Queensland Government

Community Recovery

Referral Form

For use to make or assist in referral to community support services

Privacy Statement: The Department of Families, Seniors, Disability Services and Child Safety (the Department) and agencies assisting the
Department in recovery activities collect your personal information in order to provide assistance under the Personal Hardship Assistance Scheme
and other community recovery initiatives. Your information may be provided to other Queensland agencies, agencies of other states, Australian
Government agencies, local government and non-government organisations including business entities, for the purpose of providing and referring to
recovery services. Your personal information will be managed in accordance with the Information Privacy Act 2009.1 consent to the disclosure of my
personal information to other state or commonwealth government agencies and/or non-government community agencies in order that community
recovery services can be provided to address my identified needs.

Date: Client/Applicant Signature
OR
[Iverbal Consent | Date/Time: Recovery Workers Signature:

(The client/applicant has been read the above privacy statement, indicated that they understand what it means and have given their verbal consent to the
above)

**Consent is valid for one year from date of signing or verbal consent unless otherwise stated.

Client/Applicant reference number

1. INITIAL CONTACT INFORMATION

Date of initial contact

Type of Initial [[] Referral from the [] Referral from [] Self-referral ] Other referral
contact Department community organisation

Worker name

Initial Contact

details Organisation name

Contact Email Phone:

Priority Critical | | NotCriticaI| |

2. CLIENT/APPLICANT DETAILS

Name Title Surname
First name
Address Current Address
Phone Home Mobile
Email address
Gender L] male [] Female
Date of birth
:Difrg:i: ::ai Ligﬁ’sﬁ?ge Is an interpreter required? L] Yes L] No
Composition of household ] Couple with ] Single Parent [] Couple with No
(Which of the following best describes the Dependents Dependents
composition of your household?) D Single Person D Other: Specify
How many people currently live in your household
Number of dependants Age/s of dependants
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3. TYPE OF ASSISTANCE REQUIRED

Type of assistance required - Provide brief description below to assist referral:
gi(i:i?tlng client of a service agency (eg disability services, residential care [ Yes [ No (] Unsure
ASSISTANCE TYPE ADDITIONAL INFORMATION AND ACTIONS TAKEN
a. Information
b. Personal support
c. Referral
Food [ ] | Material goods ]
d. Material support
Housing needs ]
General social support [] | Psychological first aid ]
e. l;i%(:)hoortsomal Counselling D Funeral Support (arrangements and personal counselling) D
Grief support ]
Funeral support (financial) [ ] | Businesses - financial support ]
f. Financial support Income support [ ] | Primary industry — financial support ]
Financial counselling [ ] | Emergency relief funding ]
Pharmaceutical (medicines) [ ] | Assessment/medical support ]
g. Health support
Medical aids [] | Mental health ]
Family relationships (] | Cultural support ]
Caring responsibility [] | Other not listed above (specify) ]
h. Other support (Who does the person provide care for?)
Businesses - logistics, capacity H Primary industry — biosecurity, animal ]
building welfare, physical assistance
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(Office Use Only)

Agency name

Referral to Contact person

Contact details

Referral accepted

Referral suspended, service at capacity (refer to the Department for further action)

Referral agency

Referral unaccepted, outside target group (refer to the Department for further action)
response

Other (specify) fax back to referring organisation

EpEnEnEnn

Feedback on client outcome received

Agency name

Referral to Contact person

Contact details

Referral accepted

Referral suspended, service at capacity (refer to the Department for further action)

Referral agency

Referral unaccepted, outside target group (refer to the Department for further action)
response

Other (specify) fax back to referring organisation

0o oot

Feedback on client outcome received

Agency name

Referral to Contact person

Contact details

Referral accepted

Referral suspended, service at capacity (refer to the Department for further action)

Referral agency

Referral unaccepted, outside target group (refer to the Department for further action)
response

Other (specify) fax back to referring organisation

EpEnEnEnn

Feedback on client outcome received

Agency name

Referral to Contact person

Contact details

Referral accepted

Referral suspended, service at capacity (refer to the Department for further action)

Referral agency
response

Referral unaccepted, outside target group (refer to the Department for further action)

Other (specify) fax back to referring organisation

EEEaEnEnn

Feedback on client outcome received

Submit Referral
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