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	Email to: yohreferral@atsichsbrisbane.org.au 

Date:

Who’s Referring?    ☐ Self     ☐ Service Provider     ☐ Family/Friend



	Client Details:
Name: 
Alias/Preferred name: Click here to enter text.
Male or Female or Other:  
Date of Birth:  
Contact number:  
Current address:  
Email address:  

Accompanying Children/Kin:
Name: 
Male or Female or Other:  
Date of Birth:  

Next of Kin/Emergency Contacts: Click here to enter text.

	Ethnicity and Cultural Identity:
 ☐  Aboriginal
 ☐  Torres Strait Islander
 ☐  Aboriginal and Torres Strait Islander
 ☐  Non-Indigenous

	[bookmark: _Hlk100741901]Current Circumstances:

Are they currently:
☐Sleeping Rough 
☐Couch Surfing
☐Been Evicted or been given notice to leave 
☐Other…Please Specify: 

In the last month:
☐ Sleeping rough or in non-conventional accommodation
☐ Short-term or emergency accommodation, due to a lack of other options
☐ Not homeless
☐ Don't know




In the last 12 months:
☐ Sleeping rough or in non-conventional accommodation
☐ Short-term or emergency accommodation, due to a lack of other options
☐ Not homeless
☐ Don't know

Time since last permanent address:
☐ Less than 1 week ago
☐ 1 week to 1 month ago
☐ More then 1 month to 6 months ago
☐ More then 6 months to 1 year ago
☐ More then 1 year ago to 5 years ago
☐ More than 5 years ago
☐ Don’t know
☐ Not Applicable.
State:
Suburb:
Postcode:

Was the client's last permanent address where they were last week? ☐Yes  ☐ No ☐ Don’t know
State:
Suburb:
Postcode:

Has the client been in any of the following facilities / institutions in the last 12 months?
☐ Hospital (excluding psychiatric)
☐ Psychiatric hospital/unit
☐ Disability support
☐ Rehabilitation
☐ Adult, correctional facility
☐ Youth/juvenile justice correctional centre
☐ Immigration detention centre
☐ No institution
☐ Don't know
☐ Not Applicable.


	Identification

	Centrelink reference Number: Click here to enter text.

	Centrelink Payment type:  

	Have you completed a Department of Housing Application? ☐Yes  ☐ No
If yes, please provide Housing Application Number:

	Medicare: ☐Yes  ☐ No

	Drivers Licence:  ☐Yes  ☐ No                            

	ID/Proof of Age card number: ☐Yes  ☐ No

	[bookmark: _Hlk100741164]Healthcare Card: ☐Yes  ☐ No

	Do I have my own vehicle: ☐Yes  ☐ No

	Does the client have any pets? ☐Yes  ☐ No

	Does the client have a history of DFV? ☐Yes  ☐ No 
(Provide DVO where possible): Click here to enter text.

	Is the client currently receiving an agreed package of support through NDIS?  ☐Yes  ☐ No

	Is there a current safety risk? 

If so, is there a safety plan in place? ☐Yes  ☐ No 


	Current Situation:


	Current Goals:

	What formal or informal supports do they currently have in place to support them?





	Are there any child safety concerns or involvement? ☐Yes  ☐ No
Please provide details of CSSC and CSO name and contact details.


	Are they employed? ☐Yes  ☐ No

Mental health concerns? ☐Yes  ☐ No
If yes, please provide info: 

AOD concerns? ☐Yes  ☐ No
If yes, please provide info:

Referring Organisation/Program:    

	Referrer Name: Click here to enter text.

	Referrer Contact Number: Click here to enter text.

	Referrer Email: Click here to enter text.

	Referral Date: Click here to enter text.

	[bookmark: _Hlk100741807]Internal referral – ☐yes ☐no
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