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	Referral to Women’s and Children’s Health Network - Disability Services
Page One - to be completed and SIGNED by the Service Provider Agency/School Site

CONFIDENTIAL

	DETAILS OF CLIENT/STUDENT REQUIRING SUPPORT:

	Client/Student Name: 
	Date of Birth:      

	 FORMCHECKBOX 
  Male   FORMCHECKBOX 
 Female   FORMCHECKBOX 
 Other
	Client is currently under:  FORMCHECKBOX 
 Department for Child Protection 
                                         FORMCHECKBOX 
 Guardianship of the Minister 

	Complete for Department for Education referrals:

	Student EDID :     
	IESP/RAAP funding level:      

	REFERRING SERVICE PROVIDER AGENCY or SCHOOL SITE:

	Service Provider Agency/School Site Name: 
	

	Contact Person:                                                                           Position:      

	Email:      
	Contact no:      

	Postal Address:                                                                                                              Postcode:      

	DETAILS OF SUPPORT REQUIRED:

	 FORMCHECKBOX 
  Access Assistant Program (AAP)              FORMCHECKBOX 
  School                   FORMCHECKBOX 
  Pre-school                FORMCHECKBOX 
  Group setting only

AAP provides trained staff to support students with complex health care and /or disability to enable participation in government or non-government preschool or school.
Group setting – AAP staff may provide personal care/mealtime assistance when possible.                            

	 FORMCHECKBOX 
  AAP Medical Consultant       
The role of the Medical Consultant is to help clarify medical information to assist with planning for the provision of safe health support for the child at school/preschool. This support request needs to be submitted in consultation with the Senior Advisor Health Support Department for Education or special education advisors in the Catholic and Independent sectors.
Please include relevant medical reports.

	 FORMCHECKBOX 
 Health Education Interface (HEI)
HEI provides a consultative service and advice around students with a disability and behaviours of concern.  Where physical health and behaviour needs to be considered in the context of mental health and emotional wellbeing:  a HEI consultation may be needed.

	 FORMCHECKBOX 
 RN Delegation of Care Program (RNDCP)
The RN Delegation of Care Program works with Service Providers to provide safe health support to children aged under 18 years with level 3 health support needs; and competency training for education staff 
Please select type of service where support is required:


	 FORMCHECKBOX 
 Accommodation/Short Term Accommodation (respite)  
 FORMCHECKBOX 
 In home support  
 FORMCHECKBOX 
 Parent employer (NDIS)                                                                      

 FORMCHECKBOX 
 Department for Education -  Respite Care Program   
 FORMCHECKBOX 
 Department for Education - Family Day Care  

 FORMCHECKBOX 
 Child Care Centre     

 FORMCHECKBOX 
 Group based community/social/recreational activity access  
          
	 FORMCHECKBOX 
 OSHC/Vacation Care Program                                                                   
 FORMCHECKBOX 
 Camp         
 FORMCHECKBOX 
 Model of Care Assessment       

 FORMCHECKBOX 
 Other service ​​​​________________________________________  

 FORMCHECKBOX 
 Training for education staff (provide details of training required in ‘Reason for Referral’ on page 2. Quote for training will be provided on receipt of referral).                                     

	Days and time attending     Mon             Tues             Wed           Thurs           Fri                Sat             Sun

AM                                            FORMCHECKBOX 
                 FORMCHECKBOX 
                 FORMCHECKBOX 
                 FORMCHECKBOX 
                 FORMCHECKBOX 
                 FORMCHECKBOX 
                 FORMCHECKBOX 
                

PM                                            FORMCHECKBOX 
                 FORMCHECKBOX 
                 FORMCHECKBOX 
                 FORMCHECKBOX 
                 FORMCHECKBOX 
                 FORMCHECKBOX 
                 FORMCHECKBOX 
                

O/N                                           FORMCHECKBOX 
                 FORMCHECKBOX 
                 FORMCHECKBOX 
                 FORMCHECKBOX 
                 FORMCHECKBOX 
                 FORMCHECKBOX 
                 FORMCHECKBOX 
        

	Client currently attending:   FORMCHECKBOX 
 YES       FORMCHECKBOX 
 NO -  Anticipated start date:     
	

	DETAILS OF SITE WHERE SUPPORT IS REQUIRED (if different from above)

	Site:      
	Phone:      

	Address: 
	Postcode:      

	SIGNED BY   FORMCHECKBOX 
 Principal   FORMCHECKBOX 
 Manager   FORMCHECKBOX 
 Director   FORMCHECKBOX 
 Other

	Name:      
	Signature:      
	Date:     

	Email:      
	Phone (M):      
	Phone (W):      




	Referral to Women’s and Children’s Health Network - Disability Services
Page two - to be completed and SIGNED by the Parent/ Legal Guardian – 

CONFIDENTIAL

	DETAILS OF CLIENT/ STUDENT REQUIRING SUPPORT:

	Client/Student name:      
	Date of birth:      

	Address:                                                                                                                          

	                                                                                   Postcode:      
	 FORMCHECKBOX 
  Male   FORMCHECKBOX 
 Female   FORMCHECKBOX 
 Other

	National Disability Insurance Scheme (NDIS) Client Number:       
Not eligible  FORMCHECKBOX 
     Still to enrol  FORMCHECKBOX 
 

RN Delegation of Care Program is included my child’s plan: Yes  FORMCHECKBOX 
     No  FORMCHECKBOX 

Please note some services may not be able to commence until RN Delegation of Care Program is included in your child’s plan

	DETAILS OF PARENTS/LEGAL GUARDIAN

	1. Parent/Legal Guardian 
	2. Parent/Legal Guardian

	Name:      
	Name:      

	Relationship to Client/Student:      
	Relationship to Client/Student:      

	Phone (H):               (M):      
	Phone (H):               (M):      

	Email:      
	Email:

	Address:                                                                                                            
	Address:                                                                                                            

	                                                     Postcode:                                                             
	                                                     Postcode:                                                             

	LANGUAGE AND CULTURE

	Main language spoken at home:      
	Is an interpreter required?
 FORMCHECKBOX 
 YES       FORMCHECKBOX 
 NO

	  FORMCHECKBOX 
 Caucasian   FORMCHECKBOX 
 Asian   FORMCHECKBOX 
 Aboriginal    FORMCHECKBOX 
 Torres Strait Islander     FORMCHECKBOX 
 Other (Specify)

	MEDICAL CONDITIONS AND DISABILITIES (Please list details of all known medical conditions or disabilities)

	     

	     

	DETAILS OF HEALTH PROFESSIONALS AND SERVICES CURRENTLY INVOLVED (i.e. the most relevant to contact)

	Profession
	Name
	Contact details

	General Practitioner 
	
	

	
	
	

	
	
	

	REASON FOR REFERRAL -  HEALTH/ BEHAVIOUR SUPPORT NEEDS 

	     


	AUTHORISATION FOR RELEASE OF INFORMATION

	I understand WCHN Disability Services may need to seek additional information regarding my child’s health and medical needs. I consent for Disability Services staff to release and/or obtain client information from health professionals, service providers, NDIS and other organisations, inclusive of the Women’s and Children’s Health Network, Department for Education, Association of Independent Schools South Australia (AISSA) and Catholic Education SA (CESA). If you withdraw consent from any of these providers please forward in writing.
I have read, understand and agree with the information on this referral.

	Parent/Legal Guardian
	Name:      
	Signature: 
	Date:      
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