
Early Years is a Families NSW Initiative 
A program of the Ballina - Byron Family Centre Inc 

Funded by the NSW Department of Community Services 

EEAARRLLYY  YYEEAARRSS  PPRROOGGRRAAMM  
PO Box 128 
64 Crane Street 
BALLINA  NSW  2478  
Ph/Fax: 02 66864109  
Email: earlyyears@bbfc.com.au 
 

‘EARLY YEARS’ INTAKE/REFERRAL FORM 
 
FAMILY SURNAME:_________________________    DATE OF REFERRAL:____________________ 
ADDRESS:_________________________________________________________________________ 
_________________________________________    PHONE:_______________________________ 
 
REFERRAL CRITERIA:   
Please tick one or more of the following: 
                  Families with children under 5 years 

  First time parents 
  Parents with a disability – and/or 
  Children with a disability or other special needs 
  Young/adolescent parents 
  Families who are isolated 

BRIEF DESCRIPTION OF PRESENTING ISSUES AND ACTION REQUESTED:____________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 
 
PARENTS DETAILS: 
Parent/Carer Name:_______________________     Parent/Carer Name:________________________ 
D.O.B______________________            D.O.B_____________________ 
Family Structure:( Single,blended,married,extended etc)_____________________________________           
 
PARENT STRENGTHS:_____________________     CHILD STRENGTHS:_______________________          

_______________________________________     _______________________________________ 

_______________________________________     _______________________________________ 

_______________________________________     _______________________________________ 
 
CHILDRENS’ DETAILS: 
Name  Sex  D.O.B   Name  Sex  D.O.B 
__________ _____  ______  __________ _____  ______ 
__________ _____  ______  __________ _____  ______ 
 
Referral From: AGENCY:_________________________________________________________ 

   WORKERS’NAME_______________________________________ 
 
OTHER AGENCIES INVOLVED_________________________________________________________ 

_________________________________________________________________________________ 

SAFETY ISSUES:  yes / no   If yes:____________________________________________________ 
 
 
 

OFFICE USE ONLY: INTAKE WORKER__________________________  CLIENT No._____________ 


