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Referral In Form

Level 1 E Block Tafe, Cnr Wood & Alfred St Mackay

PO Box 1630 Mackay Q 4740
Phone:  (07) 49 53 22 99
Fax:  (07) 49 53 22 55
Email: manager@myss.org.au
Mackay Youth Support Service Inc. is collecting the information on this form to assist us in providing support services to you.  You do not have to provide us with this information, but if you don’t we may not be able to provide these services.

We usually give non-identifying information to the Department of Communities, who fund these services.  Otherwise, we will not disclose your personal information to anyone else unless the law allows this or we have your permission.

Referring to:

YSC Program

(
U-Nite Program
(
Referral agency: _________________________________________________________________________
Referral agency contact person/details: 
Name: ____________________________ Position:_______________________________________________
Phone: ___________________Fax: _______________________ Email:  ____________________________
CLIENT DETAILS

Name:____________________________________________________________ D.O.B.:____/____/_____
School Attending (if applicable): ____________________________________
Year Level: ____________ 
Address:________________________________________________________________________________________________________________________________________________________________________
Contact Number: _____________________________ Mobile: ____________________________________
Support or Contact Person:_________________________________________________________________________________
Contact Details for Support Person:_________________________________________________________________________________
Cultural Identification:


	
	Aboriginal
	
	Torres Strait Islander
	
	Aboriginal and Torres Strait Islander

	
	Australian South Sea Islander
	
	Other:
	
	


Presenting Concerns

	
	Youth Justice
	
	Child Protection
	
	Accommodation
	
	Relationships

	
	Medical
	
	Education/Training
	
	Employment
	
	Legal Issues

	
	Family
	
	Young Parent
	
	Mental Health
	
	Pregnancy

	
	Centrelink
	
	Substance Misuse
	
	Other
	
	


Consent gained from Client:
Yes  
(
No
(
If  no please give reason: __________________________________________________________________
Reason for referral: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Contact with other agencies/organisations (Please list all known services that the young person accesses): ________________________________________________________________________________________________________________________________________________________________________________

What are the supports that already exist for the Young Person? Eg. Family, Friends, Other Agencies:








Signature:____________________________________ Date:__________________ 

*Please return to MYSS either by email, fax or in person.

For Office Use Only


Date referral received:  ____/___/___	Date feedback forwarded:  ___/___/___





The following feedback has been given to the person/agency referring:


I have seen this referral and have accepted them as an ongoing client	(  


I have seen this client but will not see them again as …


					Client refused service				(


					Referral was not appropriate to the service 	(


I have been trying to connect with this client since  ___/__/__ but have been unable to do so    (


------------------------------------------------------------------------------------------------------------------------------------------------


Response to referring person/agency (Please return this portion  to referring person/organization)


Thankyou for your referral to MYSS for __________________________ (client name)


I have seen this referral and have accepted them as an ongoing client	(  


I have seen this client but will not see them again as …


					Client refused service				(


					Referral was not appropriate to the service 	(


I have been been trying to connect with this client since  ___/__/__ but have been unable to do so    (





If you would like to discuss this further please do not hesitate to contact me.





Case worker name:  __________________________________ Phone:  ____________________________





Date:  ___/___/___
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