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	North Middle Melbourne Region

Inclusion Support Program

MORELAND CITY COUNCIL

Children’s Services Unit 

INCLUSION SUPPORT FACILITATOR (ISF)

CONFIDENTIAL – Service Planning & Referral Consent form




Privacy Statement

North Middle Melbourne Inclusion Support Program is committed to protecting the confidentiality of your records.  The information recorded is collected and maintained in accordance with the Information Privacy Act 2002 and the Health Records Act 2001.

Part A – Service Information

This section is to be completed by service staff

Referral Date:  ______________________________


	
	CHILDREN’S SERVICE DETAILS

	
	Contact Person:
	
	Position Held:
	
	

	
	Service Name:
	
	
	

	
	Address:
	
	
	
	

	
	Telephone Number:
	
	 Fax Number:
	
	

	
	Email Address:
	
	

	
	
	
	
	
	


To enable the identification and a plan of action to assist your service in relation to this referral, we require you to respond to the following questions:

Please state the  identified service needs relating to this referral

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________

What is the service aiming to achieve through accessing this support? i.e. service goals

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________

What steps have been implemented to date to address the identified need?

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If you would like to speak to an Inclusion Support Facilitator please phone 9240 1111.
Please return Part A and Part B to the Inclusion Support Team at the address listed below.

	
Moreland City Council

Children’s Services

Locked Bag10

MORELAND 3058

Fax:
9240 1212

N.B. If posting referral form, 
please mark envelope CONFIDENTIAL

	
Office Use Only


Date received: _____________________  

Date initial contact made with service: 
__________________________________




Part B –Family Information 

This section is be completed by the parent / guardian with a staff member and should provide as much information as possible to enable the Inclusion Support Facilitator to assist the service to support your child


Date child started at the service: ______________

	CHILD’S INFORMATION

Surname:
	__________________
	First Name:
	_________________

	Date of Birth:
	__________________
	Country of Birth:
	_________________



	Aboriginal, Torres Strait Islander
	Yes / No

	Language/s spoken at home:
	_______________________________________________________

________________________________________________________

	Home Address:
	

	
	
	

	
	
	

	DAYS & TIMES AT SERVICE

	Monday
	Tuesday
	Wednesday
	Thursday
	Friday

	
	
	
	
	

	
	
	

	FAMILY INFORMATION

Parent / Guardian:
	__________________
	Contact Phone No/s: _________________

	Relationship to the child:

Address:
	_______________________________________________________

_______________________________________________________

	Country of Birth:
	__________________
	Language/s Spoken: __________________

	Interpreter needed?                  Yes/No 
	Language Required: __________________

	Parent / Guardian:
	__________________
	Contact Phone No/s: _________________

	Relationship to the child:

Address:
	_______________________________________________________

_______________________________________________________

	Country of Birth:
	__________________
	Language/s Spoken: __________________

	Interpreter needed?                  Yes/No 
	Language Required:  _________________

	
	


FAMILY BACKGROUND & SIGNIFICANT INFORMATION

Please state who at home, including the age of any children.

__________________________________________________________________________________________________________________________

· Are there any relevant reports?

         
         Yes
                       No

· 

If so, have you provided the service with a copy?        Yes
                       No

· 

Please outline any relevant diagnosis and/or medical information in relation 
to your child (eg. any allergies, illness, hospitalisation details):

__________________________________________________________________________________________________________________________


Please state other professionals/agencies involved

(Eg. Maternal & Child Health, Kindergarten/other child care programs, Family Day Care, Special Development School, Paediatrician, Family Support Agency) 
(Please state contact name and number)

__________________________________________________________________________________________________________________________


Is your child enrolled in an Early Intervention Program? If so which one?

_____________________________________________________________


ASSISTANCE REQUESTED FOR CHILDREN FROM PROIRITY GROUP:

Children with ongoing ongoing high support needs

 including children with a disability






Refugee / Asylum Seeker







Culturally and Linguistically Diverse






Aboriginal, Torres Strait and South Sea Islander




CHILD PROFILE

Please circle the appropriate response below and provide additional 

information where relevant.
Self Help

Eating




Independent

Some help

Full assistance
________________________________________________________________________________________________________________________________________


Dressing



Independent

Some help

Full assistance
________________________________________________________________________________________________________________________________________

Toileting



Independent

Some help

Full assistance
________________________________________________________________________________________________________________________________________

Physical & Sensory

General mobility


Independent

Some help

Full assistance 

Please comment on the following if relevant (muscle tone, coordination, vision, hearing and tactile):

____________________________________________________________________________________________________________________________________________________________________________________________________________
Equipment Needs


Yes


No
E.g. walking frame, corner chair. 

Describe the purpose(s) of the equipment e.g. accessing tabletop, mealtime assistance etc).

____________________________________________________________________________________________________________________________________________________________________________________________________________

Social / Emotional

Please comment on the following if relevant (interest in social interaction with others, understanding appropriate social behaviour, expressing frustration and anger, controlling aggression, receiving and expressing affection):

____________________________________________________________________________________________________________________________________________________________________________________________________________

Communication

Does your child use verbal or non-verbal communication to express his/her needs, desires or interests?

____________________________________________________________________________________________________________________________________________________________________________________________________________


What language(s) does your child speak and /or understand? 

____________________________________________________________________
Cognitive

Does your child follow simple instructions?

Yes

No
________________________________________________________________________________________________________________________________________


Please comment on the following if relevant (concentration span, recalling information, recognition of danger):

____________________________________________________________________________________________________________________________________________________________________________________________________________

Additional Information

Please comment on your child’s interest and abilities: ________________________________________________________________________________________________________________________________________

Is there anything your child dislikes or fears? (Please describe)
________________________________________________________________________________________________________________________________________

Does your child display any challenging or difficult behaviours? If so please explain:

________________________________________________________________________________________________________________________________________


PARENT / GUARDIAN CONSENT


I hereby authorise the Inclusion Support Facilitators to receive this information, to visit and support the service to include my child, and to access other information from service’s and professionals as required. I understand that my child’s situation will be reviewed regularly in consultation with myself / ourselves and other relevant agency staff.


Parent/Guardian Signature:  ________________________________ Date:  _____________

	North Middle Melbourne Region Inclusion Support Program

	[image: image1.png]
	[image: image2.wmf] 


	[image: image3.jpg]Moreland City Council





	Sponsored by the Department of Education, Employment and Workplace Relations




[image: image2.wmf][image: image3.jpg][image: image4.png]


