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Family Support Program – Referral Form

This form helps us gather the key information needed to understand the family’s situation, ensure safe first contact, and decide how best to provide support. Please complete as much as you can. Families must provide consent before this referral can be processed.
Please note that, if required, the comment boxes will expand when required if completing this form digitally. It is preferred to have this form filled digitally.
Once completed, please return this referral form to FamilySupport@stpats.com.au
Consent
Please confirm consent for the following
	Client consents to this referral and sharing information with St Pat’s
	☐ Yes  ☐ No 

	Client gives consent for St Pat’s to contact the client directly
	☐ Yes  ☐ No 

	Client has read/been explained the By Names List privacy agreement, and consents to 
being added
	☐ Yes  ☐ No 




This referral cannot be processed without consent.
Referrer Details
	Agency name
	
	Referring worker
	

	Role or position
	
	Date of referral
	

	Email
	
	Phone number
	




	When is the best time to contact the family?
	☐ Morning  ☐ Afternoon  ☐ Evening  ☐  School hours

	What is the safest way to contact the family?
	☐ Call  ☐ SMS  ☐ Voicemail  ☐ Email ☐ Through referrer

	Is an interpreter required?
	☐ Yes  ☐ No
	If yes, which language? 
	



	Briefly explain the reason for referral, including the family’s current housing circumstances. Please state 
if they are homeless (e.g. rough sleeping, couch surfing, crisis accommodation) or at risk of losing their 
housing, and describe the circumstances that have led to this situation.

	





Family Profile
	Caregiver 1

	Primary contact for this referral
	☐ Yes  ☐ No
	
	Pronouns:
	

	Full Name:
	
	
	Email:
	

	Date of Birth:
	
	
	Phone:
	

	Preferred Name:
	
	
	Relationship to Children:
	

	Cultural identity:
	
	
	Currently enrolled in Education?
	

	Aboriginal or Torres Strait Islander origin: 
 Aboriginal     Torres Strait Islander      Prefer not to say
	
	Main source of income
  None     Employment     Centrelink     JobSeeker 
  Parenting Payment      Youth Allowance     DSP
  Family Tax Benefit

	Country of Birth:
	
	
	☐  Other
	

	Language Spoken at Home:
	
	
	If employed, job title:
	

	Next of kin:
	
	
	Approximate income per month:
	

	
	
	
	



	Caregiver 2

	Primary contact for this referral
	☐ Yes  ☐ No
	
	Pronouns:
	

	Full Name:
	
	
	Email:
	

	Date of Birth:
	
	
	Phone:
	

	Preferred Name:
	
	
	Relationship to Children:
	

	Cultural identity:
	
	
	Currently enrolled in Education?
	

	Aboriginal or Torres Strait Islander origin: 
 Aboriginal     Torres Strait Islander      Prefer not to say
	
	Main source of income
  None     Employment     Centrelink     JobSeeker 
  Parenting Payment      Youth Allowance     DSP
  Family Tax Benefit

	Country of Birth:
	
	
	☐  Other
	

	Language Spoken at Home:
	
	
	If employed, job title:
	

	Next of kin:
	
	
	Approximate income per month:
	

	
	
	
	



	Are there any current debts, fines, or arrears (rent, utilities, infringements)?
	☐ Yes  ☐ No

	Comment 
	

	
	



	Are there any current court orders, restraining orders, or upcoming hearings?
	☐ Yes  ☐ No

	Comment 
	

	
	



	Does the family have a lawyer, advocate, or legal service involved?
	☐ Yes  ☐ No

	Comment 
	

	
	



	How is the situation affecting the family, and what other support needs do they have alongside housing 
(e.g. parenting, children, safety, wellbeing, finances)?

	



Children and Young People
Please list all children in the family composition, including those who do not currently live with the family
	Child 1
	
	Child 2

	Name
	
	
	Name
	

	Date of birth
	
	
	Date of birth
	

	Gender
	
	
	Gender
	

	School
	
	
	School
	

	Year
	
	
	Year
	

	Does the child currently live with you and is in your care?
	☐ Yes  ☐ No
	
	Does the child currently live with you and is in your care?
	☐ Yes  ☐ No

	If no, who do they live with?
	
	
	If no, who do they live with?
	



	Child 3
	
	Child 4

	Name
	
	
	Name
	

	Date of birth
	
	
	Date of birth
	

	Gender
	
	
	Gender
	

	School
	
	
	School
	

	Year
	
	
	Year
	

	Does the child currently live with you and is in your care?
	☐ Yes  ☐ No
	
	Does the child currently live with you and is in your care?
	 Yes   No

	If no, who do they live with?
	
	
	If no, who do they live with?
	



	Child 5
	
	Child 6

	Name
	
	
	Name
	

	Date of birth
	
	
	Date of birth
	

	Gender
	
	
	Gender
	

	School
	
	
	School
	

	Year
	
	
	Year
	

	Does the child currently live with you and is in your care?
	☐ Yes  ☐ No
	
	Does the child currently live with you and is in your care?
	☐ Yes  ☐ No

	If no, who do they live with?
	
