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NDIS Early Childhood Supports Referral Form 

 

1. Child’s Details 

 

Full Name: __________________________________ 

Date of Birth: _______________________________ 

Gender: ☐ Male ☐ Female ☐ Other 

Address: ____________________________________ 

Cultural Background: ☐ Aboriginal ☐ Torres Strait Islander ☐ CALD ☐ Other: __________ 

Primary Language Spoken at Home: ___________________________ 

Interpreter Required? ☐ Yes ☐ No 

NDIS Number (if known): ________________________________ 

 

2. Parent/Carer Information 

 

Primary Contact Name: _______________________________ 

Relationship to Child: ________________________________ 

Phone Number: _____________________ 

Email Address: ______________________ 

Is the child currently in out-of-home care? ☐ Yes ☐ No 

Other Relevant Guardians (if any): _________________________ 

 



Trauma Education and Behaviour Consultancy – Referral Form 2025 
 

NDIS Provider Number: 4-L28RBN2 
 

3. Reason for Referral 

(Please tick and describe relevant concerns) 

☐ Trauma based behaviour concerns 

☐ Social interaction concerns 

☐ Behavioural challenges 

☐ Emotional regulation diƯiculties 

☐ Other: _____________________________________ 

 

Further Information (Please describe the concerns and/or diagnosis if known): 

_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________ 

 

3. Referrer Details 

 

Name: ___________________________________ 

Organisation (if applicable): ____________________________ 

Role/Relationship to Child: ____________________________ 

Phone Number: ___________________ 

Email Address: ___________________ 

Date of Referral: __________________ 

 

5. Consent 

I give permission for this referral to be made to the NDIS Early Childhood Partner. I consent to 
the sharing of relevant information for the purpose of supporting my child’s development. 

 

Signature of Parent/Guardian: _________________________ 

Date: ___________________ 
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6. Supporting Documents (if available) 

☐ Paediatrician/GP Report 

☐ Speech Pathology Assessment 

☐ Occupational Therapy Assessment 

☐ Psychology Report 

☐ Educator Notes/observations 

☐ Other: ___________________________ 

 

Please return this completed form to  

Trauma Education and Behaviour Consultancy 
Email: s.mcpherson@traumaeducation.com.au 
Phone: 0427 888 738 

 

 

 


