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QPASTT

Queensland Program of

Assistance to Survivors of

Torture and Trauma Inc

REFERRAL FORM

Note: It is a requirement of QPASTT 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: ___________________________________________________________________
___________________________________________________________________________

Other workers/Organisations involved in case: ___________________________________
Will you have ongoing contact with the client?  Yes  FORMCHECKBOX 


No  FORMCHECKBOX 

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

______________________________________________________________________________________________________________________________________________________ 
CLIENT CONSENT INFORMATION

Has client consented to being referred to QPASTT?  
      Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

Is client being referred to QPASTT under 18 years of age? Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

If YES, have you consulted with the parent/carer and gained their consent for this referral?






      Yes  FORMCHECKBOX 

No  FORMCHECKBOX 

CLIENT 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 

CLIENT DEMOGRAPHIC INFORMATION (CONTINUED)

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

Country of birth:_____________________
 Preferred language: ______________________
Interpreter required?     Yes  FORMCHECKBOX 

No  FORMCHECKBOX 



Visa type (please tick): 



Australian citizen……….. FORMCHECKBOX 


Date of arrival in Australia: ___/___/___
Asylum seeker…………... FORMCHECKBOX 


Date of release in Australia (if detention):___/___/___
Permanent resident…….. FORMCHECKBOX 

Temporary visa holder…. FORMCHECKBOX 

Not known……………….... FORMCHECKBOX 



SOCIAL INFORMATION

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

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

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


MEDICAL CONTACT DETAILS IF KNOWN

	GP Name: 
	Ph: 

	Psychiatrist Name: 
	Ph: 

	Other specialist Name: 
	Ph: 


	REASON FOR REFERRAL

Why does this client require QPASTT assistance? What are the presenting issues?

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

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

	ADULTS (ONLY)
	CHILDREN AND ADOLESCENTS (ONLY)

	Crying a lot                                                      FORMCHECKBOX 

	Sleep problems- too much or too little             FORMCHECKBOX 


	Aggressive behaviour or persistent anger   FORMCHECKBOX 

	Nightmares                                                          FORMCHECKBOX 


	Fears of going out or other fears                  FORMCHECKBOX 

	Severe social withdrawal                                   FORMCHECKBOX 


	Describes worrying a lot                                FORMCHECKBOX 

	Crying a lot                                                          FORMCHECKBOX 


	Repeated expressions of hopelessness      FORMCHECKBOX 

	Lots of worries                                                    FORMCHECKBOX 


	On alert for things going wrong                    FORMCHECKBOX 

	Hyperactivity /impulsivity                                   FORMCHECKBOX 


	Overacting to noises in environment           FORMCHECKBOX 

	Aggressive behaviour or persistent anger       FORMCHECKBOX 


	Bizarre behaviour                                           FORMCHECKBOX 

	Out of control behaviour                                    FORMCHECKBOX 


	Alcohol or substance abuse                          FORMCHECKBOX 

	Bed-wetting, frequent tantrums                         FORMCHECKBOX 


	Poor self care, household care                     FORMCHECKBOX 

	Not wanting to go to school                               FORMCHECKBOX 


	Difficulty in carrying out daily tasks             FORMCHECKBOX 

	Unusual behaviours                                            FORMCHECKBOX 


	Not responding to needs of children, 
Emotional distance                                         FORMCHECKBOX 

	Risk-taking behaviours                                      FORMCHECKBOX 


	Persistent and severe sleep difficulties       FORMCHECKBOX 

	Persistent headaches or other aches               FORMCHECKBOX 


	Intense/persistent emotional distress          FORMCHECKBOX 

	Failure to thrive in children                                FORMCHECKBOX 


	Family breakdown, conflict or violence        FORMCHECKBOX 

	Child protection issues                                      FORMCHECKBOX 


	Isolated family and/or family members        FORMCHECKBOX 

	Self-harm or suicide ideation                             FORMCHECKBOX 
 

	Self-harm or suicide ideation                        FORMCHECKBOX 

	


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 Duty Officer 
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