
Initial Referral Intake Form

Date Submitted

Referrer Details
Name & Position

     
    

Service Details
Phone

    
 

Email
   
  

Consent to provide referral information
Has the individual agreed to a referral and for personal
information to be collected and shared with Karumah? Yes No

If NO, referral cannot
proceed

Personal and Contact Information
Name    

  
Address

Postcode     
 

Birthdate      

Phone No. Mobile No.

Email

Cultural &
Linguistic
Background

      Is the person of
Aboriginal or Torres Strait
Islander origin?

     

Referral Details
Referral Criteria (select all that apply)

PLHIV
Partner/Family of PLHIV
Carer
Other

Support Requested (select all that apply)
Case Management
Groups & Social Support
Other
Unsure

Referral approval and acceptance
Karumah Manager
Accepts Referral Signature Date      
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Contact us: admin@karumah.org.au
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