
 

Name:……………………………………………………………………………………………………………………... 

Age:………………   D.O.B.:……………………….. Contact Phone Number:………………………………………… 

Address:…………………………………………………………………………………………………………………... 

Email:……………………………………………………………………………………………………………………… 

Please Circle – Do you identify as   –     ABORIGINAL:    Y    /    N        TORRES STRAIT ISLANDER:     Y   /     N 

Do you have any current DV Orders:    Y   /   N    If yes name of the Respondent:……………………………………… 

 If yes please supply copy of current DV Order to SWT 

Do you have Children   Y   /    N     If yes ages:…………………………………………………………………………… 

Is there any current Child Safety Orders in Place   Y  /   N    If yes please supply copy of current orders to SWT 

Are you attending:                HEALING JOURNEY                       WOMENS GROUP                               BOTH 

Are you currently involved with any other Women’s Organisation’s/Agencies:               Y      /        N 

If so Organisation/Agency Name/Number:………………………………….Case Worker’s Name:…………...….…... 

Do you suffer from any of the following Medical Conditions:           

DEPRESSION              ACUTE STRESS DISORDER             ANXIETY             POST TRAUMATIC STRESS DISORDER 

PANICK ATTACKS                    PANIC DISORDER 

Are you currently taking medications for any of the above conditions, if so please list 

medications:………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………….. 

Emergency Contact or Next of Kin:………………………………………..Ph:…………………………………………. 

Special Dietary Requirements/Allergies:………………………………………………………………………………… 

Signature of Client:……………………………………………….……Date:…………………………………………… 


