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Starting Strong Family Support - Referral Form

Complete ALL fields and email to: startingstrongfamilysupport@caac.org.au

Please note: This form must be discussed with the family prior to completion. We strongly encourage the family to
be involved in completing the form. All sections must be completed to the best of the referrer and family’s ability.

Eligibility
To be considered by SSFS, all of the following areas must apply:

|:| Mother is pregnant at 30 weeks or more OR infant is not older than 6 months
|:| Infant is Aboriginal and/or Torres Strait Islander

I:lFirst or second time mother OR first opportunity to parent OR mother has no more than two children in her
care (including infant)

|:| Living within Mparntwe/Alice Springs
I:lConsent has been provided

Date of referral

Does the Primary Family Member (Mother) understand the program and provide consent for this referral?

|:|No — If ticked, consent must be obtained prior to referring.
|:|Yes — Mother to sign and date below.

Signature of mother: Date:

Primary Family Member (Mother)

Full Name Date of Birth
Address(es)
Contact No(s) Best time to contact

Aboriginal and/or Torres Strait Islander? Aboriginal|:| Torres Strait IsIander|:| Both|:| Neither|:|

Who is their Mob?

Language(s) spoken

. | i
Skin name s an.lnterpreter Ves |:| No |:|
required?
Smoking status Non-smoker |:| Current smoker |:| Quit since pregnancy |:|

Father / Partner Information

Full Name Date of Birth

Aboriginal and/or Torres Strait Islander? | Aboriginal |:| Torres Strait Islander |:| Both |:| Neither |:|

Who is their Mob? Language/s
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Infant / Pregnancy Information

Child’s Full Name

DOB or Estimated Due Date

Birthweight

Skin name

Other sibling? Name & DOB

Family Information

Who lives with the family?

What are the strengths of the family — individually and collectively?

Do any of the following experiences apply to the family?

Homelessness/Transient housing

Historic |:|

Unknown |:|

Financial challenges/Food insecurity

Historic|:|

Unknown |:|

Domestic, sexual and/or family violence

Historic|:|

Unknown|:|

Isolation/lack of support

Historic|:|

Unknown |:|

Mother (Primary family member)

Mental health challenges

Historic|:|

Unknown|:|

If current or historic, specify:

Alcohol/ other substance use

Historic|:|

Unknown|:|

If current or historic, specify:

Health issues (e.g. RHD, diabetes)

Historic|:|

Unknown|:|

If current or historic, specify:

Father / Partner (if applicable)

Mental health challenges

No|:|

Current I:l

Historic |:|

Unknown |:|

If current or historic, specify:

Alcohol/ other substance use

No|:|

Current |:|

Historic |:|

Unknown |:|

If current or historic, specify:

Health issues (e.g. RHD, diabetes)

No|:|

Current |:|

Historic |:|

Unknown |:|

If current or historic, specify:




Are there any other significant risk factors you are aware of? Please provide detail:

Is Child Protection involved? Yes |:| No |:| DCF Case Manager (if yes)

Please list current (if known) service providers for the family:

Is there any other information you would like us to have about the family?

Referrer Contact Details

Full Name

Agency

Position

Relationship to family

Contact Number Email

Please attach any relevant documents that support this referral, including a signed copy of the Authorisation to
Release/Obtain Information form.

Any inquiries about referrals can be directed to startingstrongfamilysupport@caac.org.au
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AUTHORISATION TO RELEASE/OBTAIN INFORMATION

As part of the Starting Strong Family Support (SSFS) triage process, conversations with other Central Australian
Aboriginal Congress (CAAC) services may take place for the purpose of sharing or obtaining information about the

family/referral, and determining if the program is best fitted to meet their needs.

By signing this form, you authorise Congress SSFS to share and/or obtain information relating to your referral from the

following CAAC services:

Alukura

Social Emotional Wellbeing (SEWB)

Headspace

NDIS

Family Support Service (FSS)

Type of information to be shared: personal, medical, legal, contents of referral.

The purpose of this form is to ensure confidentiality and promote continuity of client care. By signing this, you as the
primary family member understand that if consent is given, the information received is shared (as needed) with the
aforementioned CAAC services. This consent is valid for the period of the referral to the SSFS Program. You may

withdraw consent at any time.

Name of primary family member:

Signature: Date:

Name of witness:

Signature: Date:
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