Program referral form (‘ "

Settlement Engagement and Transition Support (SETS) Community
g g pp Health Senvice

Date:

Consent from client to share personal information with LCHS? |:| Yes |:| No

Method of referral:

I:‘ Internal referral I:‘ External referral

|:| Walk in |:| Phone |:| S2S D Email |:| Word of mouth
|:| Other:

Referring organisation: Are you currently a client of another SETS provider? |:| Yes D No
If Yes, please indicate which service: |:| CcMY I:l GMS |:| Uniting

Client details:

First name: Surname: Preferred name:

Address: Postcode:
Gender: Mobile phone number: Email address:

Date of birth: Country of birth: Date of arrival in Australia:
Visa type: UR#: (i applicable)

Preferred language:

Need for interpreter? I:‘ Yes l:' No English proficiency: l:' High I:' Medium l:' Low

Reason for referral (including background and at risk factors)

Once completed, press SUBMIT button or email to SETS@I|chs.com.au @
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