REFERRAL FORM

\ Please return this form via
‘ a fax: 07 4786 3136 or email: reception@girudala.com.au

////\l umul

"7 Co- Operatwe3

Date:

D Self Referral D Agency Referral (details below)

Contact Name:

Agency Name: Phone Number:
REASON FOR REFERRAL

Client Name: DOB:

Address:

Contact Number:

|:| Male |:| Female

Client Consent: | agree to Girudala staff consulting with me about my needs and creating a holistic
case management plan to address my needs. | understand that this may involve multiple staff members
consulting on my case, and making referrals to other professionals/organisations on my behalf. |
understand this will be done in consultiation with me at all times, and will be done in the strictest of
confidence internally and externally from the Girudala organisation.

| also understand my participation in any service/program with Girudala is done voluntarily and | will
participate fully in my treatment/management plan.

|:| Yes |:| No

CLIENT/PARENT/GUARDIAN TO SIGN

Signature:

Name:
Date:



mailto:reception@girudala.com.au

PLEASE COMPLETE

PROGRAM RECOMMENDED OR PURPOSE OF REFERRAL

Home and Community Care

Family Support

Financial

Legal

Emergency Relief

Education

Youth Health Promotions

Sport and Recreation

Housing / Accommodation

Parental and Community Engagement (PaCE)

Employment Support

ATODS

Nutrition

Sexual Health

Indigenous Community Outreach

Other -details

DOES THE CLIENT IDENTIFY AS

Aboriginal or Torres Strait Islander

Elder

Youth

Single Parent

Carer - (Please circle) — Adult — Child

Retrenched and / or older worker >45+

Unemployed

Other - details

OFFICE USE ONLY — CASE NOTES




