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www.capabilitysupport.com.au 

Referral Form 

(Supported Independent Living/Individualised Living Options) 

Participant Details 

First name Preferred name 

Middle/ Second Name 

Last name 

Address 

Date of birth 

Do you identify as Aboriginal 
or Torres Strait Islander? 

Participant’s Representatives/Guardian 

Name 

Relationship to Client 

Email 

Phone Number 

Referrer’s details 

Name 

Relationship to Client 

Email 

Phone Number 
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Referral Details 

Reason for referral 
 

Support Times Required 
 

Participant Medical Details  

Primary Diagnosis  

  

Co-morbidities  

  

Medication Details  

  

Other Medical Information  

Participant NDIS Details  

Plan Number (attach plan)  Management  

  

Plan Start Date  End Date  

    

Plan Manager (if plan 
managed) 

 

Circle of Supports  

Support Coordinator  

  

Behaviour Support 
Practitioner 

 

  

Other Allied Health  
(OT, speech etc.) 
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SIL/ILO Requirements 

Required Support Ratio 

Support Needs 

SIL/ILO Funding Status 

Participant’s need for 1:1 or 
greater support 

If sharing, housemate 
preferences? 

Restrictive Practices in Place 

Restrictive Practice Approval Status 

Other notes & Behaviours of Concern 

Please attach or comment on any of the below that are in place for the participant. 

Document Comment 

Previous Risk Assessments 

Medication Purpose Forms 

Behaviour Support Plan 

Mental Health Assessment 

Functional Capacity Assessment 

Relevant Orders (PTO, AVO, etc) 

Continence Assessments 

Diabetes Care Plan 

Wound Care Plan 

Nutrition Care Plan/Swallowing Assessment 

Ambulatory Assessment 
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Please tick below known behaviours of concern 

Property Damage 

Medication Refusal 

Alcohol Abuse 

Self-Harm/Suicidal Ideation 

Physical Aggression 

Wandering 

Hoarding 

Verbal Aggression 

Please confirm that you have the participant's consent to lodge this referral prior to sending 

to Capability Support. Please send referral form to info@capabilitysupport.com.au  
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