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Referral/Application
for Support Services
Making It Happen Support (MIHS)
Easy Read Form 179E
Our Core Values: Respect, Inclusiveness, Trust & Empowerment
	Applicant (Participant) name
	






About this form
Thank you for choosing Making It Happen Support (MIHS).
This form tells us about you and the support you would like. It helps us work out if we can support you safely and well.
You can fill it in yourself, or with someone you trust. A family member, carer, support coordinator or advocate can help you.
✔	Fill in as much as you can.
✔	Write "not sure" if you do not know something.
✔	Write N/A if something does not apply to you.

	Need help with this form?
Call us on 6271 7700. We can help with pictures, typing, a support person, an advocate or an interpreter.


What happens next
1. We get your form and check it.
1. We check that we have all the documents we need. If something is missing, we will contact you. We cannot go on until we have it.
1. We meet with you to talk about your needs and goals.
1. We look at your support needs and any risks, so we can plan how to keep you and others safe.
1. We tell you our decision.
1. If we can support you, we make a Service Agreement with you. We give you our Welcome, Information and Consent Pack, and make your Support, Care and Emergency Plan together.

	Our promise to you
Telling us about your needs or risks does not mean we will say no. It helps us plan the right support for you.
If we cannot support you, we will tell you why. 


Part 1: About me
	Date of this referral / application
	____ / ____ / ______

	Title
	☐ Mr   ☐ Mrs   ☐ Miss   ☐ Ms   ☐ Other: ________

	Last name
	

	Given names
	

	The name I like to be called
	

	Gender
	☐ Female   ☐ Male   ☐ Non-binary
☐ Prefer not to say   ☐ Other: __________________

	My pronouns (optional)
	☐ she/her   ☐ he/him   ☐ they/them   
☐ Other: _____________________

	Date of birth
	____ / ____ / ______      Age: ______

	Address
	


	Suburb and postcode
	

	Mobile phone
	

	Home phone
	

	Email
	

	Best way to contact me
	☐ Phone   ☐ Text   ☐ Email   ☐ Through my contact person: ______________________________________

	Languages I speak other than English
	

	Do I need an interpreter?
	☐ Yes   ☐ No



My culture and identity
Tick any that fit. You do not have to answer.
☐	Aboriginal
☐	Torres Strait Islander
☐	Aboriginal and Torres Strait Islander
☐	Culturally and Linguistically Diverse (CALD)
☐	None of the above
☐	Prefer not to answer
	Anything about my culture, religion, identity or community that helps you support me well (optional):





Where I live and who I live with
I live with
☐	Family
☐	Alone
☐	Friends or housemates
☐	Partner
☐	Other: _____________________________
My home is
☐	Supported Independent Living (SIL)
☐	Supported residential living
☐	My own home
☐	Private rental
☐	State housing
☐	Other: _____________________________
Part 2: People who support me
2.1 My emergency contact
Who should we call if something happens to me?
	Name
	

	Relationship to me
	

	Phone
	

	Email
	


2.2 Assisting person, guardian or nominee (if I have one)
Their role:
☐	Assisting person
☐	Enduring Guardian
☐	NDIA Nominee
☐	Power of Attorney (PoA)
☐	Public Guardian
☐	Other: ____________________
Please attach a copy of the guardianship, nominee or Power of Attorney papers.
	Name
	

	Phone
	

	Email
	

	What decisions they can make for me
	☐ All   ☐ Not sure
☐ Some (please list):









How I make decisions
☐	I make my own decisions.
☐	I make decisions with help from someone I trust (supported decision-making).
☐	Someone else makes some or all decisions for me (guardian, nominee or Power of Attorney).
Declaration by assisting person, guardian or nominee
I declare that I have the participant's consent to make this referral/application and to give MIHS the participant's personal, medical and support information.
	Signature
	

	Date
	____ / ____ / ______


2.3 Person making this referral (if not me)
	Name
	

	Organisation and role
	

	Relationship to me
	

	Phone
	

	Email
	


2.4 My support coordinator (if I have one)
	Name
	

	Organisation
	

	Phone
	

	Email
	


2.5 My doctor (GP)
	Doctor's name
	

	Medical practice address
	




	Phone
	


2.6 Other services that support me now
For example, other disability providers, mental health services, or day programs.
	Service
	What they do for me
	Contact name and phone

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Part 3: My NDIS plan
	NDIS participant number
	

