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EMPLOYMENT AND TRAINING REQUEST FORM 

SECTION 1: PARTICIPANT INFORMATION 

Participant’s full name: Date of birth: 

 Gender: M    F Residential address: 

Contact numbers:   H:   M: 

Does the participant identify as:   Aboriginal  Torres Strait Islander   Neither 

Under the care of :  Territory Families  Public Guardian  Other 

Name: Email: 

Phone: Has the Participant consented to this referral?  Y  N 

Primary diagnosis/disability:  (please attach supporting documentation) 

Secondary disability(ies) or other presenting issues: 

Communication status: (eg. verbal, sign etc) Interpreter Required:  Yes  No 

Language spoken at home: 

SECTION 2: VOCATIONAL SUPPORTS 

 Supported employment Complete further training  Time limited work experience     Vocational Engagement Program 
to identify vocational options

 Please provide the following to assist in planning:  

 Assessment reports  NDIS Plan Goals Copy of NDIS Plan  (optional) 

Previous supports / Services provided:  (i.e. last occupational therapy assessment, physiotherapy report) 

What are the participant's
NDIS goals?

Provide any other useful 
information

What helps the participant 
to do their best work?

Area of interest:

Provide details of any 
previous work experience 
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SECTION 3: NDIS PLAN 

NDIS Plan approved.    Yes   Pending (waiting NDIS response) Not commenced    Not applicable 

NDIS number: Plan start date:  Plan end date: 

If not NDIS funded, what is the funding source? 

  Medicare               Government   DES   Private    Other 

NDIS COS Details 

Name: Organisation: 

Email: Phone: 

Plan Management   Agency managed    Plan managed    Self-managed 

If Plan Managed, contact details of Plan Manager: 

  Name: Organisation: 

  Email:  Phone: 

SECTION 4: CONTACT DETAILS 

Participant / Parent / Guardian 

Address: Contact 
numbers: 

 H. 

M. 

Email: 

Signature: Date: 

SECTION 5: REFERRER DETAILS 

Relationship to client:   Guardian (completed above. No further details required) 

  Coordinator of Supports (complete referrer details) 

Organisation: Contact 
numbers: 

B. 

Name: M. 

Postal address: 

Email: 

Signature: Date: 

Please send the completed referral form to intake@carpentaria.org.au. 
For additional enquiries regarding this referral, please phone the Intake Officer on 8920 9400 

Completing this form is not a guarantee that the service can be provided. Carpentaria requires completion of a service agreement for all services provided 

mailto:intake@carpentaria.org.au
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