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Community Connections Program

137 Sydney Road Coburg Victoria, 3058

Telephone: (03) 9383-4988

Fax: (03) 9383-7602
CONSENT TO RELEASE REFERRAL INFORMATION

Merri Outreach Support Service (MOSS) recognises that the nature of our services means that much of the information we handle is particularly sensitive. The information we collect will relate primarily to areas of health, community support and the protection of individual and public health and safety. We recognise the essential right of individuals to have their information handled in ways, which they would reasonably expect – protected on the one hand and made accessible to them on the other. It is the policy of MOSS to limit the exchange of confidential information concerning service users. All clients are given a copy of the MOSS policy on privacy and confidentiality at the time of assessment.

If the client/guardian is unable to provide signed consent, has verbal consent been given?

Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

I, (client/guardian)________________________________________________________________________

hereby give consent for (name of referring worker/agency):_______________________________________ 

_______________________________________________________________________________________

of (address) _____________________________________________________________________________

_______________________________________________________________________________________

to provide the all relevant referral information to:

Community Connections Program

Merri Outreach Support Service Inc

137 Sydney Rd 

Coburg Vic 3058

Tel:
9383 4988

Fax:
9383 7602

Client date of birth: _______________________________________________________________________

Signed: ______________________________________________________________________

Date: ________________________________________________________________________


Action objective A1.1 of the Victorian Homelessness Strategy: Action Plan and Strategic Framework report identified the need to reduce the requirement for people who are homeless to undergo multiple assessments of their circumstances and needs. In addition to this, we prioritise our referrals according to risk and urgency. We require the information requested on the referral form to be completed thoroughly by the referring worker. 


	Referring Agency:
	

	Referring Worker:
	

	Telephone:

	
	Fax:
	

	Date of Referral:
	Friday, 23 December 2005

	
	




	Client name:
	

	Client address:
	

	Client contact numbers:
	

	Date of Birth:
	
	Country Of Birth:
	

	Income type:
	
	CRN (if available):
	

	Treating doctor:
	

	Treating doctor address/telephone:
	

	Next of Kin:
	
	Relationship to client:
	

	Next of kin address/telephone:
	



Is the client in need of an interpreter at the time of assessment?  



Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

If so, what language?
	


Will the client require the presence of an advocate (independent, family member or friend) at the time of assessment?  








Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

If so, please provide their name, relationship to the client and contact details 

	


Does the client have any other agencies involved?  




Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

If so, please provide contact details.

	


Does 
the client manage his or her own finances?  




Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

If no, please provide contact details of administrator.

	



What are the client’s current support needs?

	


Are any of the above needs being addressed?  





Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

If so, in what form.

	



Does the client have a medical condition requiring treatment? 

Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

If so, please specify. 

	


Is the client able to self-administer medication?  





Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

If so, what medications are administered

	



Does the client have any mental health issues?  





Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

If so, please specify.

	



Does the client have current or past drug and alcohol isues?  



Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

If yes, please specify and does the client wish to seek assistance?

	



Does the client have any legal matters pending?  




Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

If so, please specify

	



What type of accomodation does the client currently reside in?

	


Please provide a summary of applicants housing history (where the person has been living for the past 2-3 years, past forms of accomodation, how long, last stable accomodation).

	



Does the client have any dependents?   






Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

If so, how many and what age.

	


Is the Department of Human Services involved?  





Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

If so, please provide contact details.

	



Does the client have any links to the area?  





Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

If so, please provide details.

	


Does the client display any behaviour that may place staff at risk? 


Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

If so, please specify.

	


Additional Information.

	


Community Connections Program Referral Form





Referring Agency Details





Client Details











Support Needs











Medical Information











Mental Health Information








Drug and Alcohol Information








Legal Information








Housing Information











Dependents











Other Relevant Information




















General Information Client Details
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