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COORDINATION AND RECOVERY 
COACHING REFERRAL 
FORM

	Referral date
	

	Referral urgency
	☐ Routine  ☐ Start within 2 weeks  ☐ Urgent safeguarding concern 
☐ Hospital/discharge related  ☐ Provider breakdown

	Reason for referral
	

	Preferred start date
	

	Email completed referral to
	hello@mycarecoordination.com.au



REFERRER DETAILS
	Referrer name
	

	Organisation
	

	Role / relationship to participant
	☐ Participant  ☐ Nominee/guardian  ☐ Family/carer  ☐ Support Coordinator  ☐ Recovery Coach ☐ Plan Manager  ☐ Health professional  
☐ Other: 

	Phone
	

	Email
	

	Has the participant consented to this referral?
	☐ Yes  ☐ No  
☐ Unable to confirm - explain: 

	Preferred first contact
	☐ Participant  ☐ Nominee/guardian  ☐ Referrer  
☐ Other: 


PARTICIPANT DETAILS
	Full legal name
	

	Preferred name
	

	Date of birth
	

	NDIS number
	

	Address
	

	Phone
	

	Email
	

	Preferred contact method
	☐ Phone  ☐ SMS  ☐ Email  ☐ In person  ☐ Through nominee/supporter

	Gender/pronouns, if participant wishes to provide
	

	Cultural identity, if participant wishes to provide
	

	Preferred language
	

	Interpreter required?
	☐ No  ☐ Yes - language: 


Communication and decision-making needs
	☐ Verbal communication
	☐ Non-verbal communication
	☐ Easy Read preferred

	☐ Visual prompts
	☐ Text/SMS preferred
	☐ Hearing support

	☐ Vision support
	☐ Communication device
	☐ Independent decision-maker

	☐ Decision supporter involved
	☐ Plan nominee
	☐ Guardian/administrator

	☐ Other legally authorised person
	☐ Needs extra processing time
	☐ Anxiety with phone calls



Details / important communication preferences
	




NOMINEE, GUARDIAN AND EMERGENCY CONTACTS
	Plan nominee / guardian / administrator name
	

	Role / authority
	

	Phone
	

	Email
	

	Emergency contact name
	

	Emergency contact relationship
	

	Emergency contact phone/email
	

	Consent to contact emergency contact in safety concern?
	☐ Yes  ☐ No  
☐ Conditional: 


PRIVACY, CONSENT AND INFORMATION SHARING
Participant consent should be confirmed before services commence. Consent may be withdrawn unless disclosure is required for safety, law, NDIS reporting, or serious risk management.

Participant consents to My Care Coordination Services contacting / sharing relevant information with:

	☐ Referrer
	☐ NDIA/LAC
	☐ Plan Manager

	☐ Nominee/guardian
	☐ Family/carer
	☐ GP

	☐ Psychiatrist
	☐ Psychologist/counsellor
	☐ Mental health treating team

	☐ Hospital/discharge team
	☐ Allied health providers
	☐ Behaviour Support Practitioner

	☐ Core support providers
	☐ Accommodation/housing provider
	☐ Employment/education provider

	☐ Justice/legal services
	☐ Child/family services
	☐ Community organisations

	☐ Emergency services if required
	
	



	Any person/service who must not be contacted
	

	Consent limits / conditions
	

	Consent review/expiry date, if any
	

	Permission to leave voicemail/SMS?
	☐ Yes  ☐ No  
☐ Conditional: 

	Acknowledgement
	Information will be stored for intake, service delivery, risk management, billing and compliance. Operational communication may occur through approved business systems such as Nightingale and Teams, subject to privacy controls.


