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ARC – CLIENT REFERRAL FORM
Date of referral:





Please specify, if this is a Leaving Care or Aftercare Referral?


       




N.B. In order for this referral to progress a copy of the Final Care Order and most recent Leaving Care Plan must be attached.

Your Data, Your Choice

Information collected on this form will be used to create your service file on our system and will be used to maintain contact with you.
De-identified data may be provided to our funding bodies for the purposes of reporting and social research.

Please sign below to acknowledge you have read and understood the above information.

Signature:___________________________ 




Date:______________________
Signature of authorised person if young person is under 18: ​​​​​​​​​​​​​​​​​​​_______________________________________

Do you consent to being contacted by us at a later date to participate in follow-up evaluation and/or research?




Yes / No

Client Details
Full Name:



                           aka:




D.O.B:


       Age:


Gender: 
M ( F  (Intersex (
Phone No’s: 
(h)____________________(m)_______________________(other)_________________________

Email:

Residential address:
________________________________________________________________________

Postal (if different):
__________________________________________________________________________________________
Country of birth:
_________________________________________________

Are you of Aboriginal or Torres Strait Islander origin? 
Aboriginal / Torres Strait / Both / Neither

Cultural Identity:
__________________________________________






Main language spoken at home:
___________________________________________

Is an interpreter required?:
Yes / No
If yes, dialect?
_______________________________________

If not born in Australia, which migration visa category did they enter Australia with?

Family / Humanitarian / Skilled / Other


Date of arrival in Australia?

Does this client have children of their own?

 Yes    (
No   (






If yes, Number?



Ages?









Are the children currently in this person’s care? 
Yes / No

If no, who is caring for the children?










Care History
KIDS No.
_________________________________
Which FACS CSC are/were you managed by?





Which OOHC NGO are/were you case managed by?






Is this an OOHC or Kinship care placement?
___________________________________________


Is a Leaving Care Conference scheduled for the young person? 

Yes / No
If yes, what is the date? 








Is there a fully endorsed Leaving Care Plan for this young person? 

Yes / No   



What is the name of the most recent caseworker?







Young Person’s Current Situation  
Does the young person live at the above address?







Who lives in the household?









Length of time at current accommodation?
​​​​​_____________________________________




How long can they stay there?









Is Housing assistance required?
Yes / No
Does the young person pay rent or board?  Yes / No

If yes, how much?________________

What is the main source of income?
Salary or wages / government benefits / no income
What is the average weekly income?
_____________________________________
What is your highest level of education?  Primary School / High School / Certificate or Diploma

Are you currently in education? 

Yes / No
Other:
Has the client been diagnosed with a Mental Illness? 
Yes / No   




If yes, diagnosis: 












Has the young person had counselling?
___________________________________________



Does the young person have a disability?
Yes / No
If yes, what is the disability?
__________________________________________________________

What disability support is received?









Have they ever self-harmed or tried to end their life?

Yes / No  
If yes, how often and what was the date of the last incident?






Do they use alcohol and other drugs? 
Yes / No
If yes, type: 












Is there a history of violent behaviour from this young person? 





Have they ever been arrested? 
Yes / No
If yes, what was the date and type of offence? 







Are there any current or pending AVOs against this person? 
Yes / No
Did the offence result in incarceration?
 Yes / No
Referrer Details

Organisation / CSC: 


Name of person making this referral:










Job Title:
Contact ph no:






Fax No:



Email address:
Have you attached a copy of the final care order?
Yes    (
No   (

Have you attached a copy of the LCP?

Yes    (
No   (


