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BRADAAG Referral Form 
Residential Program Referral: A separate BRADAAG Referral Form is required to be filled out, with supporting documents for each person (including partners, family members, or children) that is wanting to be referred to stay at either of BRADAAG’s residential programs.
Outreach Program Referral: No documentation is required for BRADAAG’s Outreach Program Referrals, just fill out as much of the below information as possible. 
Referral Requirements for Individuals Aged 16 or Older
All BRADAAG Residential Referrals, must provide one of the following:
|_|  	Nationally Coordinated Criminal History Check (within the last 3 months)
|_|  	A criminal history along with a statement of facts for current offending. This must provide clear indication of a person’s past and be cross referenced interstate.
|_|  	For people that are incarcerated and referred by an external referring agency (such as a lawyer), the criminal justice system or prosector should be able to supply this via National Criminal Intelligence System for Police Checks
|_|  	Parole Report (If applicable) 

All Criminal Justice or Corrections Referrals, must answer and provide supporting documents to all following questions: 
|_|  	Current charges and facts attached 
If you only supply a NT criminal history check. Can you verify that the referred person has no interstate (beyond the NT) prior criminal history? 
|_|  - 	YES   - if so, Date:……………………… Signature ……………………………
|_|  - 	NO (if NO, include all state-based criminal history checks)
Identity Verification, for all BRADAAG Referrals (choose one):
|_|  	100 points of full colour identification (front and back) and current Centrelink summary, or 
|_|  	A statutory declaration (with photo of referred person) from the referring agency or criminal justice provided that confirms the individual’s identity  
Refer to NT.GOV.AU for ID requirements

Please email this form and required documentation to:  clientmanagement@bradaag.org.au
Please tick or highlight all YES or NO questions below


	[bookmark: _Hlk203405108]  Referred Person Information. Questions marked with a * must be answered

	Surname*
	  

	Given name/s *
	

	Known by any other names *
	

	DOB *
	

	Gender *
	Male  |_|  	Female  |_|            Other  |_|  

	Community
	

	Language Group
	

	Skin Name 
	

	Address
	

	Suburb/Town
	
	State:
	
	Postcode:
	

	Aboriginal*  |_| YES         |_|  NO
	Torres Strait Islander*   |_| YES         |_|  NO
	    Neither     |_|                 

	Interpreter Required*    |_| YES       |_|  NO  (if yes, please include Language for Interpreter) -



	  Referral Information. Questions marked with a * must be answered

	
Self-Referral *                                          |_|   YES                 |_|   NO

	Referring Agency Details 

	Agency Name
	  

	Contact Person
	

	Contact Number
	

	Contact Email Address
	



	Program Requested *
	Have you entered this program before? 
	Other Comments

	Single Residential Rehab 
(13 - Weeks)           |_|

	
|_|   YES                 |_|   NO
	

	Family Residential Rehab (13 - Weeks)                    |_|

	|_|   YES                 |_|   NO
	

	Ongoing Care Program 
(13 – Weeks Transitional Aftercare Units)     |_|

	|_|   YES                 |_|   NO
	

	Outreach Program (Ongoing Support)                   |_|

	|_|   YES                 |_|   NO
	

	Other Personal Information

	Person Currently Incarcerated *
	              |_|   YES                 |_|   NO

	Release Date (if known) *
	

	Next Hearing Date (if known) *
	

	Medicare Number
	

	Centrelink CRN Number
	

	[bookmark: _Hlk203051960]Does the referred person have any medical or other needs?
	  |_|   YES                 |_|   NO
(if yes, please complete page 5 of referral form) 

	Are you aware of an avoidance relationship with any current BRADAAG clients or staff members?	
	  |_|   YES                 |_|   NO
(if yes, please provide details) -

	Emergency or Next of Kin

	Name
	

	Relationship
	

	Phone Contact
	

	Financial 

	Can the referred person and any accompanying partners each pay $598 x 5 fortnights for their 13 - week stay at BRADAAG? This fee includes food, accommodation and power (Mindful that some people are already paying rent on existing properties):    |_|   YES                 |_|   NO

If unable to pay $598 per fortnight, please refer the person to financial counselling and provide budget details (including a copy of the budget and Centrelink Income Statement detailing financial situation):


	Reason for Referral to BRADAAG?

