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REFERRAL FORM

FAX to 3391 6388
Note: It is a requirement that the client is aware of this referral and wherever possible be present at the time the referral is made.
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Date: ____/____/____

 Office use only: Date received: 





  Referral Taken by : 

REFERRER INFORMATION

Referrer’s name: ___________________________________________________________

Referring Organisation: _____________________________________________________
Phone number: _____________________ Fax number:______________________________ 
Email: ______________________________________________________________________
Address: ___________________________________________________________________
___________________________________________________________________________

Will you have ongoing contact with the carer/s?  Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

If YES, please provide details (in what form, how often?)____________________________

______________________________________________________________________________________________________________________________________________________ 
CARER CONSENT INFORMATION

Has carer consented to being referred to the Program?  
      Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If you need assistance to fill out this form or wish to enquire further about this program please contact QPASTT on 3391 6677 and ask to speak to the RESPECCT team.

Please fax to 3391 6388

CARER DEMOGRAPHIC INFORMATION

Surname of client: ______________________ Given name: _______________________
Gender: Female  FORMCHECKBOX 

Male  FORMCHECKBOX 

Date of birth: ________________________________
Name of School (if client is of school age):
Marital status (please tick)
      Employment Status (please tick)
Never married ………….. FORMCHECKBOX 

        Full time ……………………. FORMCHECKBOX 
       Pensioner (aged or single parent)   FORMCHECKBOX 

Widowed………………...  FORMCHECKBOX 

        Part time…………...............  FORMCHECKBOX 
       Home Duties…………………………. FORMCHECKBOX 

Divorced…………………  FORMCHECKBOX 

        Supported employment….  FORMCHECKBOX 
       Student……………………………….. FORMCHECKBOX 

Separated ………………. FORMCHECKBOX 

        Disability support pension  FORMCHECKBOX 
       Child at school……………………… FORMCHECKBOX 

Married (or defacto) …... FORMCHECKBOX 
                    Unemployed ……………….. FORMCHECKBOX 

Not stated/Unknown…..  FORMCHECKBOX 

CARER DEMOGRAPHIC INFORMATION 

Address- Street: _____________________________________________________________
Address-Suburb: ___________________
Postcode: ___________ State: ______________
Phone (work): ______________________
Phone (home):____________________________
Phone (Mobile): ______________________________________________________________
CARER CULTURAL INFORMATION

Country of birth:_____________________
 Preferred language: ______________________
Cultural Identity: _____________________Religion: _______________________
Interpreter required?     Yes  FORMCHECKBOX 

No  FORMCHECKBOX 



	What is the relationship the carer has to the person being cared for (care recipient)? 
	Pension or benefit


	
Wife/female partner 


Husband/male partner


Father


Mother


Son


Daughter


Son in law


Daughter in law


Sibling


Other relative


Friend/neighbour


Not specified
	· Aged Pension

· Carer Payment

· Carer Allowance

· Sole Parent

· Disability

· Health Care Card

· Other__________________________

· No pension or benefit

	Emergency/alternate carer contact: 

Name:_______________________________________________________________

Relationship to carer:__________________________________________________

Phone number/s:______________________________________________________


If there are multiple carers involved, please copy form for each carer

	What services are you seeking in relation to this referral?
	Duration of support required

	· Support for carer

· Support for person with mental health concerns 
	· One off (detail time/date): ________________________________

· Short term (detail): _______________________________

· Ongoing support (detail): _______________________________

	· Information about relevant services 

· Individual or family support and advocacy

· Access to recreational activities 

· Access to group support
· Other support ______________________________________________________________

	· 


	Issues identified by carer, around their caring role that require support: _________________________________________________________________________________________________________________________________________________________________________________________________________________________________

	For the following list below, please tick the relevant observations of functioning you have observed or are aware of for the carer. Please note that this is not to be used as a comprehensive checklist- simply tick the issues you know are relevant for this client

	Isolated family and/or family members       
	 FORMCHECKBOX 

	Crying a lot                                                     
	 FORMCHECKBOX 


	Unable to attend family events/medical appointments                                                      
	 FORMCHECKBOX 

	Aggressive behaviour or persistent anger 
	 FORMCHECKBOX 


	Financial concerns related to caring role
	 FORMCHECKBOX 

	Fears of going out or other fears                 
	 FORMCHECKBOX 


	Expressing thoughts about being “trapped” or overwhelmed by person they care for
	 FORMCHECKBOX 

