Referral and Client Details Form

RUBY GAEA

DCASV

DARWIN CENTRE AGAINST
SEXUAL VIOLENCE

Office Use Only

Client Number:

Intake/Referral Date:

Client Details:

Full Name:

Date of Birth:

Current Age:

Clients Gender:

OFemale OMale [ONon-binary [OOther, please state:

Residential Address:

(If different from above)

Postal Address:

Email:

Management to contact post
counselling for feedback?

Phone Number: | Can we call? Leave a message? | Text?
OYes ONo LYes LNo LYes LNo
Is the client aware and | [ Yes [ No
consenting about the referral
being made to DCASV?:
Does client consent for DCASV | [0 Yes [ No Preferred contact method:

[J Phone call

[J Text

O Email

OJ Postal Address

Referrer Details:

Name and Position Title:

Organisation:

Contact Details
(phone/email):

Clients Emergency Contact:

Name:

Address:

Phone:

Relationship to client:

Clients Doctor?

Name:

Phone:
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Do they have any relevant medical conditions/take any medications? O Yes O No

Please list:

More about Client:

What is clients cultural background?
O Aboriginal [ Torres StraitIslander [0 Other
Please list:

What is clients preferred language?

Would client like to use an Interpreter? O vYes [ONo

Does the client identify as being part of | O Yes [ No
the LGTBIQA+ community?
Does client have any special needs? I No

e.g. physical, intellectual, mental health | O Yes, please list:

Concerns to address in counselling: General information only
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