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Active 8 Physical Health & Wellbeing Program Referral Form

Referral Process

1. Refer (self or service):

a. Must complete this Referral Form with the consumer present.
b. Forward completed Referral Form to active8@neaminational.org.au
c. The Project Officer will contact the referred person to notify of receipt of Referral Form and set up a meeting with consumer when it is convenient. 
2. Physical Health Project Officer/Peer Health Coach:

a. Will meet with the consumer and referral person (if required) as soon as possible.
b. Will explain how the program works and the rights and responsibilities of each party. 

c. Confirm eligibility for the program with the consumer.
Consumer Details

	Name
	Given:                                                      
	Surname:  

	Address
	

	Contact phone/s
	Home:
	Mobile:
	Work:

	Email 
	

	Preferred method of contact (please tick)
	( Home Phone 
	( Mobile
	( Work Phone
	( Email

	Date of Birth
	

	Gender (please tick)
	(   Male       (   Female       (   Other

	Health Care Card
	(   Yes       (   No      (   Other_____________________________

	Does the consumer identify as Aboriginal or Torres Strait Islander?
	(   Yes          (   No               (   Other, please specify:

	Have you/ the consumer expressed interest in addressing their/your physical health? Please provide any relevant information
	


	Why do you/ the consumer want to receive support around your/their physical now?
	

	What part of the program do you/the consumer want to participate in?
	(   Peer Health Coaching Sessions       (   Eat, Plant, Learn

 (   Both


	Please include some information about your/the Consumer’s mental illness  (i.e. diagnosis, symptoms)
	Primary:

Other:



	Please include some information about your/the Consumer’s physical illness  (i.e. diagnosis, symptoms)
	Primary:

Other:



	What are your/the consumer’s strengths?

(I.e. listening, supporting, cooking, planning)
	

	Are you/ is the consumer working with a community mental health services? (detail if yes)
	(   Yes  
	(   No  

	Mental Health Support

Provider details
	Provider name:

	
	Contact person name:

	
	Phone:

	
	Email:


Referring person Details (if not self-referred)
	Name
	

	Organisation
	

	Contact Phone/s
	Mobile:
	Work:

	Email
	


Referred person signature; ________________________   
Date of referral ____/____/________

· Please email a scanned copy of this form along with a completed Risk Assessment(if applicable) to: active8@neaminational.org.au
· Please note partially completed referral forms and Risk Assessments will not be accepted.
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