[image: image1.jpg]GOLD COAST CENTRE

against sexual violence inc




IN ORDER TO PARTICIPATE IN THE WHWB PROGRAM PLEASE CHECK WOMEN MEET ALL THE FOLLOWING ELIGIBILITY CRITERIA BEFORE COMPLETING THE FORM
WHO IS ELIGIBLE? Women who meet ALL of the following criteria. Please tick.
Women, young women and older women who are:
· Post Crisis and beyond the violence

· Physically and emotionally safe and stable

· Living in safe, secure accommodation

· No current breaches of DVO’s or Bail

· Ready to engage in long term counselling

Please Note: In order to provide optimal care please note that ALL the eligibility criteria above must be met before proceeding with this form

DATE: ___/___/___
NAME OF REFERRAL  AGENCY: _________________________________
WORKER NAME: _____________________________ WORKER CONTACT #: ______________

VICTIM/SURVIVOR DETAILS
NAME:
  







DOB:  

CURRENT HOUSING:  
ADDRESS:  
PHONE: ___________________________
EMAIL: _____________________________________

IS IT SAFE TO: LEAVE A VOICE MESSAGE?  Y / N    TEXT?   Y / N        EMAIL?  Y/N
ANY TIMES UNSUITABLE TO CONTACT: 
INTERPRETER REQUIRED? Y / N    IF SO, LANGUAGE SPOKEN:  
PERPETRATOR DETAILS

NAME OF PERPETRATOR: 
RELATIONSHIP TO PERPETRATOR: 
VIOLENCE EXPERIENCED

BRIEF BACKGROUND OF VIOLENCE EXPERIENCED: 

MOST RECENT INCIDENT AND DATE: 
POLICE INVOLVEMENT

 IS A CURRENT DVO IN PLACE   YES / NO 
EXPIRY DATE……../……../…….
ARE CRIMINAL CHARGES PROCEEDING:  
NAME/S OF POLICE OFFICER/S:  
POLICE STATION: 
RISK/SAFETY MANAGEMENT

PLEASE ATTACH CURRENT SAFETY PLAN AND RELEVANT RISK INFORMATION
CLIENT SUPPORT NETWORK
PLEASE LIST PERSONAL, PROFESSIONAL AND AGENCY SUPPORTS

Permission to pass on information

I hereby give permission to forward this information to Gold Coast Centre Against Sexual Violence Inc.

Signature of victim/survivor   X              




 Date:  …../…../…../                                   
OR
Verbal consent given to                                                                                          
Name of worker                                         
Worker signature 
                                          X
If you are not sure if a potential referral is suitable for the WHWB Program, please phone 5591 1164 to discuss eligibility and referral requirements BEFORE filling in the Assisted Referral Form. Thank you!
Please complete and return to counsellingmanager@stopsexualviolence.com 
with “WHWP referral” in the subject line
WOMENS HEALTH AND WELLBEING PROGRAM 


ASSISTED REFERRAL FORM
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