	Describes worrying a lot                               
	 FORMCHECKBOX 


	Needing more information on mental health
	 FORMCHECKBOX 

	Repeated expressions of hopelessness     
	 FORMCHECKBOX 


	Needing more information on caring and supporting a person with a mental health concern
	 FORMCHECKBOX 

	On alert for things going wrong                   
	 FORMCHECKBOX 


	Lack of support from family/friends/community
	 FORMCHECKBOX 

	Overacting to noises in environment          
	 FORMCHECKBOX 


	Needing support to access services
	 FORMCHECKBOX 

	Bizarre behaviour                                          
	 FORMCHECKBOX 


	Specifically requested respite
	 FORMCHECKBOX 

	Alcohol or substance abuse                         
	 FORMCHECKBOX 


	Decline in health or change in health status
	 FORMCHECKBOX 

	Poor self care, household care                    
	 FORMCHECKBOX 


	Intense/persistent emotional distress        
	 FORMCHECKBOX 

	Difficulty in carrying out daily tasks            
	 FORMCHECKBOX 


	Family breakdown, conflict or violence       
	 FORMCHECKBOX 

	Not responding to needs of children, 

Emotional distance                                        
	 FORMCHECKBOX 


	Experiencing stigma/social withdrawal from cultural community
	 FORMCHECKBOX 

	Persistent and severe sleep difficulties     
	 FORMCHECKBOX 


	Financial difficulties that may affect access to services
	 FORMCHECKBOX 

	
	


CARE RECIPIENT DEMOGRAPHIC INFORMATION

Surname of client: ______________________ Given name: _______________________

Gender: Female  FORMCHECKBOX 

Male  FORMCHECKBOX 

Date of birth: ________________________________

Name of School (if client is of school age):

Marital status (please tick)
      Employment Status (please tick)

Never married ………….. FORMCHECKBOX 

        Full time ……………………. FORMCHECKBOX 
       Pensioner (aged or single parent)   FORMCHECKBOX 

Widowed………………...  FORMCHECKBOX 

        Part time…………...............  FORMCHECKBOX 
       Home Duties…………………………. FORMCHECKBOX 

Divorced…………………  FORMCHECKBOX 

        Supported employment….  FORMCHECKBOX 
       Student……………………………….. FORMCHECKBOX 

Separated ………………. FORMCHECKBOX 

        Disability support pension  FORMCHECKBOX 
       Child at school……………………… FORMCHECKBOX 

Married (or defacto) …... FORMCHECKBOX 
                    Unemployed ……………….. FORMCHECKBOX 

Not stated/Unknown…..  FORMCHECKBOX 

CARER RECIPIENT DEMOGRAPHIC INFORMATION (if same as carer please tick here  FORMCHECKBOX 
)
Address- Street: _____________________________________________________________

Address-Suburb: ___________________
Postcode: ___________ State: ______________

Phone (work): ______________________
Phone (home):____________________________

Phone (Mobile): ______________________________________________________________

CARE RECIPIENT CULTURAL INFORMATION

Country of birth:_____________________
 Preferred language: ______________________
Cultural Identity: _____________________Religion: _______________________
Interpreter required?     Yes  FORMCHECKBOX 

No  FORMCHECKBOX 




	Pension or benefit

	· Aged Pension

· Carer Payment

· Carer Allowance

· Sole Parent

· Disability

· Health Care Card

· Other__________________________

· No pension or benefit


MENTAL HEALTH AND WELLBEING

Does the recipient have a mental illness(Circle)?  YES    NO    SUSPECTED

Details of mental illness:__________________________________________________

Are there other health issues/disabilities present? Provide details: ------------------------------------------------------------------------------------------------------------------------------------------------------------

Are there specific support requirements (eg Gender of worker, medical needs, behavioural supports, dietary needs) -------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
FAMILY SUPPORT

Number of family members living under same roof as client (including carer) ________

If known, please list all household/other relevant family members of the carer including their relationship to the client being referred 
	Given name
	Surname
	DOB
	Gender
	Relationship to carer

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


MEDICAL CONTACT DETAILS IF KNOWN

	GP Name: 
	Ph: 

	Psychiatrist Name: 
	Ph: 

	Other specialist Name: 
	Ph: 

	Other services if relevant:
	

	
	


If unable to fit information, please attach additional information.

Please fax completed referral form to (07) 3391 6388 or post to 
PO Box 6254, Fairfield, 4103

Or Ph: (07) 3391 6677 and ask to speak to the RESPECCT team
Is there a particular situation or issues currently impacting on the caring relationship not previously described: _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





This program is jointly delivered by QPASTT, Bayside Community Options, Multicultural Development Agency and Communify with funding from the Australian Government.
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