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	Intake Form and Initial Risk Identification

	
	Endorsed: September 2022
	Version: 1.5



	Name of Person Making Referral
	

	Contact Details
	M:                                                               E: 


	Referral Date
	

	Relationship to Participant
	

	Would you like Essentially Your Choice to contact this person in the future regarding your service with us?
	YES   ☐      NO  ☐     

	Do you have a preferred Essentially Your Choice Support Coordinator? 
	 YES   ☐     NO  ☐     

	Essentially Your Choice Support Coordinators Name
	

	Participant Details

	Participant Name
	

	Address
	

	Postal Address
	

	Contact Numbers
	Home
	

	
	Work
	

	
	Mobile
	

	Email Address
	

	Date of Birth
	

	Primary Disability
	

	Secondary Disability
	

	[bookmark: _Hlk522612440]Is participant of Aboriginal or Torres Strait Islander descent?
	Aboriginal ☐        Torres Strait Islander  ☐            Unknown  ☐          No ☐


	Languages used or spoken
	English

	Is the participant of culturally and linguistically diverse background?
	Yes ☐                  No ☐     

If yes, please specify: _____________________


	Communication 
	Verbal  ☐             Non-Verbal  ☐            Aids Required  ☐          Other ☐

If other, please specify: _________________________



	Communication Preferences 

	

	NDIS Plan Details

	NDIS Plan Number
	

	Dates of Plan
	

	Remaining Hours in Plan
	

	Agency Managed  ☐	            Plan Managed ☐                Self-Managed ☐

	Does this person have a registered Plan Nominee?
	

	[bookmark: _Hlk522793526]Previous Support Coordination Organisation (if existing plan)
	

	Can Participant sign their own Service Agreement?
(If not, please provide alternate details below)
	Yes  ☐
	No  ☒

	Plan Nominee Contact Details

	Full Name
	

	Relationship to Participant
	

	Date of Birth
	

	Address
	

	Postal Address
	

	Contact Numbers 
	Home
	

	
	Work 
	

	
	Mobile
	

	Email Address
	

	Preferred Contact Method
	Home  ☐
	Mobile  ☐
	Email  ☒

	Additional Support Contact Details

	Full Name
	

	Relationship to Participant
	

	Address
	

	Postal Address
	

	Contact Numbers 
	Home
	

	
	Work 
	

	
	Mobile
	

	Email Address
	

	Preferred Contact Method
	Home  ☐
	Mobile  ☐
	Email  ☐





	
Current Services Accessed

	Service Provider
	Service Type
	Contact Information

	
	
	

	
	
	

	
	
	

	Informal Support

	Person
	Support Type
	Contact Information

	
	
	

	
	
	

	
	
	



	Reports/Plans

	If the participant has any of the following reports or plans, please tick in the box provided:

☐   Mealtime Management Plan
☐   Occupational Therapy Assessment
☐   Functional Assessment Report
☐   Manual Handling Assessment
☐   Behaviour Support Plan
☐   Restrictive Practises
☐   External Risk Assessments
☐   Health Management Plan
☐   Any other plans/reports
If so, please specify:                                                       .

Please attach any of the relevant reports to this intake form.







	Other relevant information or identified risks

	












	Participant Home Visit Risk Assessment 
To be completed prior to home visits of new participants  

	Access to Property

	 Can the house be seen from the street?
	

	 Is the house easily identifiable?
	

	 Is there good street lighting? 
	

	 Is there parking close by? 
	

	 Are there a large number of stairs?
	

	 Does a lift need to be used?
	

	 Is entry via the front door?
	

	 Will someone be able to open the front door? 
	

	 Will anyone else be home during the visit? 
	

	Does anyone at home have a contagious illness? 
	

	Will anyone at home be upset by the visit?
	

	  Does anyone at home take drugs or drink a lot of alcohol?
	

	  Does anyone at home smoke? 
	

	Are there any animals living at home? If yes, can they be restrained / put outside during the visit?
	

	 Is a phone call needed prior to the visit to allow for animals to be restrained / moved? 
	

	Is there mobile phone coverage at the house? 
	

	Does the person being visited have behaviour of concern? 
	

	 Does the person being visited have a history of violence or aggression?
	

	  Is there a requirement for 2 EYC staff to attend the visit?
	

	  Is there clear access to exits (in case of an emergency) 
	

	Are there any previously identified alerts or risks related to this property or person? 
	



	
OFFICE USE ONLY
Are there any risks to self or staff identified during initial intake    YES  ☐     NO  ☐                    
Family Contacted to Confirm Request for Service       YES  ☐   NO  ☐                    
Eligible for Services          YES  ☐     NO  ☐                   Copy of NDIS plan attached  ☐  
Assigned to:                                                                   Date Intake Approved: 
Signature:                                                                        Commencement Date: 
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