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Children’s Counselling Referral
Empowering children experiencing domestic abuse across Scenic Rim, 
Jimboomba and surrounding areas.
Please contact Children’s Counselling on 3826 1500 to confirm capacity to 
accept referrals prior to completing and sending this form. If you have any 
questions or need assistance with this referral, please contact us.
Please send to: counselling@yfs.org.au  









	REFERRERS DETAILS

	Referring Agency:
	

	Contact Name:
	
	Phone / Email:
	

	Client / Parents / Guardian have consent to this referral on:
	

	Consent for ongoing release of information is attached:
	|_|  Yes    |_|   No

	DV History:

	

	Legal

	Current DVO?
	|_|  Yes - If yes, please attach a copy
	Ordered:
	

	
	|_|  No
	|_|  Cross-orders
	Expires:
	

	
	|_|  TPO        
	|_|  Protection Order
	Next Court Date:
	

	Other names on order? (e.g. children)
	

	Conditions on order?
	

	Family Law
	|_|  Yes. If yes, please call 3826 1500 to talk to intake worker to check for suitability 

	
	|_|  No      
	Details if in progress:
	

	

	1. REFERRED CHILD / YOUNG PERSONS DETAILS:

	Full Name:
	
	DOB:
	

	Gender:
	
	Pronouns:
	
	Phone:
	

	Address:
	

	Safe to:
	|_| Call                   
	|_| Text                                   
	|_| Leave Voice Msg                  

	Indigenous:
	|_| Aboriginal       
	|_| Torres Strait Islander
	|_| Aboriginal & Torres Strait Islander

	Other cultural background:
	

	Contact Arrangements with Adult Using Violence:

	|_| No contact        

	(If phone calls, in person or other, please call intake worker 3826 1500 to check for suitability for counselling).

	|_| Phone contact only    
	|_| In person   
	|_| Other – provide details:
	

	School/Childcare name:
	
	|_| Home School 

	Education Details:
	

	Health Challenges/Diagnosis:
	

	Current Concerns:
	

	Has the referred person demonstrated any of the following (tick all that apply & provide details):

	|_|
	Problem sexualised behaviours
	Details:
	

	|_|
	Power & Control
	Details:
	

	|_|
	Harm to pets/animals
	Details:
	

	|_|
	Suicide attempts
	Details & Dates of hospitalisations:
	

	|_|
	Self-harm
	Details:
	

	|_|
	Used or threatened to use a weapon
	Details:
	

	|_|
	Drug/alcohol or other addictions  
	Details:
	

	|_|
	Other
	Details:
	

	Is the person referred involved with:

	|_|
	Drug/alcohol or other addictions services
	Details:
	

	|_|
	Mental health? Eg CYMHS, Headspace, others
	Details:
	

	|_|
	Other
	Details:
	

	

	2. REFERRED CHILD / YOUNG PERSONS DETAILS:

	Full Name:
	
	DOB:
	

	Gender:
	
	Pronouns:
	
	Phone:
	

	Address:
	

	Safe to:
	|_| Call                   
	|_| Text                                   
	|_| Leave Voice Msg                  

	Indigenous:
	|_| Aboriginal
	|_| Torres Strait Islander
	|_| Aboriginal & Torres Strait Islander

	Other cultural background:
	

	Contact Arrangements with Adult Using Violence:

	|_| No contact        

	(If phone calls, in person or other, please call intake worker 3826 1500 to check for suitability for counselling).

	|_| Phone contact only    
	|_| In person   
	|_| Other – provide details:
	

	School/Childcare name:
	
	|_| Home School 

	Education Details:
	

	Health Challenges/Diagnosis:
	

	Current Concerns:
	

	Has the referred person demonstrated any of the following (tick all that apply & provide details):

	|_|
	Problem sexualised behaviours
	Details:
	

	|_|
	Power & Control
	Details:
	

	|_|
	Harm to pets/animals
	Details:
	

	|_|
	Suicide attempts
	Details & Dates of hospitalisations:
	

	|_|
	Self-harm
	Details:
	

	|_|
	Used or threatened to use a weapon
	Details:
	

	|_|
	Drug/alcohol or other addictions  
	Details:
	

	|_|
	Other
	Details:
	

	Is the person referred involved with:

	|_|
	Drug/alcohol or other addictions services
	Details:
	

	|_|
	Mental health? Eg CYMHS, Headspace, others
	Details:
	

	|_|
	Other
	Details:
	

	3. REFERRED CHILD / YOUNG PERSONS DETAILS:

	Full Name:
	
	DOB:
	

	Gender:
	
	Pronouns:
	
	Phone:
	

	Address:
	

	Safe to:
	|_| Call                   
	|_| Text                                   
	|_| Leave Voice Msg                  

	Indigenous:
	|_| Aboriginal       
	|_| Torres Strait Islander
	|_| Aboriginal & Torres Strait Islander

	Other cultural background:
	

	Contact Arrangements with Adult Using Violence:

	|_| No contact        

	(If phone calls, in person or other, please call intake worker 3826 1500 to check for suitability for counselling).

	|_| Phone contact only    
	|_| In person   
	|_| Other – provide details:
	

	School/Childcare name:
	
	|_| Home School 

	Education Details:
	

	Health Challenges/Diagnosis:
	

	Current Concerns:
	

	Has the referred person demonstrated any of the following (tick all that apply & provide details):

	|_|
	Problem sexualised behaviours
	Details:
	

	|_|
	Power & Control
	Details:
	

	|_|
	Harm to pets/animals
	Details:
	

	|_|
	Suicide attempts
	Details & Dates of hospitalisations:
	

	|_|
	Self-harm
	Details:
	

	|_|
	Used or threatened to use a weapon
	Details:
	

	|_|
	Drug/alcohol or other addictions  
	Details:
	

	|_|
	Other
	Details:
	

	Is the person referred involved with:

	|_|
	Drug/alcohol or other addictions services
	Details:
	

	|_|
	Mental health? Eg CYMHS, Headspace, others
	Details:
	

	|_|
	Other
	Details:
	

	

	PARENT / GUARDIAN DETAILS

	Full Name:
	

	DOB:
	
	Pronouns:
	

	Address:
	

	Phone:
	
	Email:
	

	Safe to:
	|_| Call                   
	|_| Text                                   
	|_| Leave Voice Msg                  

	Indigenous:
	|_| Aboriginal       
	|_| Torres Strait Islander      
	|_| Aboriginal & Torres Strait Islander

	CALD?
	|_| Yes   |_| No                              
	Interpreter?       
	|_| Yes   |_| No                    
	Language:
	

	Health Concerns/Diagnosis?
	

	Current Partner Name:
	
	DOB:
	

	Any DFV or other concerns?
	

	ADULT USING VIOLENCE DETAILS

	Please provide details of all perpetrators, if there is more than one, whether this is current or not.

	Full Name:
	
	DOB:
	

	Address:
	

	Phone:
	
	WILL NOT BE CONTACTED

	Vehicle:
	

	Full Name:
	
	DOB:
	

	Address:
	

	Phone:
	
	WILL NOT BE CONTACTED

	Vehicle:
	

	

	OTHER:

	Risk indicators identified (please detail whether these risks are current)
Or attach a risk assessment.
	

	Who lives in the home?
	

	Referring agency plans for ongoing involvement?
	

	Any current services that the parent or child is engaged with? 
Please list.
	

	Signed:
	
	Date:
	

	
Thank you for your referral. 

A YFS DFV worker will be in contact with you shortly to assess the referees for suitability for counselling.
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