Phone Number:
	     
	Mobile Number:
	     

	DOB:
	     
	Cultural Identity:
	     
	Disabilities:
	     

	Gender:  FORMCHECKBOX 
  Male    FORMCHECKBOX 
  Female
	Preferred appointment Date:
	     
	Time:
	     


CURRENT INCOME
 FORMCHECKBOX 
  No income

 FORMCHECKBOX 
  Youth Allowance

 FORMCHECKBOX 
  Newstart

 FORMCHECKBOX 
  Disability Support Pension

 FORMCHECKBOX 
  Parenting Payment

 FORMCHECKBOX 
  Wages
	 FORMCHECKBOX 
  Other
	     


CURRENT HOUSING

 FORMCHECKBOX 
  Homeless (eg: sleeping rough, living on the street)

 FORMCHECKBOX 
  Improvised dwelling (eg: car, park, tent, squatting)

 FORMCHECKBOX 
  Living in crisis accommodation (eg: refuge, temporary motel room)
 FORMCHECKBOX 
  Temporary accommodation (eg: with friends or relatives)
 FORMCHECKBOX 
  Caravan

 FORMCHECKBOX 
  Living in social Housing (eg: Department of Housing / Community Housing)

 FORMCHECKBOX 
  Renting privately (eg: through a Real Estate or Landlord)

 FORMCHECKBOX 
  Permanent accommodation (eg: with friends or relatives)
	 FORMCHECKBOX 
  Other
	     


WHAT TYPE OF ASSISTANCE DOES THE CLIENT REQUIRE? (Tick all that apply)
 FORMCHECKBOX 
  Assistance to obtain / maintain accommodation

 FORMCHECKBOX 
  Assistance to obtain / maintain Centrelink benefits

 FORMCHECKBOX 
  Employment & training assistance

 FORMCHECKBOX 
  Financial assistance (eg: bond, rent, budgeting, debts, counseling)

 FORMCHECKBOX 
  Material aid (eg: household goods, clothes, food)

 FORMCHECKBOX 
  Assistance with transport
 FORMCHECKBOX 
  Mental health diagnosis / support (eg: depression, anxiety)
 FORMCHECKBOX 
  Living Skills (eg: cooking, cleaning, shopping, self esteem)
 FORMCHECKBOX 
  Support for substance abuse (eg: drug or alcohol)

 FORMCHECKBOX 
  Support for addictive behavior (eg: gambling)

 FORMCHECKBOX 
  Support for physical / emotional abuse (by non-family members)

 FORMCHECKBOX 
  Support for Domestic violence (by family members)

 FORMCHECKBOX 
  Support during pregnancy

 FORMCHECKBOX 
  Personal & family support (eg: PSP, family planning, parenting skills, child care)

	 FORMCHECKBOX 
  Other
	     


CURRENT SUPPORT & ASSISTANCE PROVIDED
Please describe the support & assistance your agency currently provides to the client and indicate whether this will continue
	     

	     

	     

	     

	

	     

	     


THIRD PARTY SUPPORT & ASSISTANCE
Please describe any support or assistance the client is currently receiving from third parties (if known). Eg: Personal Support Program, Mental Health, Counseling, Domestic Violence, etc
	     


	     

	     

	     

	     

	     

	     


REFERRALS MADE
Please list any referrals your agency has made for the client

	     

	     

	     

	     

	     

	     


GENERAL SITUATION
Please provide any further information about the clients’ current situation that may assist us understanding their needs (eg: housing situation, relationships, level of independence, expectations)

	     

	     

	     

	     

	     

	     

	     


AUTHORITY TO DISCLOSE / SHARE INFORMATION
This referral has been discussed with the client and they consent to the information being sent to Youth Housing Support.

The client consents to information being shared between both agencies on the understanding that all information will be held in strict confidence.
	Signed (Client/s)
	     
	Date
	     

	Signed (Worker)
	     
	Date
	     


Note: If returning this referral by email, please type the client and worker names above.
Please send referrals to:
155 Gordon Street (PO Box 837)
Port Macquarie NSW 2444
P: (02) 6584 4561
F: (02) 6583 6520

Email: referral@yhs.org.au
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