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PERSONAL  DETAILS
	Name:        
	Date of Birth (DD/MM/YYYY):      /    /     


Contact Phone Number:        

	Address:       
	Suburb:       
	PCode:       


Email:       
Do you identify as being Aboriginal or Torres Strait Islander?   Yes  FORMCHECKBOX 
 or No  FORMCHECKBOX 
 
Highest level of education achieved:   FORMDROPDOWN 

What is your level of assistance from Centrelink?   FORMDROPDOWN 


Are you a member of a Services Australia agency?  Yes  FORMCHECKBOX 
 (Please Identify) or No  FORMCHECKBOX 

     
REFERRING ORGANISATION DETAILS
	Name of Agency:        
	Case Worker Contact:       

	Contact Phone Number:      
	Contact Email:      


Please identify any barriers that may be impacting on your/your clients ability to gain employment or access training (Check all that apply):
 FORMCHECKBOX 
 
Long term unemployed

 FORMCHECKBOX 

Disengaged from training and education

 FORMCHECKBOX 

Parent/Carer struggling to return to the workforce
 FORMCHECKBOX 

Language

 FORMCHECKBOX 

Cultural Differences

 FORMCHECKBOX 

Disability – Intellectual/Sensory/Physical/Learning
 FORMCHECKBOX 

Drug/Alcohol Issues   

 FORMCHECKBOX 

Mental Health Issues
 FORMCHECKBOX 

Accommodation/Homelessness

 FORMCHECKBOX 

Financial/Gambling issues

 FORMCHECKBOX 

Transport

 FORMCHECKBOX 

Relationship Breakdown

 FORMCHECKBOX 
 
Legal Issues
 FORMCHECKBOX 

Other details (Please specify): 
I agree to be referred to Ipswich City Council’s Steps to Success Program and consent to my person’s details (as given in this referral form) being provided to Ipswich City Council.  I acknowledge that Ipswich City Council is under no obligation to enrol me in the Steps to Success Program and that my acceptance into the Steps to Success Program is in Ipswich City Council’s sole discretion.  
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Client Signature: ___________________________________
Date:    /  FORMDROPDOWN 
/  FORMDROPDOWN 

THIS SECTION COMPLETED BY STEPS TO SUCCESS PROGRAM STAFF ONLY

Initial Enquiry Date:    /  FORMDROPDOWN 
/  FORMDROPDOWN 

Accept into the Steps to Success program:   Yes  FORMCHECKBOX 
/No
  FORMCHECKBOX 
            Date:    /  FORMDROPDOWN 
/  FORMDROPDOWN 

      
Name of Case Worker Appointed:   FORMDROPDOWN 

Agencies Client was referred to if not accepted:       
Additional Client Notes:  
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