NDIS PLAN AND FUNDING DETAILS
	Plan start date
	

	Plan end date
	

	Plan reassessment date, if known
	

	Funding management
	☐ NDIA/agency-managed  ☐ Plan-managed  ☐ Self-managed  
☐ Combination

	Plan manager name
	

	Plan manager invoice email
	

	Plan manager phone
	

	Self-managed billing contact
	

	PACE / participant-endorsed provider issue checked?
	☐ Not applicable/unknown  ☐ Yes  
☐ Needs follow-up

	Support Coordination funding available?
	☐ Yes  ☐ No  ☐ Unsure  
Amount/hours if known:

	Psychosocial Recovery Coaching funding available?
	☐ Yes  ☐ No  ☐ Unsure  
Amount/hours if known:

	Other relevant Capacity Building budgets
	

	Plan goals relevant to this referral
	





SERVICE REQUESTED
Requested coordination/recovery service
	☐ Support Coordination
	☐ Specialist Support Coordination

	☐ Psychosocial Recovery Coaching
	☐  Short-term plan implementation support

	☐ Provider transition support
	☐ Crisis/system stabilisation coordination

	☐  Plan review / reassessment preparation
	☐  Change of circumstances support

	☐   Other — describe below
	



	Is this a new plan?
	☐ Yes  ☐ No  ☐ Unsure

	Current Support Coordinator / Recovery Coach, if any
	

	Reason for change, if applicable
	

	Preferred contact frequency
	☐ Weekly  ☐ Fortnightly  ☐ Monthly  
☐ As needed  Other: 

	Preferred service mode
	☐ Phone  ☐ Video  ☐ Email  ☐ Face-to-face  ☐ Mixed

	Travel / in-person appointments required?
	☐ No  ☐ Yes - locations/details: 

	Reporting expectations
	

	Exit / transition goal
	





PLAN IMPLEMENTATION AND CAPACITY-BUILDING NEEDS
	Participant’s understanding of their plan
	☐ Good  ☐ Partial  ☐ Limited  ☐ Needs support to understand plan

	Plan implementation status
	☐ Not started  ☐ Partially implemented  ☐ Well implemented  
☐ Underutilised  ☐ Overspent/at risk  ☐ Provider breakdown

	Priority actions for first 30 days
	

	Priority actions for first 60–90 days
	

	Plan review / reassessment / change of circumstances need?
	☐ No known need  ☐ Possible 
☐ Yes - describe: 


Main barriers to plan implementation
	☐ Difficulty choosing providers
	☐ Thin market / provider availability
	☐ Housing instability

	☐ Mental health fluctuations
	☐ Limited informal supports
	☐ Provider breakdown

	☐ Conflict between services/family
	☐ Communication barriers
	☐ Financial/admin barriers

	☐ Justice/legal interface
	☐ Hospital/health interface
	☐ Transport/access barrier

	☐ Budget uncertainty
	☐ Participant disengagement
	☐ Risk/safeguarding concerns


Capacity-building goals
	☐ Understand plan
	☐ Choose and engage providers
	☐ Coordinate appointments

	☐ Build self-advocacy
	☐ Prepare for reassessment
	☐ Reduce crisis-driven service use

	☐ Build mainstream/community connections
	☐ Budget tracking
	☐ Service agreement support

	☐ Complaint/issue resolution
	☐ Informal support coordination
	☐ Other:


PROVIDER NETWORK AND CONSENT TO LIAISE
List current providers and key contacts. Only contact services within participant consent limits.

	GP / primary health
	

	Psychiatrist / psychologist / counsellor
	

	Mental health case manager / treating team
	

	Allied health providers
	

	Core support providers
	

	Accommodation / housing provider
	

	Employment / education supports
	

	Justice / legal / child protection / family services
	

	Community / peer / informal supports
	

	Known provider conflicts, complaints or breakdowns
	

	Existing service agreements / end dates
	

	Current roster/support schedule, if relevant
	



PSYCHOSOCIAL RECOVERY COACHING PROFILE
Complete for Psychosocial Recovery Coaching referrals and for Support Coordination where psychosocial disability is relevant to safe, effective plan implementation.

	Psychosocial disability / mental health diagnosis disclosed for support planning
	

	Recovery goals in participant’s own words
	

	What helps the participant stay well?
	

	What makes things harder?
	

