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Participant Referral Discovery Questionnaire
Participant Details 
	Participant Name 
	
	D.O.B
	
	Gender
	

	Contact details 
	Home
	
	Mobile
	

	Email address
	

	Language spoken at home:
	
	Interpreter required 
	☐ Yes ☐ No

	Preferred option for communication
	☐ Email   ☐ Text       ☐Ph 
	Do you identify as Aboriginal and Torres Strait Islander?   ☐ Yes ☐ No

	Residential Address
	


Coordinator of Support, Referrer or Participant Representative Details
	Name 
	
	
	

	Organisation
	
	Position
	

	Phone
	
	Email
	

	Referrer Type
	☐ COS           ☐ Referrer          ☐ Representative                             


For participants under the age of 18 years of age, under guardianship or in the care of family or caregivers please complete
	Parent/Guardian Name
	

	Relationship to participant
	☐ Parent           ☐ Guardian          ☐ Caregiver         ☐ Other

	Legal Authority to Act
	☐ Yes       ☐ No       
Please provide documentation

	Residential Address:
	

	Contact details 
	Home
	
	Mobile
	

	Email address
	


To assist the team at Joyful Souls Support, please select and outline the support services that you require:
	☐ Community Access 
	☐ Respite
	☐ Skills Development

	☐ Assistance with Self-Care
	☐ Supported Independent Living – SIL 
	☐ Training

	Other Support services:


	Support Worker preferred 
	☐ Female       ☐ Male                

	Age range requested
	☐ 18-24    ☐ 25-35        ☐ 36-45    ☐ 46-55      ☐ 55+

	Other Comments
	



Describe your NDIS Goals and how Joyful Souls Support can support you?
	NDIS Goals

	Goal 1:


	Goal 2:


	Goal 3:




Please describe below, the types of supports, the length of time and the days you are looking for support:
	What kind of support do you need?
	When day/s do you need the support?
	How long would you like the support for?

	




	
	

	If known, please provide the NDIS Line Item Code:



Understanding your needs:
	Please describe your Disability/s





	Do you have a diagnosed Medical Condition? 
☐ Yes       ☐ No     
☐ If yes, please describe:     


	Do you have known ALLERGIES?
☐ Yes       ☐ No     
☐ If yes, please describe:     


	Do you have a behaviour support plan in place?
☐ Yes       ☐ No   

	Mobility requirements 
☐ Yes       ☐ No   
If yes, please select:  
☐ Wheelchair       ☐ Walker        ☐ Accessible vehicle        ☐ Car seat       ☐ Other




PARTICIPANT CONSENT
I understand that:
· This organisation keeps records about my referral and the supports I receive.
· Staff in the organisation may access my information when they need it to do their job and support me.
· I or my nominated representative can ask to see my records and request a copy at any time.
· My records will be stored in accordance with the organisation’s Privacy Policy and the Privacy Act.
· My personal information will be kept private and confidential.

To the best of my knowledge, the information provided in this form is true and correct:

Name: _______________________________	Relationship to Participant: _______________

Signature of Participant/Guardian: _____________________ Date: _____________________

☐ Please tick if VERBAL CONSENT was provided by the Participant.

Witness Name: _________________	Relationship: ____________________ Date: __________
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