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Cooktown District Community Centre Ltd 
 

REFERRAL FORM 

Email to intake@cooktowndcc.org.au  

Please indicate which service you are referring to: 

☐ Family Support ☐ Early Years / Transition & Support 

☐ Intensive Support Playgroup ☐ Emergency Relief / Financial Support 

☐  AOD Youth Support (12-25 yrs) ☐ Youth Engagement Service (10-21 yrs) 

☐  Community Connect Initiative ☐  Domestic Violence & Family Trauma             

                                     Counselling 

☐   INTERNAL CDCC REFERRAL FROM      (INSERT PROGRAM) 

CLIENT DETAILS 

Name:             

Address:            

Phone no:     Mobile no:       

Date of Birth:     Gender   Male  Female  

Marital status   Single         Married           De Facto          Separated           Divorced 

Children:            

             

             

Cultural background        Aboriginal           Torres Strait Islander       Caucasian 

Other, please specify:           

Preferred language: 

             

Client informed of referral  Yes  No  N/A 

Parent/Carer informed of referral Yes  No  N/A 

Signature of parent/carer:           

Next of kin or contact person: 
 

Name:             

Address:            

Phone:             
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Email to intake@cooktowndcc.org.au 

Referral details Agency CDCC  Self  Phone 

Referrers name:    Referral agency:     

Contact details:     Date of this referral:      
 

Other services currently involved:  

Service :             

Workers name:     Ph:        

Email:              

Service :             

Workers name:     Ph:        

Email:              

Reason for this referral: 

 

 

 

 

 

 

 

 

Urgency  High   Medium  Low  

 

Other information 

Special considerations – Cultural, Ethnic, Health, Disability, Medication 

             

 

Emailed to intake     Yes          No  Date:       

Referral acted upon by:           

Signature:       Date:       
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