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AGENCY Form:  FaRS Family Counselling – Referral Form
Family Counselling is a counselling service for individuals experiencing difficulties within their family relationships, with the aim of this service to strengthen the family unit, preventing further breakdown and ensuring the wellbeing and safety of children.
The service provided under Family Counselling will incur a fee according to the individual’s capacity to pay. Should the client be on a low income or experiencing financial difficulties, there will be measures in place to ensure that they can access family counselling.

Family Counselling is a short-term, Early Intervention service and should not be used in place of psychology services. Please note- Referrals will be screened for their appropriateness. 
	Date of Referral:
	     

	Reason for Referral:
	     


	Is the client aware of the referral?
	 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No

	DETAILS OF INDIVIDUAL:

	Name:
	D.O.B.
	Gender:

	     
	     
	 FORMCHECKBOX 
  Male        FORMCHECKBOX 
  Female

	Address:
	     

	Email Address:
	     

	Suburb:
	     
	Postcode:
	     

	Phone:
	     
	Mobile:
	     

	Is this person of Aboriginal or Torres Strait Islander origin?
	 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No

	Is this person of Culturally & Linguistically Diverse background?
	 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No

	DETAILS OF PARENT/ CAREGIVER (if individual is under the age of 18):

	Name:
	D.O.B.
	Gender:

	     
	     
	 FORMCHECKBOX 
  Male        FORMCHECKBOX 
  Female

	Address:
	     

	Email Address:
	     

	Suburb:
	     
	Postcode:
	     

	Phone:
	     
	Mobile:
	     

	Relationship to Individual:      

	Is this person of Aboriginal or Torres Strait Islander origin?
	 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No

	Is this person of Culturally & Linguistically Diverse background?
	 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No

	What other services have the family and/or individual engaged with over the last 12 months?

	Organisation
	Contact Name and Number

	
	

	
	

	
	

	FAMILY HISTORY:

	Is there anyone in the household at immediate risk of harm?

If Yes, please provide details below:

     

	 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No

	Is there a history of AVO’s and/or court orders?

If Yes, please provide details below:

     

	 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No

	Is this referral due to Family Separation?
If Yes, please provide details regarding the care arrangements (For child referrals)
     
 
	 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No
 

	Does the other parent consent to this service? (For child referrals)
	 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No



	REFERRER DETAILS:

	Name of Referrer:
	     

	Position:
	     

	Organisation: (if applicable)
	     

	Phone:
	     

	Email:
	     

	Signature:
	

	

	Is there any other information relevant to this referral?                                             
If Yes, please provide details:

     

	 FORMCHECKBOX 
  Yes        FORMCHECKBOX 
  No



	Ref: FARS FORM-002 -  FaRS Family Counselling – Referral Form 
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