[image: ]






























[image: ][image: ]
[image: ]



















3

image1.jpeg
External Agency

JIFSE
Joining Families  ReferralForm

THIS IS NOT A CRISIS SERVICE

Please phone 000 or Mental Health Access Line 1800 011 511 for emergency
This is the form for Joining Families Support Services

Referrals received after midday Friday will not be processed until the next day.

Support services

Details of Child/Young Person (0—18)

First Name

Last Name

Gender

Date of birth

Address

Phone

Email

Country of Birth

Do you identify as aboriginal?l |
Or Torres Strait Islander

Preferred Language

Residential Status  Australian Citizen I:l Permanent ResidentD Asylum Seeker/Refugee D Other D

Details of Parents/Caregiver of Child/Young Person

first Name

Last Name

Gender

Date of birth

Address

Phone

Email

Country of Birth

Do you identify as aboriginal?
Or Torres Strait Islander

Preferred Language
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Referrer Details (if applicable)

First Name

Last Name

position

Phone Number

Email

Please provide as much information as possie (2., Psychological, emofionalloehaviour/physicalisocial problems, leaning
dificuties, development ssues, play or peer issues, family difficulfie, parenting/atiachment ssues andior ofer

Description of
the Presenting
Concerns
Email

What other services
working with the child,
young person and the
family

Is there any mental health
diagnosis?
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Are there any current domestic
Violence concerns?

k Assessment

Risk of harm to self?

Risk of harm to others?

Current Plan or Intent - please refer to the Mental Health Access Line on 1800 011 511 or 000

Cilent agrees to ther information being shared with Joiing Families Support Services for the purpose of determining efiinilty to the program.
Cilent understands tha they wil be contacted by the allocated JFSS Case Worker fo amange an assessment

Cilent agrees o their deidentied data being shared for adminisirative and project evaluation purposes.

Cilent understands tha they may be contacted by Joining Familis Support Services or s representative fo complete a cient experience of care survey.

Client understands and agrees to the above referral.
Referrer confinms that consent has been given for this referral to proceed.
Please note that the referral cannot proceed without consent given.  Yes. Date

How did you hear about JFss? Google WEbS\(ED sumlmemaD OtherD
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Name of staff actioned this

Date

DD/MM/YYYY

Approval Further information Requested

Additional Comments

Declined

if declined, referral pathway suggested





