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	Gippsland Supporting Recovery Program 
Referral Form
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	Please email your referral form to supportingrecovery@lchs.com.au
	Date of referral:
	                

Please COMPLETE ALL SECTIONS OF REFERRAL TO DETERMINE SUITABILITY
	Gippsland Supporting Recovery Program aims to provide a range of therapies for children, young people, adults and/or families seeking support to heal from experiences of family, domestic, and/or sexual violence, who reside in Latrobe City or Baw Baw Shire and feel emotionally ready for the healing process.
We are not an emergency service and are not able to respond to immediate crisis needs.


person seeking a service 
	First name:
	                                  
	Surname:
	                                  



	Preferred name 
	                                  
	Date of Birth:
	                


	Current residential address: 
	                                  



	
	Preferred ways to contact
	

	
	Phone No.:
	                             
	Text:
	☐ Yes    ☐ No
	Safe to text before call:
	☐ Yes    ☐ No
	

	
	
	
	
	
	
	
	

	
	Email:
	                                  
	Other:
	                                  
	

	
	
	
	
	
	



	Country of birth:
	                                  
	Cultural background:
	                                  




	Gender:
	                                  
	Pronouns:
	                                  


   

	Interpreter required:
	☐ Yes  ☐ No 
	If yes, what language?
	                                  


Note: If referral is a child or young person, consent must be obtained from parent/legal guardian, unless under 18 who lives independently or semi independently. 
	☐	The referred person agrees to this referral
	☐	The referred person is part of a family referral 


Emergency Contact 
	Name: 
	                                  
	Contact number:
	                                  



	Relationship to referred person:
	                                  



	If we can’t reach referred person after 3 attempted contacts, do you give consent for us to call 

	emergency contact?
	☐ Yes    ☐ No


Referrer 
	Is this a self-referral?
	☐ No (please complete this section)  ☐ Yes (please go to Presenting Needs)



	Referrer’s name:
	                                  



	Position and organisation:
	                                  



	Email address: 
	                                  
	Phone:
	                                  


REFERRER Supporting Information
Please describe the service referring to Supporting Recovery? (choose all relevant):
	☐	Family and domestic violence service
	☐	Sexual Violence specialist service

	☐	Head to Health phone line
	☐	GP

	☐	First responder
(Police, ambulance/paramedics, emergency department)
	☐	Aboriginal community controlled orgs/Aboriginal community controlled health organisations

	☐	State services
(Social worker, hospital type setting)
	☐	Other national phone line
(1800 RESPECT, Lifeline or Kids Help Line)

	☐	Other:
	                                  


Describe your service support history and your ongoing support to referred person?
	                                  


What other service supports are in place?
	Agency name
	Contact person
	Role and purpose 
	Contact number

	                                  
	                                  
	                                  
	                            

	                                  
	                                  
	                                  
	                            

	                                  
	                                  
	                                  
	                            

	                                  
	                                  
	                                  
	                            


What family, social and community supports are currently in place?
	                                  


Attached documents
	☐	MARAM Risk Assessment
	☐	Safety Plan
	☐	IVO
	☐	Mental Health Reports 

	☐	Court Orders – CP/Family/MH/Forensic/AOD 
	☐	 Agency intake/assessment information


Details (if no information, explain why): 
	                                  


Presenting Needs 
Reason for referral?
	                                  


What are the areas of concern?
	☐	Anxiety
	☐	Feeling depressed
	☐	Feeling isolated/alone
	☐	Feelings of shame/worthlessness

	☐	Grief/Loss
	☐	Mood swings
	☐	Effects of past family violence

	☐	Sexual trauma
	☐	Stress
	☐	Post-Traumatic Stress Disorder symptoms
	☐	Self Harm/thoughts of suicide

	☐	Other
	                                  


Additional details:
	                                  


Eligibility
	Does the referred person reside in Baw Baw or Latrobe?
	☐ Yes    ☐ No