	Plan start date
	____ / ____ / ______

	Plan review date
	____ / ____ / ______

	How my plan is managed
	☐ Agency managed   ☐ Plan managed  
☐ Self-managed


Plan manager (if I have one)
	Plan manager name
	

	Organisation
	

	Phone
	

	Email for invoices
	


Funding for the support I am asking for
Does my NDIS plan have funding for the support I am asking for?
☐ Yes      ☐ No      ☐ Not sure
Does my plan fund the support ratio I need (for example 1:1)?
☐ Yes      ☐ No      ☐ Not sure
	Funding details (for example, support categories or hours funded):















Part 4: The support I am asking for
4.1 Why I want support from MIHS
	Reason for this referral / application:








4.2 My goals
Please write the goals from your NDIS plan that relate to the support you are asking for.
	Goal 1
	


	Goal 2
	

	Goal 3
	

	Goal 4
	


4.3 Support services I would like
Where I live
☐	Supported Independent Living (SIL)
☐	Short-term respite (short stays)
	Details (for example, dates or how often):












Support in my home
☐	Personal care
☐	Domestic help (housework)
☐	Making meals
☐	Medication support
☐	Help with appointments
☐	Other: ____________________
	Details:




Community and social activities
☐	Community access (going out with a support worker)
☐	Social and recreational activities
☐	Transport
	Details:



Day Centre and group programs
☐	Day Centre attendance
☐	Group activities/Skill Development
☐	Community outings
There is a $10 fee to attend Dasha's Place. Some activities cost extra. The NDIS does not pay these costs.
4.4 How and when I would like support
	Support ratio I need
	☐ 1:1   ☐ 1:2   ☐ 2:1   ☐ Other: _________________

	Days and times I would like
	

	When I would like to start
	

	Support needed at night
	☐ None   ☐ Sleepover (staff asleep, wake if needed)
☐ Active night (staff awake all night)

	Support worker preferences
	☐ Female   ☐ Male   ☐ No preference
Other (for example, language or interests): ________


Part 5: What I like and what matters to me
Please tell us about:
1. your interests and hobbies
1. activities you enjoy
1. things you do not like
1. anything that helps staff support you well
For example: cooking, movies, cafes, music, gaming, reading, shopping, exercise, swimming, gardening, fishing, walking, volunteering, group activities, quiet spaces, or sensory preferences.
	About me:
















	Things that upset me or that I do not like:














Part 6: My health
This is a short overview. We will ask for more detail when we make your Support, Care and Emergency Plan together.
6.1 My diagnosis
For example, physical, mental health, health or intellectual disability.
	Diagnosis
	Treatment or support I need

	
	

	
	

	
	

	
	


6.2 Complex health needs
Do you have complex medical or health needs?
☐ Yes      ☐ No      ☐ Not sure
For example: PEG feeding, indwelling urinary catheter, stoma, oxygen, seizures or diabetes management.
	Details (if I have seizures, please describe them and attach the seizure management plan):







6.3 Medication
Do you take prescribed medication?
☐ Yes      ☐ No      ☐ Not sure
	Medication details- you must attach a copy of your medication chart or list the names of your medications.


6.4 Allergies
Do you have any allergies?
☐ Yes      ☐ No      ☐ Not sure
☐	I have a severe allergy (anaphylaxis). I have an action plan and/or EpiPen.
	What I am allergic to, what happens, and what to do:


6.5 Eating, drinking and swallowing
Do you have special dietary needs?
☐ Yes      ☐ No      ☐ Not sure
Do you have problems with swallowing?
☐ Yes      ☐ No      ☐ Not sure
	Details (if I have a mealtime or meal management plan, please attach a copy):





6.6 Moving around and equipment
Do I use mobility aids or equipment?
☐ Yes      ☐ No      ☐ Not sure
For example: wheelchair, walker, hoist or shower chair.
	Details, including any help I need to move or transfer:





6.7 Personal care
Do you need help with personal care?
☐ Yes      ☐ No      ☐ Not sure
	Details (for example, showering, dressing, toileting):






6.8 Health and therapy supports
Do you see allied health or other health workers?
☐ Yes      ☐ No      ☐ Not sure
For example: physiotherapist, occupational therapist, speech therapist, psychologist or dietitian.
	Who they are and what they do for me:









































Part 7: How I communicate
Tick all that fit.
☐	I use spoken words (verbal).
☐	I do not use spoken words (non-verbal).
☐	I use a communication device.
☐	I use sign language.
☐	I use a communication book or cards.
☐	Other: ____________________
	The best way to talk with me, and how I show I am happy, upset or in pain:



































