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Please ensure all sections of this form are completed. ASYASS are unable to commence assessment of the referral without all section of the form being complete.
Email: office@asyass.org.au Ph: 08 8953 4200
	Is the young person aware of this referral?
	Yes ☐	No ☐

	Has the young person consented to this referral?
	Yes ☐	No ☐

	YOUNG PERSON IDENTITY

	Date of referral
	
	Time of referral
	

	Which service are you referring the young person (YP) to:

	Ampe Akweke Residential Program ☐
	Ampe Akweke Outreach Program ☐
	Crisis Refuge ☐
	On Track ☐

	Youth Housing Program ☐
	

	First name
	
	Surname
	

	Other known names
	
	Preferred name
	

	Do they have a phone?
	Yes ☐	No ☐
	Best contact number
	

	Date of birth
	
	Age
	

	Gender at birth
	
	Gender identity
	

	Place of birth
	
	Ethnicity
	

	First language
	
	Does the YP speak English
	Yes ☐	No ☐

	REFERRING AGENCY/PERSON

	Name of referring agency/person: 
	
	Agency/person name:
	

	Contact number: 
	
	Contact email:
	

	REASON FOR REFERRAL

	Is the YP currently experiencing:
	Homelessness ☐
	Overcrowding ☐
	Unsafe living environment  ☐

	Fleeing DFSV ☐
	Require “sit down” accom. until birth ☐
	How long will the YP require accommodation for?
	

	Provide detailed reason for referral below (this form is designed to be typed into):

	









	EDUCATION

	Is the YP enrolled at school?
	
	If yes, which school?
	

	What year level?
	
	When did they last attend?
	

	Tell us about the YP’s experience at school eg do they like it, what subjects do they like, are they involved with any school programs such as Clontarf or Stars.
	





	INCOME

	Is the YP receiving their own income?
	Yes ☐	No ☐
	If no, who is financially responsible for YP?
	

	Do they receive Centrelink?
	Yes ☐	No ☐
	Are they employed?
	Yes ☐	No ☐

	CRN
	
	Employer name
	

	GUARDIANSHIP AND PREVIOUS ACCOMMODATION

	Where did the YP sleep last night?
	

	Where is the YP currently staying, who’s house is that? What is their contact number?
	

	Are they under the care of DCF? If yes, please list case managers full name, best contact number and details of the order.
	

	Legal guardians full name/s, address and contact number.
	

	List all other known addresses the YP frequents and who’s house it is. Include phone numbers if possible.
	

	NEXT OF KIN

	In the case that there was an emergency, who should we contact?

	Full Name
	
	Relationship
	

	Best Contact Number
	
	Address
	

	PREGNANCY AND CHILDREN

	Is the YP pregnant? 
	Yes ☐	No ☐
	If yes, how many weeks are they and what is the due date?
	

	Does the YP have a midwife?
	Yes ☐	No ☐
	Midwife full name and contact information.
	

	Does the YP have children?
	Yes ☐	No ☐
	If yes, how many children do they have?
	

	If the YP has children please list their full names and DOB
	

	If the child is under 2 yo and will be staying with the client. Please detail any diagnosis, allergies, and medications
	

	RELATIONSHIPS

	Does the YP have a partner?
	Yes ☐	No ☐
	Partners full name, DOB, current address and phone number
	

	Does the YP have a support person?
	Yes ☐	No ☐
	Support persons full name, relationship to client, DOB, current address and phone number
	

	Mum’s full name, DOB, current address and phone number
	
	Describe this relationship dynamic
	

	Dad’s full name, DOB, current address and phone number
	
	Describe this relationship dynamic
	

	Person that has been raising YP’s full name, DOB, current address and phone number
	
	Best friend’s full name, DOB, current address and phone number
	

	Friends full name, DOB, current address and phone number
	
	Other significant relationship full name, DOB, current address and phone number
	

	LINKED IN WITH OTHER SERVICES
For example: GP, CYMHS, THERAPUTIC SERVICES, DISABILITY SUPPORT, AOD

	Organisation name
Best contact person
Best contact number
What service are they linked in for?
	

	Organisation name
Best contact person
Best contact number
What service are they linked in for?
	

	Organisation name
Best contact person
Best contact number
What service are they linked in for?
	

	HEALTH AND MEDICAL

	Allergies
	
	
	

	Medication/s
	
	
	

	Chronic health conditions
	
	Mobility issues
	

	Diagnosed mental health conditions 
	
	Disability
	

	Are they sexually active?
	
	Does the client take contraceptives?
	

	LEARN ABOUT THE YOUNG PERSON

	Likes: 
Dislikes: 
Interests:

	CONFLICT OF INTEREST AND RISK ASSESSMENT

	Domestic violence

	Suicidal ideation

	Self-harm

	Alcohol, drug, substance use 

	Nicotine dependant

	Absconding

	Youth justice history

	Domestic violence order 

	Known to use violence

	Do they know anyone at ASYASS? Are they related to anyone at ASYASS?

	Have they previously been a client of ASYASS?

	OTHER

	Is there anything else we should know i.e., any other presenting issues?










 
_______________________				______________________	 
Referral Agency/Person Signature                                             Date: 

O  Referral Approved 
 
O  Referral Declined 

____________________				______________________ 
CEO Signature:				             Date: 
 
 
The referral is required to be signed by the CEO before the client is entered into the program.  
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