	Please provide a brief description of current situation:













	[bookmark: _Hlk203465272]Consent to Collect and Store Personal Data (for Treatment Purposes Only)*

	I hereby authorise information regarding my background (including health, home life, legal status, etc) to be collected and stored on the BRADDAG Data Base and the NT Government Data Base for reporting purposes. If you do NOT agree, select no. However, we may not be able to process your application.	

  |_|   YES                 |_|   NO


	Release of Information (sharing information with other services to support your wellbeing at BRADAAG) *

	I hereby authorise information regarding my background (including health, home life, legal status, etc) to be shared between BRADAAG and (circle all that apply)  

Yes, to all listed   |_|	    NTG Community Corrections |_|         Dept of Children & Families            |_|   

NT & National Police   |_|        NT Department of Health      |_|         Anyinginyi Health Aboriginal Corp  |_|

Legal Services |_|       DFSV Specialist Services |_|        Past Doctor or Health Clinic  |_|        

Other |_|  (list below)        None |_|








I give permission for my personal information to be shared with the above circled organisation from now until                                (Date) *

	Other services engaged with client, or family:  




	[bookmark: _Hlk203474313]Client Declaration/ Signature *

	Referrer Declaration *

	I confirm that I have completed this form in the presence of the client and that I have ensured the client fully understands the purpose and nature of this referral. Where the client is not proficient in English, I confirm that I used Aboriginal Interpreter Services (08) 89998353 -                                                           |_|   YES                 |_|   NO

	Any information exchanged will only be used to assist in providing appropriate service support and will not be given to any other program or person without written permission. 

I understand that if another agency is requesting information regarding the referred person which does not relate to their current participation in the BRADAAG Program, staff will request permission from you in writing before providing an information (this excludes statutory information sharing e.g., Mandatory Reporting) 
                                                                                                                                                             |_|   YES                 |_|   NO




	Accompanying Children in the Care of the Referred Person

	For each accompanying child please complete: 
Do they attend a day program in Tennant Creek, such as school or childcare? 
	Child One
|_|   YES
|_|   NO
DOB:
	Child Two
|_|   YES
|_|   NO
DOB:
	Child Three
|_|   YES
|_|   NO
DOB:

	Details of day program or school (name and location)
	
	
	

	Contact name at day program or school
	                      
	
	

	For each accompanying child please complete: 
Do they attend a day program in Tennant Creek, such as school or childcare? 
	Child Four
|_|   YES
|_|   NO
DOB:
	Child Five
|_|   YES
|_|   NO
DOB:
	Child Six
|_|   YES
|_|   NO
DOB:

	Details of day program or school (name and location)
	
	
	

	Contact name at day program or school
	                      
	
	



*For more than three children, list extra child/ren details on a separate sheet.
**Please list all children expected to stay at any time during the 13 weeks. 










	Medical Information (all sections must be completed)

	Do you suffer from any of the below conditions? 
In the event of an emergency, our staff would need to know to make sure everyone is provided with appropriate care.


	Medical Condition
	YES
	NO
	(If yes, please give details including past Doctor/Clinic and Medications)


	Asthma, bronchitis, other chest trouble
	|_|
	|_|
	

	Back or neck pain / injury
	|_|
	|_|
	

	Diabetes or thyroid trouble
	|_|
	|_|
	

	High blood pressure &/or heart problems
	|_|
	|_|
	

	Fits, faints, epilepsy
	|_|
	|_|
	

	Eye &/or hearing problems
	|_|
	|_|
	

	Mental illness
	|_|
	|_|
	

	Persistent migraines/ headaches
	|_|
	|_|
	

	Kidney, bladder, urinary problems
	|_|
	|_|
	

	Stomach, bowel, liver or gall bladder trouble
	|_|
	|_|
	

	Skin Conditions (eg eczema, sores, wounds)
	|_|
	|_|
	

	Rheumatic Heart Disease
	|_|
	|_|
	

	Any other medical condition or injury?
	|_|
	|_|
	

	Health Check Status

	Aboriginal Health Check Completed in last 12 months
	Yes|_|
	No|_|
	If known, date of last check:
Clinic Name:



Consent and Acknowledgment 
I understand that the information provided will be used to best help my support in the selected BRADAAG Program. 
I consent to the program staff contacting the person that referred me to BRADAAG or my next of kin to support my participation.

Client Signature or Verbal Consent ___________________________________ Date ________________
I confirm that, to the best of my knowledge, all provided referral information and supporting documentation for the referred individual is accurate and complete.

Referrer Signature   ____________________________________ Date ___________________
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