
 
 

Referral Form 

Participant Details 

First name: ________________________________ Surname: ________________________________ 

Gender:   Female  ☐           Male    ☐          Other ☐  

NDIS number: ______________________________ Date of birth: _____________________________ 

Plan start date: ______________________________ Plan end date: _____________________________ 

Contact number: ____________________________ Email: ___________________________________ 

Residential address: ____________________________________________________________________ 

Suburb: ___________________________________ State/postcode ____________________________ 

Preferred method of contact:  Phone  ☐           Email    ☐          Letter ☐ 

Contact details: _____________________________  

Aboriginal or Torres Strait Islander:     Yes  ☐      No    ☐  

Translator required:     Yes  ☐               No    ☐ Language: ________________________________ 

Other requirements: ____________________________________________________________________ 

 

Participant representative details 

First name: _________________________________ Surname: _________________________________ 

Contact number: ____________________________ Email: ____________________________________ 

Relationship to participant: ________________________________________________________________ 

Other details: __________________________________________________________________________ 

 

Disability details 

Primary disability: _______________________________________________________________________ 

Secondary disability: _____________________________________________________________________ 



 

Physical ☐ Cognitive ☐ Sensory ☐ Other ☐ __________________ 

 

Referral details 

Support type: 
 ☐ Coordination of supports – Level 2  
 ☐ Specialist support coordination – Level 3 
☐ Group Activity:  _________________________________ 
☐ Therapeutic Service: _____________________________ 
☐ Mentoring / Peer Support  
☐ Other    _________________________________ 
 

 

Additional details: _______________________________________________________________________ 

 

Funding details 

Plan management type: 
 ☐ Self-Managed funding  
 ☐ Plan-Managed funding  
 ☐ Agency (NDIA) Managed funding  

Plan manager name: _____________________________________________________________________ 
(If already in place) 

 

Additional comments 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 
Attach more information on a separate page, if required.  

Please attach NDIS plan, if available. Please send this to referrals@indige-is.com.au  

mailto:referrals@indige-is.com.au
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