FORM 5:  Client Referral

	REFERRAL

	Referred by:
	
	Contact details:
	

	Agency:
	                                                                                                   Date:

	Referral request:
	

	

	

	

	( Transport     ( Carer Support   ( Home Assist (internal)    ( Social/Shopping   ( Community Bus    
( Community Centre   ( Home Assist (external)    ( Other (describe)


	CLIENT INFORMATION

	Mr/Mrs/Ms/Miss
	Surname:
	
	Given  names:
	

	Preferred name:
	
	Date of Birth:
	
	( Estimated age                     M / F

	Address:
	
	
	
	

	Telephone:
	
	
	
	

	Country of Birth:
	
	Indigenous Status:
	
	

	Language:
	
	English Ability:
	
	Interpreter:   ( Yes   ( No       

	Income:
	
	Veterans’ Affairs:
	( Gold Card  ( White Card  ( N/A

	Living Arrangements:
	
	
	Housing Type:
	

	EMERGENCY CONTACT:
	Name:                                                                               

	Relationship:
	                                                                                 Phone:

	GP:
	Name:                                                                     Clinic:

	Address:
	Phone:

	Medical Conditions:
	

	
	
	

	
	Eligibility/Target Group:
	

	Other people living at home:
	
	

	
	
	


	PRIMARY CARER INFORMATION (if relevant):

	Mr/Mrs/Ms/Miss
	Surname:
	
	Given names:
	

	Preferred name:
	
	Date of Birth:
	
	( Estimated age                     M / F

	Address:
	
	
	
	

	Telephone:
	
	
	Carer Relationship:
	

	Country of Birth:
	
	Indigenous Status:
	
	

	Language:
	
	English Ability:
	
	Interpreter:   ( Yes   ( No       

	Income:
	
	Veteran’s Affairs:
	( Gold Card  ( White Card  ( N/A

	Living Arrangements:
	
	
	Housing Type:
	

	GP:
	                                                    Clinic:                                                                           Ph:

	Medical Conditions:
	

	
	Eligibility/Target Group:
	

	Does carer live with the care recipient?:   ( Yes   ( No       Relationship to care recipient:

	Number of people this carer cares for:


	RISK ASSESSMENT PRIOR TO HOME VISIT

	Find out as much as possible about the following points from the referral source. If this is too intrusive (i.e. referral source is self) then tick ‘unknown’.

	Risk factors
	Comment
	Level of Risk

	1. History of violence/aggression
	
	( Very Likely
( Likely 
( Unlikely
	( Highly   Unlikely
( Unknown

	2. Substance abuse
	
	( Very Likely
( Likely 
( Unlikely
	( Highly Unlikely
( Unknown

	3. Psychiatric illness
	
	( Very Likely
( Likely 
( Unlikely
	( Highly Unlikely
( Unknown

	4. Threatening/argumentative behaviour
	
	( Very Likely
( Likely 
( Unlikely
	( Highly Unlikely
( Unknown

	5. Aggressive animals
	
	( Very Likely
( Likely 
( Unlikely
	( Highly Unlikely
( Unknown

	6. Accommodation/ household issues
	
	( Very Likely
( Likely 
( Unlikely
	( Highly Unlikely
( Unknown

	7. Other
	
	( Very Likely
( Likely 
( Unlikely
	( Highly
     Unlikely
( Unknown

	Where there are ticks indicating risk is ‘Very Likely’ or ‘Likely,’ more than one coordinator must be recommended to attend home visit and it must be discussed with team leader prior to visit.

	Recommendation:
	( 1 Coordinator      ( 2 Coordinators    ( 1 Coordinator & other health professional 

( Unsure (discuss with Team Leader)
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