	
	If no, who do they live with?
	




	Does anyone else live with the family as part of the household, for example grandparents, aunties, adult siblings, or close friends?

	



	Have any of the children been assessed, or need to be assessed, for NDIS eligibility?
	☐ Yes  ☐ No

	If yes, please provide the outcome
	

	Plan Manager
	

	Next review date
	

	
	



	Do parents or carers have any concerns about the children’s wellbeing or development?

	☐ Development, babies or toddlers           ☐ Bonding or attachment              ☐ School or learning   

	☐ Friendships or social skills        ☐ Behaviour         ☐ Health or mental health         ☐ Safety or wellbeing 

	☐ No concerns          ☐ Other
	

	
	


Housing
	Where does the family usually stay overnight?

	☐ Rough sleeping            ☐ In a car               ☐ Couch surfing     ☐  Crisis accommodation        ☐ Private rental         

	☐ Transitional housing    ☐ Public housing

	☐ Other
	

	Address or location
	

	Length of this situation
	

	
	



	Does the family have a housing application?
	☐ Yes  ☐ No

	Include zone, date, and priority if known 
	

	
	



	Are there pets with the family?
	☐ Yes  ☐ No

	Include type of pet 
	

	
	



	Is it safe for outreach staff to visit this location?
	☐ Yes  ☐ No ☐ Unknown

	Comments 
	

	
	




	Is this the first time the family has experienced housing instability, or have 
there been previous periods of unstable housing?
	☐ Yes  ☐ No ☐ Unknown

	Comments 
	

	
	



	What is the potential impact on the family if support is not provided?

	



	Are there any urgent deadlines in the next fourteen to twenty-one days, for example eviction or court dates?
	☐ Yes  ☐ No ☐ Unknown

	Comments 
	

	
	





Health and Wellbeing
	Caregiver 1

	Do you have a current or past mental health diagnosis?
If yes, please describe (diagnosis, year first diagnosed).
	☐ Yes  ☐ No

	
	

	Have you had hospital admissions for mental health in the last 12 months? 
If yes, please include reason and dates.
	☐ Yes  ☐ No

	

	Are you currently linked with any of the below?
	☐ Yes  ☐ No

	☐ GP    ☐  Psychologist    ☐  Psychiatrist    ☐  Community Mental Health 

	☐ Other (please provide details):
	

	What treatments or supports have you used in the past, and how helpful were they? 
(for example, counselling, medication, group programs, peer support)

	

	Do you experience any of the following currently?

	☐ Anxiety    ☐  Depression    ☐ Trauma/PTSD    ☐ Psychosis    ☐ Suicidal thoughts or Ideation    ☐  Self-harm

	☐ Other (please state):
	

	How do your mental health needs affect daily life, parenting, or safety?

	

	What strategies, supports, or routines help you manage your mental health?

	



	Caregiver 2

	Do you have a current or past mental health diagnosis?
If yes, please describe (diagnosis, year first diagnosed).
	☐ Yes  ☐ No

	
	

	Have you had hospital admissions for mental health in the last 12 months? 
If yes, please include reason and dates.
	☐ Yes  ☐ No

	

	Are you currently linked with any of the below?
	☐ Yes  ☐ No

	☐  GP    ☐  Psychologist    ☐  Psychiatrist    ☐  Community Mental Health 

	☐ Other (please provide details):
	

	What treatments or supports have you used in the past, and how helpful were they? (for example, counselling, medication, group programs, peer support)

	

	Do you experience any of the following currently?

	☐ Anxiety    ☐  Depression   ☐ Trauma/PTSD    ☐ Psychosis    ☐ Suicidal thoughts or Ideation    ☐  Self-harm

	☐ Other (please state):
	

	How do your mental health needs affect daily life, parenting, or safety?

	

	What strategies, supports, or routines help you manage your mental health?

	


Support and Safety Snapshot
	Question
	Answer

	Does the family currently have an open case with CPFS?
	☐ Yes  ☐ No ☐ Unknown

	Is there a Community Treatment Order in place?
	☐ Yes  ☐ No 

	Are there any PSOLIS alerts, please note any safety alerts
	☐ Yes  ☐ No 

	Does any person have a history of harming themselves or others?
	☐ Yes  ☐ No 

	Has any person experienced suicidal ideation?
	☐ Yes  ☐ No 

	Does any person have any current legal issues?
	☐ Yes  ☐ No 

	Has any person spent time in custody?
	☐ Yes  ☐ No 

	Is any person at risk of harm from someone else?
	☐ Yes  ☐ No 

	Is there a history of family or domestic violence?
	☐ Yes  ☐ No 

	If you ticked ‘Yes’ above, please give details here (Including current level of CPFS Involvement) 

	


Key Supports
	Which services are currently involved with the family? Please include worker name, role, how often they meet, and what support they provide.

	



	Who are the informal supports in the family’s life (friends, family, community members)? How do they help?

	


Immediate Goals
	What would the family like help with first? (top three priorities in the next six weeks)

	



Please return this referral form to FamilySupport@stpats.com.au
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