
	1. Participant Details:

	Participant Name:
	

	NDIS Number:
	

	Address:
	Street Number
	

	
	Street Name
	

	
	Area
	

	
	Post Code
	

	
	State
	

	Phone Number:
	

	Email:
	

	Preferred method of contact:
	☐Phone      ☐Email ☐Text Message 

	Preferred contact person (if any):
	



	2. Preferred contact person: (This may include plan nominee, family member or others)

	Name:
	

	Relationship to participant:
	

	Address:
	Street Number
	

	
	Street Name
	

	
	Area
	

	
	Post Code
	

	
	State
	

	Phone Number:
	

	Email:
	

	Preferred method of contact:
	☐Phone      ☐Email ☐Text Message 

	Special considerations (if any):
	



	3. Provider Representative Details:

	Service Provider Name:
	

	Contact Name:
	

	Address:
	Street Number
	

	
	Street Name
	

	
	Area
	

	
	Post Code
	

	
	State
	

	Phone Number:
	

	Email:
	



	1. Alerts and allergies – Mealtime Management
Please provide precise/ detailed information:

	Allergies or allergic to
	Warning signs & symptoms
	Immediate action required

	


	
	

	


	
	

	


	
	

	2. Proactive arrangements – Health Assessments  (Please provide details regarding the below)

	
	Date given/seen:
	Follow-up/top-up:
	Additional Comments:

	Vaccinations
	
	
	

	Dental Checkup
	
	
	

	Health Assessment
	
	
	

	Allied Health Services
	
	
	

	Do you have any preference for the Support workers’ gender?     
                      
[bookmark: bookmark=id.30j0zll][bookmark: bookmark=id.1fob9te]     ☐Male       ☐Female ☐N/A

	3.  Participant’s goals for this assessment 

	Refer to Form26.Goal Plan for Participant




	4. Background and History

	





	5. Current situation

	





	6. Strengths

	





	7. Challenges/Risks

	




	8. Things I like that make me happy

	








	9. Things I don’t like.
· These are things that make me sad; frustrated; angry; upset

	






	10. Emergencies and disasters requirements to ensure participants' safety, health and wellbeing- To respond properly to any emergency situation, refer to Form82.emergency response plan.

	To consider both the participants' level of reliance on the services and the potential consequences for their health and safety in case of disruptions, a more comprehensive risk assessment framework that prioritises the participant’s well-being is conducted using Form33. Participant Disaster and Risk Assessment





	[bookmark: _heading=h.3znysh7]
[bookmark: _heading=h.gjdgxs][image: ]
	Form27.Initial Assessment and Support Plan

	Doc No: Form27
	Version No: 01
	Version Date: 01/05/2026








Page 1 of 2


	11. Daily activities

	Day
	Activity
	Start
	Finish
	Details

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	



Signatures: 

	Participant Name:
	

	Participant Signature:
	



	Date:
	Day______/Month______/Year_______



[If signed by a Nominee:]
I confirm that this document has been explained to the person receiving the services (Participant) and that they agree to this:

	Participant’s Representative Name:
	

	Signature of Participant’s Representative:
	

	Date:
	Day______/Month______/Year_______



   __ _ _ __ _ _ _ __ _ _ _ __ _ _ _ __ _ _ _ __ _ OFFICE USE ONLY_ _ _ _ __ _ _ _ __ _ _ _ __ _ _ _ __ _ _ _ _ _ 


	Manager’s Name
	

	Manager’s Signature
	


	Date
	Day_______/Month_______/Year_______

	Next revision date:
	Day_______/Month_______/Year_______
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