
 

7 July 2026 

REFERRAL FORM 
Individual Advocacy Service 

 

REFERRED BY 

NAME  PHONE  

ORGANISATION  EMAIL  
Has the client given consent for this referral? If not, please call IDA for general advice 

CLIENT INFORMATION 
FIRST NAME  LAST NAME   
PREFERRED 
NAME (if 
applicable) 

 GENDER  

DATE OF BIRTH  WORK PHONE  

CLIENT’S 
ADDRESS  

MOBILE PHONE  

HOME PHONE  

EMAIL  
ABORIGINAL/TORRES 
STRAIT ISLANDER 
ORIGINS 

 

 COUNTRY OF BIRTH  
INTERPRETER 
REQUIRED  LANGUAGE 

REQUIRED  

    
LEGAL 
GUARDIAN (if 
applicable) 

 GUARDIAN 
RELATIONSHIP   

LEGAL 
GUARDIAN 
EMAIL  

 LEGAL GUARDIAN 
PHONE  

SUPPORT 
PERSON 
(if applicable: 
carer, family 
member, friend, 
support provider) 

 SUPPORT PERSON 
RELATIONSHIP  

SUPPORT 
PERSON EMAIL  SUPPORT PERSON 

CONTACT  

    
PREFERRED 
CONTACT    
 

SERVICE REQUESTED 



 
 

REASON 
FOR 
REFERRAL 
 

 
 

 
 
 
 
 
 
 
 
 

STATUS  

Disability:   Yes ☐  No ☐        
If Yes for Disability, what type?   Physical ☐ Intellectual ☐  Mental Health ☐    
Details: 
 

ADDITIONAL 
COMMENTS 

 
 
 
 

RETURN COMPLETED REFERRAL REQUEST FORM TO office@idainc.org.au 
 

mailto:office@idainc.org.au