	Early warning signs of relapse/escalation
	

	Preferred recovery approach
	

	Lived experience Recovery Coach preference
	☐ Yes  ☐ No  ☐ No preference  Details: 

	Clinical supports involved
	

	Non-clinical/community supports involved
	

	Hospital admission / ED presentation history relevant to planning
	

	Crisis/wellness/safety plan attached?
	☐ No  ☐ Yes  ☐ Requested


Preferred approach during distress
	☐ Reduce stimulation
	☐ Call nominated person
	☐ Grounding strategies

	☐ Leave environment
	☐ Text rather than call
	☐ Offer choice/options

	☐ Avoid confrontation
	☐ Emergency services only if immediate risk
	☐ Other - describe below



	Trauma-informed considerations
	

	Substance use considerations relevant to safety
	

	Forensic/legal restrictions relevant to service delivery
	


COMPLEXITY, SAFEGUARDING AND RISK SCREEN
This helps determine urgency, required controls, and whether referral can be safely accepted.
System complexity and safeguarding indicators
	☐ Multiple providers involved
	☐ At risk of losing housing
	☐ Frequent hospital/ED presentations

	☐ Current justice/legal involvement
	☐ Recent reportable incidents
	☐ Current complaints/provider disputes

	☐ Plan underfunded/not meeting needs
	☐ Change of circumstances likely
	☐ Behaviour support/restrictive practice issues

	☐ Participant isolated
	☐ Vulnerable to exploitation
	☐ Informal supports under stress

	☐ Undue influence concern
	☐ Domestic/family violence concern
	☐ Financial abuse concern

	☐ Homelessness
	☐ Self-neglect
	☐ Unsafe accommodation

	☐ Unsafe provider relationship
	☐ Child safety concern
	


Current or recent clinical / behavioural risk indicators
	☐ Suicidal ideation
	☐ Self-harm
	☐ Harm to others

	☐ Aggression/threatening behaviour
	☐ Police involvement
	☐ Mental health admission

	☐ Substance use concern
	☐ Psychosis/mania risk
	☐ Cognitive impairment/executive functioning risk

	☐ Wandering/becoming lost
	☐ Weapons/environmental hazards
	☐ Other:



	Overall risk rating
	☐ Low  ☐ Moderate  ☐ High  ☐ Extreme

	Immediate safety action required?
	☐ No  ☐ Yes - action taken/required: 

	Known triggers / early warning signs
	

	De-escalation / engagement strategies that work
	

	People/services to contact during escalation
	

	Incident history relevant to coordination/recovery work
	


BEHAVIOUR SUPPORT AND RESTRICTIVE PRACTICES SCREEN
Restrictive practice warning
· Identify behaviour support and restrictive-practice issues early. Support Coordination/Recovery Coaching may need to coordinate with behaviour support practitioners, providers and state authorisation processes, but must not drift into implementing restrictive practices.
· Any unauthorised restrictive practice concern, or expectation that staff will implement restraint/seclusion/environmental restrictions/chemical restraint, requires immediate senior review and appropriate escalation.
	Behaviour support plan?
	☐ No  ☐ Yes  ☐ Requested  ☐ Unknown

	Behaviour Support Practitioner contact
	

	Does any plan mention restrictive practices?
	☐ No  ☐ Yes  ☐ Unsure - review required

	Type if known
	☐ Seclusion  ☐ Chemical restraint  ☐ Mechanical restraint  
☐ Physical restraint  ☐ Environmental restraint

	Authorisation status known?
	☐ Not applicable  ☐ Authorised  ☐ Not authorised  ☐ Unsure

	Unauthorised restrictive practice concern?
	☐ No known concern  ☐ Yes - escalate  ☐ Unsure

	Action required
	


DOCUMENTS REQUESTED / ATTACHED
Referral attachments
	☐ NDIS plan
	☐ Goals page
	☐ Current budget summary

	☐ Behaviour support plan
	☐ Risk assessment
	☐ Crisis/safety/wellness plan

	☐ Mental health recovery plan
	☐ Medication/health plan relevant to safety
	☐ Allied health reports

	☐ Hospital discharge summary
	☐ Guardianship/nominee documents
	☐ Existing service agreements

	☐ Provider roster/support schedule
	☐ Incident summaries relevant to safety
	☐ Complaint/provider breakdown information

	☐ Housing/justice/legal documents relevant to support
	☐ Other
	


REFERRER / PARTICIPANT DECLARATION
Signature confirms information has been provided honestly and consent has been considered. It does not guarantee service acceptance; intake approval depends on scope, risk, funding and operational capacity.

	Name
	

	Role / relationship
	

	Signature
	

	Date
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