[image: ]HASP REFERRAL IN FORM    Please email completed referral to 
intake@gcys.com.au

(16-25 Homeless or at risk of Homelessness)
Name of person making referral: _____________________________________________  Date:_______________

Relationship to Young Person: ______________________________________________  since____/____/_____

Name of Service:________________________________________________________ Ph:  ___________________







	
YOUNG PERSON DETAILS                         Homeless    or      At Risk of Homelessness        (please circle)
                                           
Name:	_______________________________________________ Date of birth:  ____/____/_________   Age:_____

Background: Aboriginal       Torres Strait Islander     Aboriginal and Torres Strait Islander  	
                     Other, please specify ___________________________________________________

Young person’s contact details: Mobile:  ________________ Email: ___________________________________
Lives with: _____________________________________________________  Contact no: ____________________ 
Address: ________________________________________________________Suburb: _______________________         
Status:    Single  	Couple 	Family  	Number of Children  ______________


	Reason for Referral: (if you need more space please add additional page.) 
___________________________________________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Support and services currently involved: 
	Service/ Support
	Providing/ since

	


	

	


	

	


	

	List any Risk factors: e.g. environmental, relationships, behavior, etc

	


Client aware of referral/contact:            Yes / No                                         


 Referral accepted by HASP                 Yes         No         
 Worker Name:                                                                       Date:[bookmark: _GoBack]
 QHIP Assessment completed by  ______________________________  QHIP Rating ____________
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