Please submit the completed referral form to:
📧 info@innerbalancecare.com.au

(For General Practitioners, Support Coordinators, Service Providers, and Organisations)
1. Participant Information
· Full Name: _______________________________________
· Preferred Name: _______________________________________
· Date of Birth: _______________________________________
· NDIS Number (if applicable): _______________________________________
· NDIS Plan Type:
· NDIA – managed
· Plan – managed
· Self – managed
· Not applicable
Phone Number: _______________________________________
Email Address: _______________________________________
Primary Contact Person (if different): _______________________________________
Relationship to Participant: _______________________________________
2. Language and Cultural Considerations (Optional)
· Country of Birth: _______________________________________
· Cultural Background: _______________________________________
Does the participant communicate in English?
· Yes
· Somewhat
· No
Is an interpreter required?
· Yes
· No
If yes, preferred language: _______________________________________

3. GENDER (OPTIONAL):
· Female
· Male
· Non-binary
· Prefer to self-describe
· Prefer not to say
4. Reason for Referral
Please indicate the type(s) of support requested (select all that apply):
· Psychosocial support
· Mental health recovery support
· Capacity building
· Emotional regulation and coping strategies
· Community access and social connection
· Support during life transitions or stressors
· Other (please specify): ________________________________



Please provide a concise summary or any relevant information to support this referral, including presenting concerns, participant goals, or circumstances as appropriate:
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
5. Risk and Safety Information
Are there any known risks or safety considerations we should be aware of?
· Yes
· No
If yes, please provide brief details (e.g., specific triggers, behaviours, or current supports):
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
6. Consent
I hereby confirm that the participant is informed of and consents to this referral being shared with Rahma Support for the purpose of service engagement.
	Participant Name:
	_______________________________________

	Signature:
	_______________________________________

	Date:
	_______________________________________

	Referrer Name:
	_______________________________________

	Signature:
	_______________________________________

	Date:
	_______________________________________


Privacy Statement for Professionals: The personal information collected in this form is handled in accordance with applicable privacy laws and regulations. It will be used solely for the purposes of providing professional services, facilitating referrals, and ensuring appropriate care. Your information will not be disclosed to third parties without your consent, except where required by law. If you have any questions or concerns about how your information is managed, please contact us for further clarification.
For Office Use Only
Office Comments: _______________________________________
Processed By: __________________________________________
Date Processed: ________________________________________
Additional Notes: ______________________________________