Part 8: Behaviour support
Some people have behaviours that can cause harm to themselves or others. We ask so that we can plan the right support and keep everyone safe.
8.1 Behaviours of concern now
Do you have any behaviours of concern now?
☐ Yes      ☐ No      ☐ Not sure
	What happens, what can trigger it, and what helps:








8.2 Behaviours of concern in the past
Have you had behaviours of concern in the past?
☐ Yes      ☐ No      ☐ Not sure
	Details:








8.3 Positive Behaviour Support Plan
Do you have a Positive Behaviour Support Plan (PBSP)?
☐ Yes      ☐ No      ☐ Not sure
Please attach a copy of the current plan.
8.4 Restrictive practices
A restrictive practice is something that limits what a person can do or where they can go.
Are any restrictive practices used for you?
☐ Yes      ☐ No      ☐ Not sure
	Details, and whether they are authorised:






Part 9: Keeping me safe
	We ask these questions so we can keep you and others safe, and give you the right support. Answering "yes" does not mean we will say no.


9.1 Risk overview
Please tick if any of these apply to you now or in the past.
	Risk
	Yes
	No
	Not sure

	Self-harm or thoughts of suicide
	☐
	☐
	☐

	Mental health concerns right now
	☐
	☐
	☐

	Alcohol or other drug concerns
	☐
	☐
	☐

	Contact with the justice system (police or courts)
	☐
	☐
	☐

	Physical or verbal aggression
	☐
	☐
	☐

	Leaving or running away without telling anyone (absconding)
	☐
	☐
	☐

	Falls
	☐
	☐
	☐

	Being taken advantage of, abused or neglected (now or in the past)
	☐
	☐
	☐

	Child Safety or Adult Protection involvement, or an open investigation
	☐
	☐
	☐

	Unsafe around roads or water
	☐
	☐
	☐

	Hospital admissions in the past 2 years
	☐
	☐
	☐

	Other risks
	☐
	☐
	☐



	More information about any risks, and what helps keep me safe:











9.2 My home (for support in my home)
This helps keep you and our workers safe when we visit your home.
Are there pets at your home?
☐ Yes      ☐ No      ☐ Not sure
Does anyone smoke at your home?
☐ Yes      ☐ No      ☐ Not sure
Are there any access problems (for example steps, parking, gates)?
☐ Yes      ☐ No      ☐ Not sure
Are there any other safety concerns for workers visiting?
☐ Yes      ☐ No      ☐ Not sure
	Details:







































Part 10: Documents to send with this form
Please attach copies of any documents you have. Tick the ones you have attached.
We need these documents to finish your assessment. If a document is missing, we will contact you.
☐	NDIS plan or at a minimum a copy of the NDIS plan goals
☐	Meal management or mealtime plan
☐	Positive Behaviour Support Plan
☐	Medication chart or list
☐	Seizure management plan
☐	Allergy, asthma, diabetes or other medical action plan
☐	Allied health reports (physiotherapist, occupational therapist, speech therapist)
☐	Care plan (GP health plan or comprehensive health care plan)
☐	Risk assessments
☐	Guardianship, nominee or Power of Attorney papers
☐	Other: _________________________________________________________

















Part 11: My consent and privacy
What this means
MIHS needs your permission to collect information about you.
✔	We use your information to check if we can support you, and to give you support.
✔	We keep your information safe and private.
✔	We only share it with people or services who need it to support you.
✔	You can ask to see your information.
Consent
MIHS is committed to protecting the privacy and security of personal information. MIHS follows the Privacy Act 1988 and the Personal Information Protection Act 2004 (Tas).
I understand that the information in this referral/application will be collected, stored and used by MIHS to assess and deliver support services.
I consent to MIHS collecting, using, storing and sharing my personal, health and support information with relevant people or organisations where needed to provide supports and services.
☐	I agree for MIHS to contact the people named in this form to get information needed for my assessment.

	Participant name
	

	Participant signature or other acknowledgement
	

	Date
	____ / ____ / ______


If signed by another person for the participant
	Name
	

	Relationship to participant
	

	Signature
	

	Date
	____ / ____ / ______


How did you hear about MIHS?
☐ Family or friend     ☐ Support Coordinator     ☐ Local Area Coordinator (LAC)
☐ NDIA     ☐ Website or social media
☐ Other: ______________________________________________________________
Sending this form to MIHS
Please send this form and your documents to: 
· Email: admin@makingithappensupport.com 
1. Post:  Making it Happen Support, PO Box 590, Glenorchy TAS 7010
1. By hand: MIHS 398 Dasha’s Day Centre

Thank you for your referral/application. A member of our team will contact you.
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