
 

 

                                                                                                                                                                                     
Participant Intake/Referral form 

 

 
Participant Details  
 

Name of Participant:  Date of Birth:  

Community/country of 
Origin: 

 Gender:  Male Female 
Other 

Languages Spoken:  Interpreter 
Required  

Yes 
No 

Does the participant 
identify as: 

Aboriginal                     Torres Strait Islander                  Neither 

Residential Address:  

Postal Address:  
(if different from above) 

 

Has the participant 
consented to this 
referral? 

     Yes                                                                    No 
 

Primary Diagnosis/Disability (please provide a brief detail):                                                                                                                      

Other Medical Conditions: 
 
 
 
 

Communication Status: Verbal                             Non-verbal              Sign language  

Participants Mobility:  

Mobility Equipment 
required: 

Wheelchair                      Hoisting                    Shower chair  
Other Equipment (if any): ________________________________ 

Participant behaviours of 
concern (if any): 
 

 

Does participant have a 
Positive Behaviour 
Support Plan (PBSP)? 

Yes                                     No 

 
Information of Supports Required /Current Supports 



 

 

Support Ratio Required: 1:1                       1:2                 1:3                 Other:___________ 
 
Active night                     Passive Night 

Support Required:  SIL               Respite               Community Access       Transport  
 
Drop In supports         Other: _____________________________ 

Supports Required From: Start Date 
 

 
 

End Date 
 

 
 

                                                     
 Awaiting Assessments/Approvals 

Current Services 
Involved: 

Occupational Therapy     Speech Therapy   Behaviour Support 
 
Others (if any):  

NDIS PLAN Information 

NDIS Number:  Plan Start 
Date 

 Plan End 
Date 

 

Plan 
Management: 

Agency managed           Plan Managed            Self-Managed 

NIDS Plan manager Details 

Name:  Organisation   

Email:   Phone  

NDIS COS Details 

Name:  Organisation   

Email :  Phone  

Guardian Details 

Participant/Parent/Guardian:  

Email:   Phone  

Referrer Details 

Name:  Organisation   

Email:   Phone  

Relationship to 
Participant:  

NDIS COS                              Guardian                              Parent     
 
 Other: _______________________________ 

Signature:  Date  

Please send the completed referral form to: intake@ccssnt.com.au 
For more details and enquiries, please contact: 0413 673 738 
 

 


