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Home and Community Care  

(HACC-PYP) Referral Form 

Date of Referral: ____ / ____ / ______ 

Referral Source: 

☐ Self-Referral ☐ Family Member ☐ Friend/Carer ☐ General Practitioner (GP) 

☐ Hospital ☐ Allied Health Professional ☐ Community Organisation 

Referrer Name: ______________________________________ 

Organisation: _______________________________________ 

Phone: ____________________________________________ 

Email: _____________________________________________ 

 

Client Information 

Full Legal Name: ____________________________________ 

Preferred Name: _____________________________________ 

Date of Birth: ____ / ____ / ______ 

Gender: ___________________________________________ 

Address: __________________________________________ 

 

Phone Number: _____________________________________ 

Email Address: _____________________________________ 

Preferred Language: ________________________________ 

Interpreter Required:  ☐ Yes ☐ No  Country of Birth: ___________________ 

Aboriginal and Torres Strait Islander Status 

Do you identify as: ☐ Aboriginal ☐ Torres Strait Islander ☐ Both Aboriginal and 

Torres Strait Islander ☐ Neither Aboriginal nor Torres Strait Islander ☐ Prefer not to 

say 
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Income Information 

 

Primary Income Source 

Pension Type: 

☐ Age Pension ☐ Disability Support Pension ☐ Carer Payment 

☐ Veteran Affairs Pension ☐ Other: _____________________________________ 

Pension Number: ____________________________________ 

Card Type: 

☐ Pensioner Concession Card ☐ Health Care Card 

☐ DVA Card ☐ Other: _____________________________________ 

Centrelink Income Statement is required to determine services fees. 

Medicare Details 

Medicare Number: ___________________________________ 

Expiry Date: _______________________________________ 

 

Living Situation 

Current Living Arrangement: 

☐ Lives Alone ☐ Lives with Spouse/Partner ☐ Lives with Family 

☐ Supported Accommodation ☐ Other: 

_____________________________________ 

Primary Carer (if applicable): __________________________  

Carer Contact Number: _______________________________ 

 

General Practitioner (GP) Details 

Medical Practice: ____________________________________ 

Phone Number: ____________________________________ 
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Diagnosed Medical Conditions 

Information may be required to determine eligibility. 

 

 

 

 

Allergies 

 

 

Services Requested 

Personal Care 

☐ Showering/Bathing ☐ Medication Support ☐ Welfare Check 

Domestic Assistance 

☐ House Cleaning ☐ Shopping Assistance 

Community Access and Social Support 

☐ Transport ☐ Social Support ☐ Shopping Assistance 

Home Maintenance ☐ Garden Maintenance  

Respite Care ☐ In-Home Respite 

 

Mobility Status:   ☐ Independent ☐ Uses Walking Stick ☐ Uses Walker  

☐ Uses Wheelchair 

Falls in Last 12 Months:   ☐ Yes ☐ No If yes, details:  
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Reason for Referral 

Please describe the client's current needs, goals, concerns, or circumstances: 

 

 

 

 

 

 

Risk and Safety Information 

 

Please identify any known risks: 

☐ Falls Risk ☐ Cognitive Impairment ☐ Dementia ☐ Mental Health Concerns 

☐ Aggressive Behaviour ☐ Hoarding ☐ Infection Risk ☐ Alcohol/Tabacco Use in 

Home ☐ Pets in Home ☐ Other: _____________________________________ 

Additional Notes: 

 

 

 

 

Emergency Contacts 

Name: ____________________________________________ 

Relationship: ______________________________________ 

Phone Number: ____________________________________ 

Name: ____________________________________________ 

Relationship: ______________________________________ 

Phone Number: ____________________________________ 
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Consent 

I consent to the collection, use, and disclosure of my personal information for 

assessment, care planning, service delivery, and funding purposes in accordance 

with applicable privacy legislation. 

 

Client Name: ______________________________________ 

Signature: ________________________________________ 

Date: ____ / ____ / ______ 

 

Representative / Guardian (if applicable) 

 

Name: ____________________________________________ 

Relationship: ______________________________________ 

Signature: ________________________________________ 

Date: ____ / ____ / ______ 

 

Documents Checklist 

Please attach copies of: 

☐ Medicare Card 

☐ Pension or Concession Card 

☐ Centrelink Income Statement 

☐ GP Health Summary 

☐ Advance Care Directive (if applicable) 

☐ Guardianship or Power of Attorney Documents (if applicable) 

☐ Other Supporting Documentation 

 


