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Incredibles Children’s Group Referral Form
	REFFER DETAILS

	Date of referral:
	
	Name of the person completing the referral):
	

	Agency:
	
	Contact details:
	


	CHILD’S INFORMATION

	Child’s Name:
	
	DOB:
	

	
	
	Age:
	

	
	
	Gender:
	Male / Female

	Parent/Guardian/Usual Caregivers Name:
	

	Relationship to Child:
	
	CaregiverDOB:
	

	Address:
	

	Phone No:
	(H)
	(M)

	Country of Birth:
	
	Date of arrival in Australia:
	

	Language/s Spoken:
	
	Interpreter required?
	Yes / No

	Cultural Identity:
	

	Indigenous status: 


	
Neither Aboriginal or Torres Strait Islander origin


Aboriginal but not Torres Strait Islander origin


Torres Strait Islander origin but not Aboriginal origin


Both Aboriginal and Torres Strait Islander origin


Not stated / inadequately described



	FAMILY
	
	
	

	Number of siblings:
	
	Name/s of siblings and ages:
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	CARE ARRANGEMENTS

	Shared Care?
	Yes / No
	If Yes, frequency
	

	Custody Arrangements
	


	HEALTH AND MEDICATION

	Does the child have any significant health/ mental health concerns or physical disabilities? Yes/ No
If yes, please advise of client needs for the purpose of making the program as accessible as possible.



	Does the child have any allergies, medications, and dietary requirements? 



	CONSENT TO WORK WITH CHILDREN AND YOUNG PEOPLE

	I give Uniting staff permission to work with my child:   

Child’s Name: ________________________________________D.O.B: _______________________



	Caregiver/ Guardian details 
Name: ____________________________________________________________________________
Address: __________________________________________________________________________
Telephone: (H) _______________________________      (M) ________________________________
Signed:___________________________________________ Date: ___________________________




	EMERGENCY CONTACTS

	In the event that I cannot be contacted, I authorize the following person/s to:

· collect or authorize the collection of my child from St.Kilda Adventure Playground 

· administer, or authorize the administration of medication to my child
· administer, medical treatment or authorize medical treatment by another to my child
· be notified of any accident, injury, trauma or illness involving my child
Name: ____________________________________ Relationship to child: ______________________

Address: __________________________________________________________________________
Telephone_________________________________________________________________________
Name_____________________________________ Relationship to child: ______________________
Address___________________________________________________________________________
   Phone: (H) __________________________________(M)____________________________________



	IN THE EVENT OF A MEDICAL EMERGENCY

	I authorise the person in charge to seek medical, hospital or an ambulance service. I understand that 

this is a requirement before my child may attend programs facilitated by the service, and I agree to pay

any cost so incurred.

Signed: ___________________________________________ Date: _______________________
Please complete the following details of your child’s Doctor: 

Doctor:           ___________________________________________________________________
Address:         ___________________________________________________________________
Phone number: (H) ______________________ (M) _____________________________________
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