
Karinya Farm Supports

Support Service Referral Form

Referral Date: _ / _ / ______

1. Participant Details

Participant Name: _______

Date of Birth: _ / _ / ______

Age: _____

NDIS Number: _______

Address/Suburb: _______

Phone Number: _______

Email Address: _______

Preferred Contact Method:
☐ Phone
☐ Email
☐ Text
☐ Through parent/guardian
☐ Through support coordinator

2. Parent / Guardian / Primary Contact

Name: _______

Relationship to Participant: _______

Phone Number: _______

Email Address: _______

Is this person authorised to speak on behalf of the participant?
☐ Yes
☐ No
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3. Referrer Details

Referrer Name: _______

Organisation: _______

Role: _______

Phone Number: _______

Email Address: _______

Relationship to Participant:
☐ Support Coordinator
☐ Parent/Guardian
☐ Plan Nominee
☐ Carer
☐ Participant
☐ Other: _______

4. NDIS Funding Details

NDIS Plan Management Type:
☐ Self-managed
☐ Plan-managed
☐ Agency-managed
☐ Unsure

Plan Manager Name: _______

Plan Manager Email: _______

Plan Manager Phone: _______

NDIS Plan Dates:
Start: _ / _ / __
End: __ / _ / ___

Funding Category to be Used:
☐ Core Supports
☐ Capacity Building
☐ Improved Daily Living
☐ Improved Relationships
☐ Social and Community Participation
☐ Other: _______

Approximate Hours Requested:
☐ 1–2 hours weekly
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☐ 3 hours weekly
☐ 3–6 hours weekly
☐ Other: _______

Are kilometres approved/funded?
☐ Yes
☐ No
☐ Unsure

Approximate Kilometres Required Weekly: _________

5. Type of Support Requested

Please tick all that apply:

☐ Community access
☐ Social participation
☐ Farm-based support
☐ Life skills development
☐ Emotional regulation support
☐ Confidence and independence building
☐ Support to attend appointments or activities
☐ School refusal/disengagement support
☐ Support with routines
☐ Transport support
☐ Respite/short-term support
☐ Support before or after counselling sessions
☐ Other: _______

6. Participant Goals

Please describe the participant’s current goals or areas they would like support with.

Examples may include building confidence, increasing independence, improving emotional regulation,
accessing the community, developing friendships, reducing isolation, building routine, or learning life
skills.

7. About the Participant

Diagnosis / Disability / Support Needs:
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Communication Style:
☐ Verbal
☐ Non-verbal
☐ Limited verbal
☐ Uses visuals
☐ Uses AAC/device
☐ Other: _______

Interests, Strengths and Motivators:

Things the participant enjoys:

Things the participant dislikes or avoids:

8. Support Worker Matching Information

Preferred Support Worker:
☐ Female
☐ Male
☐ No preference
☐ Other: _______

Personality/Approach That Works Best:
☐ Calm and gentle
☐ Fun and energetic
☐ Firm but kind
☐ Low-pressure approach
☐ Highly structured
☐ Flexible and interest-led
☐ Other: _______

What has worked well with past or current support workers?

What has not worked well with past or current support workers?
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Reason for seeking a new support worker, if applicable:

9. Behaviours / Regulation / Risk Information

Does the participant experience emotional dysregulation?
☐ Yes
☐ No
☐ Sometimes

If yes, please describe triggers, warning signs and what helps.

Are there any behaviours of concern?
☐ Yes
☐ No
☐ Unsure

If yes, please provide details.

Known triggers:

Helpful calming strategies:

Is there a current Behaviour Support Plan?
☐ Yes
☐ No
☐ In progress
☐ Unsure

Are there any restrictive practices in place?
☐ Yes
☐ No
☐ Unsure

If yes, please provide details and relevant documentation.
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10. Medical / Safety Information

Medical Conditions:

Allergies:

Medication Requirements During Support Hours:
☐ Yes
☐ No

If yes, please provide details.

Emergency Contact Name: _______

Emergency Contact Phone: _______

Relationship to Participant: _______

Any safety concerns we should be aware of?

11. Availability

Please list preferred days and times.

Day Preferred Time/s

Monday ______

Tuesday ______

Wednesday ______

Thursday ______

Friday ______

Saturday ______

Sunday ______

Preferred Start Date: _ / _ / ______

Frequency Requested:
☐ Weekly
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☐ Fortnightly
☐ Flexible/as needed
☐ Other: _______

12. Transport Information

Is transport required?
☐ Yes
☐ No
☐ Sometimes

Pickup Address: _______

Drop-off Address: _______

Can the participant travel safely in a car with a support worker?
☐ Yes
☐ No
☐ Requires discussion

Any car seat, booster, mobility or transport requirements?

13. Consent to Share Information

I give permission for Karinya Farm Supports to communicate with relevant people involved in the
participant’s care, including parent/guardian, support coordinator, plan manager, school, therapists or
other providers where appropriate.

☐ Yes
☐ No
☐ Please discuss first

Name of Person Giving Consent: _______

Relationship to Participant: _______

Signature: _______

Date: _ / _ / ______
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14. Documents to Attach, if Available

☐ NDIS Plan Goals
☐ Behaviour Support Plan
☐ Risk Assessment
☐ Therapy Reports
☐ Medication/Medical Plan
☐ School Support Plan
☐ Other relevant documents

15. Office Use Only

Referral Received By: _______

Date Received: _ / _ / ______

Initial Contact Made:
☐ Yes
☐ No

Suitable Service Match:
☐ Yes
☐ No
☐ Requires further discussion

Support Worker Matched: _______

Proposed Start Date: _ / _ / ______

Notes:
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