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P a r t i c i p a n t  d e t a i l s  

Full name:  Participant NDIS Number:  

Date of birth: DD / MM / YYYY 

Mobile:  Phone:  

Email:   

Address:  

Alternative contact person: (name & number)  
 

M o d e  o f  c o m m u n i c a t i o n  

Language:  Preferred Language spoken:  

Interpreter required: ☐  Yes      ☐  No 

Preferred method of communication:  

☐  face to face ☐  phone call ☐  text message ☐  email 

☐  letter ☐  visual (images/videos) ☐  contact with my advocate/representative 
 

E n g a g e m e n t  p r e f e r e n c e s  

 With who How 
(mode of engagement) 

How often 

☐  family    

☐  friends    

☐  community    
 

D i v e r s i t y  a n d  c u l t u r a l  b a c k g r o u n d  

Country of Birth:  

☐  Aboriginal ☐  Torres Strait Islander ☐  Neither ☐  Both 

☐  Refugee ☐  Asylum Seeker ☐  Neither  

Religion:   
 

Type of disability: 

 

Current health status: 

 

Summary of the Participant’s strengths, goals, concerns: 
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P r o v i d e r  d e t a i l s  ( r e f e r r a l  t o / f r o m )  

Name:  

Phone:  Email:   

Address:  

Postal address:  
 

R e f e r r a l  d e t a i l s  a n d  r e a s o n s  

Date of referral: DD / MM / YYYY 
 

Summary of the referral reasons: 

 

R i s k  a s s e s s m e n t  

Risk 
Risk rate 

(Low/Medium/High) 
Treatment Control 

Measures 
Responsibility  Review 

(re-assessment) 
     

 

 

 

 

 

 

S i g n  o f f  

Participant:  Signature:  

Date: DD / MM / YYYY 

Provider (referral to/from):  Signature:  

Date: DD / MM / YYYY 

REHOBOTHCARE SERVICES:  Signature:  

Date: DD / MM / YYYY 
 


