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	HOPE REFERRAL FORM
Practice Governance
80.07-02-4.001 / 0

	
	



	Please fill out all sections and provide information explaining why the client is being referred. If you have any questions, call us at 13 18 19. 


Referrer Details
	Name of Referrer
	Date Completed

	     
	     

	Role / Position
	Local Government Area

	     
	     

	Agency
	Phone Number

	     
	     

	Email Address

	     


Client Eligibility Checklist (If any box is ticked No, do not proceed with the referral)
	Birth parent consent?
	[bookmark: Check1]|_| Yes 	|_| No

	Birth parent under 25 years?
	|_| Yes 	|_| No

	Live in Sydney, Inner West, Sutherland Shire, St George or Southwest Sydney?
	|_| Yes 	|_| No

	Is pregnant and/or has a child/children under age 5?
	|_| Yes 	|_| No


Family Information
	
	Birth Parent
	Other Parent/Caregiver
Has the other parent consented
|_| Yes |_| No
Continue below only if YES

	Pronouns
	     
	     

	First name
	     
	     

	Surname
	     
	     

	Contact phone
	     
	     

	Age
	     
	     

	Date of birth
	     
	     

	Home address
	     
	     

	Email address
	     
	     

	Language spoken at home
	     
Interpreter required?   |_| Yes   |_| No
	     
Interpreter required?   |_| Yes   |_| No

	Country of birth
	     
	     

	Visa type
Residency Status
	If not Australia above, please detail
     
	If not Australia above, please detail
     

	Cultural background
	|_| Aboriginal   
|_| Torres Strait Islander   
|_| Aboriginal and Torres Strait Islander
|_| Other (describe)
      
	|_| Aboriginal   
|_| Torres Strait Islander   
|_| Aboriginal and Torres Strait Islander
|_| Other (describe)
     

	Cultural support needs
If identifying as Aboriginal and/or Torres Strait Islander, please describe clients country (ancestral, birth, living on); proof of Aboriginality and/or Family Finding information.
Please describe other cultural support needs:
	     
	     


Pregnancy Details
	Is birth parent pregnant?
	Hospital

	|_| Yes 		|_| No
	     

	Due date
	No. of weeks gestation

	     
	     


Child/ren’s Details
	First Name
	Surname
	Gender
	Date of Birth
	Ethnicity

	     
	     
	|_| M	|_| F	|_| Other
	     
	     

	     
	     
	|_| M	|_| F	|_| Other
	     
	     

	     
	     
	|_| M	|_| F	|_| Other
	     
	     


Child/ren Disability or Developmental or Other Support Needs
	Childs Name
	Diagnosis
	Support Needs

	     
	     
	     

	     
	     
	     

	     
	     
	     


DCJ Involvement
	Current?
|_| Yes	|_| No

	DCJ Office
	     

	
	Case Worker
	     

	
	Details
	     

	Out of Home Care?
|_| Yes	|_| No
	If yes,
|_| In care currently	
|_| Previously in care
|_| Leaving Care
	Details of arrangement
     



Family Needs
Community Connections
	Income / Centrelink Entitlements
	     

	Support Systems
(e.g. playgroups, local communities, religious group, cultural group) 
	     



Parent Employment
	Employment
	|_| Working		|_| Seeking work		|_| Not currently working



Parent Education
	|_| Currently enrolled
	|_| Attending		|_| Not attending		|_| Other

	|_| Last year completed
	|_| School		|_| University		|_| TAFE



Child/ren
	Child Care Name
	     

	Primary School Name
	     



Therapeutic Youth Support
	Mental health / wellbeing needs
Any Diagnosis / Medication/  Dependencies
	     

	Physical health needs / disabilities
	     

	Safety Needs
	Current or past ROSH:
     

	
	Current or past FDV/AVO:
     

	
	Are there any safety concerns for workers attending property:
     

	
	Safe to call / text / email:
     



Material Basic Needs
	Housing Needs
	Current housing (Private rental, with family, social housing, temporary accommodation, homeless etc): 
     

	
	Registered on NSW Housing Pathways?
|_| Yes	|_| No	

	
	T-File Number:
     



Parenting / Caregiver Coaching
	Parenting Needs
(Knowledge, skills, capacity to keep safe, family functioning)
	     



Reason for Referral
	Main Reason
	     

	Other areas identified
	|_| Mental health, wellbeing, self-care
|_| Personal and family safety
|_| Support with age appropriate development
|_| Community participation and networks
|_| Financial resilience


Other supports / services currently involved or referred to
	Agency
	Worker (Name/s)
	Phone Contact
	Support Provided

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     



Please email hopereferrals@catholiccare.org when completed
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