
  

REFERRAL FORM              Date ___ / ___ / ___ 
First and middle names  

Surname (Maiden name) _________________ 

DOB /          / Gender  

Contact number(s)  

Email address  

Is it safe to call them? ▢ Yes ▢ No Is it safe to text them? ▢ Yes ▢ No 
 

Do they work?  ▢ Yes ▢ No ▢ Unsure 

If yes, what is their weekly income before tax?   

Do they receive Centrelink?  ▢ Yes ▢ No ▢ Unsure 
If yes, how much do they receive from Centrelink on 
a weekly basis?   $ 

Notes  
 

Describe the legal 
problem(s).  

E.g. DFV, debt, parenting, 
employment, elder abuse, 
dispute with neighbour. 

_______________________________________ 
_______________________________________ 

Name of anyone else 
involved in the legal 

matter? e.g. an ex-partner, 
landlord, insurance 

company 

_______________________________________ 
_______________________________________ 

 
 

If interpreter required:  Language:_____________________________________ 
Does the person have a 
disability that we should 

know about? 
__________________________________________ 

Any other relevant 
information 

 

 

Referred by: (Name and 
organisation)  

 
 

DISCLAIMER 
Thank you for this referral. Submitting this referral form does not guarantee we can assist. We may have 

additional questions for you or the referred person to determine their eligibility for our service. If you have any 
questions about this form, please call us on 4953 1211.  

 
OFFICE USE ONLY 

Client contact attempts 
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