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Referral Form





Date: ..…. / …… / 2007

Client Information

Name:  …………………………………………………………… 
Male   /   Female

Address: …………………………………………… Suburb: …………………….…  P/ Code: ………..

Telephone:  (……) …………………………………..
Mobile: ………………………………………

Date of Birth:  …..../……./……..…


Referring Agency

Name of School/Agency: ………………………………………………………………………….

Contact Person: …………………………………………………………………………………….

Contact Telephone No: ……………………………………………………………………………                  

Eligibility Criteria

Highest year of school completed: ( 8 ( 9 ( 10 ( 11  ( 12 

Is the client an Australian Citizen or Permanent Resident: ( Yes   ( No 

Parent/Guardian Information (For students under 18 years old)

	Mother / Female Guardian
	Father / Male Guardian

	Name: 

………………………………………..
	Name: 

……………………………………………….

	Address (if different to student):

………………………………………………….……

………………………………………………………
	Address (if different to student):

…………………………………………………………

………………………………………………………… 

	Telephone Contact No:

(BH) ………………………………………………..

(AH) ……………………………………………….
	Telephone Contact No:

(BH) ………………………………………………….

(AH) ………………………………………………….


Other

Please provide any other relevant information regarding this young persons educational needs and other options/support services that have been explored (where applicable): ……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………

	PARTICIPANT CONSENT:
I agree that I will be referred to ………………………………………………………………

                                                                       (Organisation Name) 

CGEA/Year 10 Equivalency Course.
I understand what will be expected of me and agree that you can give the above Organisation information about me.

I agree to my information being provided to the above organisation for the purpose of program planning.

Name of Participant:

 ………………………………………………………………..
Signature: 


 ………………………………………………………………..
Date:



 ………………………………………………………………..

--------------------------------------------------------------------------------------------------------

Optional Consent 

Name of Parent/Caregiver:     ………………………………………………………………..

Signature:                                ………………………………………………………………..

Date:                                        ………………………………………………………………..
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Please fax or mail this form to:
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  Anthy Theodoropoulos



P.O. Box 882

   Bankstown NSW 2200

Fax: 9793 9611

“This project is funded by the Minister for Education and Training and administered by the Department of Education and Training”

PRIVACY NOTICE

The information provided on this referral form has been obtained for the purpose of program planning by the Department of Education and 

Training funded Links to Learning provider, in the best interest of the above participant. It will be stored and maintained in a manner required by the Privacy and Personal Information Protection Act 1998.  
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