	Has past family, domestic and/or sexual violence been identified?
	☐ Yes    ☐ No

	Is family, domestic and/or sexual violence currently occurring or within the last 3 months?
	☐ Yes    ☐ No


Describe history and current status of family and/or sexual violence, including any IVO, and any current contact from person using violence?
	                                  



	Are there current mental health conditions or needs?
	☐ Yes    ☐ No    ☐ Unknown


Describe mental health history and current mental health conditions, any formal diagnosis, symptoms, past/current treatment & medications, GP/specialist contact:
	                                  



	Is there a family history of mental health issues?
	☐ Yes    ☒ No    ☐ Unknown


If yes, describe:
	                                  


	Any suicide ideation/attempts identified:
	☐ Yes    ☐ No    ☐ Unknown


If yes, describe:
	                                  



	Are there other areas of support required?
	☐ Yes    ☐ No    ☐ Unknown


(e.g. housing instability, financial or other crisis needs)
If yes, describe:
	                                  



	Does the referred person identify as:
	☐ Aboriginal    ☐ Torres Strait Islander    ☐ Both    ☐ Neither



	Relationship status:
	☐ Never married    ☐ De facto    ☐ Married    ☐ Separated   ☐ Divorced



	Religion:
	                                  



	Prior Mental Health care
	☐ Yes    ☐ No



	Current GP Mental Health plan
	☐ Yes    ☐ No



	Health Care card
	☐ Yes    ☐ No



	NDIS participant
	☐ Yes    ☐ No



	Main Source of Income
	☐
	Employed permanent FT >35 hrs/week
	☐
	Parenting Payment

	
	☐
	Employed permanent PT <35 hrs/week
	☐
	Carer Payment 

	
	☐
	Employed casual >35 hrs/week
	☐
	Disability Support Pension

	
	☐
	Employed casual <35 hrs/week
	☐
	Austudy

	
	☐
	Work Cover
	☐
	Abstudy

	
	☐
	Child Support/ Maintenance
	☐
	Youth Allowance

	
	☐
	Newstart 
	☐
	No income



	Current Housing 
	☐
	Boarding or Rooming House
	☐
	Refuge

	
	☐
	Renting – Private
	☐
	Caravan

	
	☐
	Renting – Public/Community Housing
	☐
	With Family/Friends

	
	☐
	Emergency Accommodation
	☐
	Transitional Housing

	
	☐
	Home Owned/Mortgage
	
	

	
	☐
	Other:
	                                  

	

	
	Number of household occupants:
	                                  
	



	How long in current accommodation? 
	☐ Up to 3 months    ☐ 3 – 12 months    ☐ 1 – 2 years    ☐ >2 years



	Safe place to live? 
	☐ Yes    ☐ No


If no, describe concerns:
	                                  



	Any plans to leave?
	☐ Yes    ☐ No


If yes, describe:
	                                  



	Highest Education Level Completed
	☐
	Year 8 or below 
	☐
	TAFE Certificate III/IV

	
	☐
	Year 9
	☐
	Bachelor Degree

	
	☐
	Year 10
	☐
	Postgraduate degree

	
	☐
	Year 11
	☐
	Advanced Diploma/Diploma

	
	☐
	Year 12
	
	



	Currently studying?
	☐ Yes    ☐ No
	Course:
	                                  



Children:
(names, ages, living arrangements)
	                                  


Does the referred person have any current Legal Issues?
	☐	None
	☐	Court order
	☐	Criminal charges
	☐	IVOs
	☐	Family law order



	Any history of charges against referred person?:
	☐ Yes    ☐ No


If yes, give details:
	                                  


Explain barriers to engagement:
(e.g. availability, transport, language, accessibility, financial hardship, housing insecurity, mental health…)
	                                  


For self-referrals, please explain what service, community and/or social supports you currently have?
	                                  


Thank you for this referral. For further information on the progress of referral, 
email supportingrecovery@lchs.com.au
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