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Date of Request: ___/___/___  

Person Requesting Service
Name:  
Organisation (if applicable):  
Relationship to child/ young person:  
Telephone No:     
Email:  

Is this an open case with the Department of Communities - Child Protection and Family Support? 
☐ YES  ☐ NO  ☐ UNSURE   
Case Manager:
Telephone:    
Email:  
Department Office:   

Details of Concern
 ☐	1.	Child / young person who has experienced child abuse
 ☐	2.	Child / young person who has been affected by child sexual abuse      
 ☐	3.	Child / young person displaying harmful sexualised behaviours    

Has the sexual abuse been substantiated? ☐ YES   ☐ NO
Are there any current court proceedings including family and law court ☐ YES   ☐ NO
Please give details:  
____________________________________________________________________________________________________________________________________________________

Details of Person Being Referred
[bookmark: Check12]Name:                                               D.O.B: ___/___/___   Age:            ☐ Male    ☐ Female
Current Address:  
Living With / Relationship:   
Telephone:

Parent/Legal Guardian Details (if appropriate)
Name:                            DOB: ___/___/___    Age:           ☐ Male    ☐ Female
Relationship to child: ☐ Mother  ☐ Father ☐ Other (please specify)   
Address (if different from client):  
Telephone:

Name:                             DOB: ___/___/___   Age:    ☐ Male    ☐ Female
Relationship to child: ☐ Mother ☐ Father ☐ Other (please specify)   
Address (if different from client):  
Telephone:   

Does the Parent or Legal Guardian know of and agree to this referral?   ☐ YES    ☐ NO

Cultural/Linguistic Background 
 ☐ Aboriginal/Torres Strait Islander
 ☐ English speaking background (non-Aboriginal)
 ☐ Non-English-speaking background 
 ☐ Unknown

Brief Family History
______________________________________________________________________________________________________________________________________________________________________________________________________________________________
 
Other Areas of Concern
Please indicate whether any of the following issues have impacted the person being referred.
 ☐	Domestic violence				 ☐  Neglect 
 ☐	Physical abuse				 ☐  Sexualised behaviour			
 ☐	Emotional abuse				 ☐  Parent/ child conflict 
 ☐	Parent drug &/or alcohol misuse	 	 ☐  Poor parent mental health (describe)  


Presenting Problems (please describe including frequency and intensity)
____________________________________________________________________________________________________________________________________________________
__________________________________________________________________________

Goals 
What issues would you like counselling to address?
1.  
2.  
3.  


Medical Details 
☐  Disability
☐	Medical Condition
☐  Medication
If yes, please specify:   
____________________________________________________________________________________________________________________________________________________
 
Involvement of other Agencies         ☐ YES   ☐ NO
If yes, please specify:   
__________________________________________________________________________

Client Consent:

I _______________________ give Parkerville Children and Youth Care (Inc.) permission to collect and use the information contained within this referral for the purpose of providing support and services to myself/family. This includes the understanding that de-identified information may be released to Australian government departments for the purpose of programme reporting, research and funding.” 

Client signature: ______________________	Client name: _________________	

Date: ____/____/____
___________________________________________________________________________
Referrer Declaration:

I agree that I have provided all information relevant to the referral to the best of my knowledge.  Parkerville Children and Youth Care staff will have full access to any information I have about this child/young person or adult prior to counselling, that may be relevant to treatment.

Referrer signature: ______________________   Referrer name: _________________  

Date: ___/___/___ 
 
Phone: (08) 9391 1900 or 
Email: adminteam@parkerville.org.au
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