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Referral Form:
Participant Details:

	Participant Name:
	


	Gender:

	

	Date of Birth:
	


	Phone Number:
	


	Email:
	


	Address:
	


	Type of Housing:

	[bookmark: Check9]|_| Group Home

	[bookmark: Check11]|_| Private Housing
	[bookmark: Check12]|_| Share Home
	[bookmark: Check10]|_| Public Housing
	[bookmark: Check14]|_| Other

	Living Arrangements:

	[bookmark: Check15]|_| Alone

	[bookmark: Check17]|_| With Partner
	[bookmark: Check18]|_| Other Residents
	[bookmark: Check16]|_| With Family
	[bookmark: Check19]|_| Other

	Details of Next of Kin/Nominee
	Name:
Telephone Number:
Email:



Referrer Details:

	Name:
	


	Name of Organisation:
	


	Referrer Phone Number:
	


	Referrer Email:
	


	Referrer Role:

	[bookmark: Check3]|_| Self



	[bookmark: Check5]|_| Support Coordinator
	[bookmark: Check6]|_| Case Manager
	[bookmark: Check7]|_|Local Area Coordinator
	[bookmark: Check4]|_| Family

	[bookmark: Check8]|_|Other



NDIS Plan Details:

	NDIS Participant Number:
	


	NDIS Plan Start Date
	


	NDIS Plan End Date:
	


	Please list all disabilities/ conditions registered with the NDIS.

	



Reason for Referral:

	[bookmark: Check20]|_| Functional Capacity Assessment 

	[bookmark: Check21]|_| Supported Independent Living Assessment
	[bookmark: Check22]|_| Specialist Disability Accommodation Assessment

	[bookmark: Check23]|_| NDIS Eligibility Assessment
	[bookmark: Check24]|_| Manual Handling Assessment
	[bookmark: Check25]|_| Home Modifications

	[bookmark: Check26]|_| Assistive Technology Assessment
(Please identify what type e.g. manual wheelchair, powered wheelchair, 
	[bookmark: Check27]|_| Other (Please specify)
	



Payments:

	Who is responsible for payment of the invoice or account?
	[bookmark: Check28]|_| Self- Managed 
	[bookmark: Check29]|_| Plan- Managed


	Please provide the name, number and contact information for the person responsible or plan management company for payment of the invoice or account. 
	Name:
Organisation:
Contact information: 



	How many hours do you require approximately for service or available budget?
	


	Please list all disabilities/ conditions registered with the NDIS.

	



OT Home Visit Risk Assessment:

	Question:
	Yes
	No
	Details:

	1. Does the Participant live in an isolated area?

	
	
	

	2. Is there mobile phone coverage?

	
	
	

	3. Will staff, family, carer or anyone else be present for the assessment?
	
	
	

	4. Will there be any other service providers present in the home? If so what days?
	
	
	

	5. Are there pets present? (Pets to be in a safe place at time of assessment.)
	
	
	

	6. Does anyone at the property have a history of violent/aggressive/challenging behaviours?
	
	
	

	7. Does anyone at the property have a history of alcohol or illicit drug dependence?
	
	
	

	8. Are there firearms or known weapons in the home? If YES are they stored in a lockable cabinet?
	
	
	

	9. Does anyone at the property have a contagious illness or had COVID 19 in the past 14 days?
	
	
	

	10. Is the home/property easy to find? 
	
	
	

	11. Is there parking available close to the house?
	
	
	

	12. Does anyone in the house smoke? Can you ensure the property is smoke free during the assessment?
	
	
	

	13. Is an interpreter required?

	
	
	



Any additional information you think we should know?
	










Please return this form via email to Lucy@otaffinity.com.au 
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