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	Section 1 Participant Details

	NDIS Number
	535523105
	DOB
	23/12/1988
	Sex: (Optional) M / F / Other / Not - Specified

	Pronouns
	Mr
	Preferred Name
	BRYAN
	

	Surname
	BOTTERILL
	Given Name
	BRYAN

	Phone
	0423379146
	Email
	bryanbotterill@gmail.com

	Home address
	Unit 6, 7 Wastell Street, Northcote

	Risk assessment completed with participant/ carer          
	Yes □    No. □

	Participant/carer has consented to service
	Yes □    No. □

	Type of residence:
	□ Private residence (House, Unit, Apartment).    □ SIL/ SDA
□ CCU/ PARC     □Crisis Accommodation.       □Public Housing        □Other

	Referrer Details 

	Name of organisation 
	

	First name 
	
	Last name
	

	Phone 
	
	Email
	

	Job Title/Role
	□ Support coordinator    □ Case Manager
□ Family Member or Carer   □ Local Area Coordinator   □Other


	
Details:

…………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………


	Who is the primary contact for making appointments? 

	□ Participant   □ Family Member or Carer   □ Support Coordinator   □Other

	
Details:

…………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………





	Disability/Health Background

	
Please provide information on the nature of disability (eg: intellectual, physical, sensory, cognitive and/or psychosocial) Details:

…………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………………




	Section 2 Services required

	Are there circumstances that make accessing support services more difficult?  If ‘YES’, please tick ALL that apply
	Yes □              No □

	□ Literacy/Numeracy
	□ Gambling Problem
	□ History of trauma/grief

	□ Medical condition
	□ Disability
	□ Mental illness

	□ Homeless/unstable housing
	□ Criminal Convictions/Court pending
	□ Drug or Alcohol use

	□ Anger Management
	□ Anxiety
	□ Other __________________                                       



	What type of services are required?
	
List the particular service items in the plan, 
plus any others that might be of interest

	Assistance to access and maintain employment

• Category / Line item……………………………………………………………………………………………………………
• Budget……………………………………………………………………………………………………………………………

	Training for independence in travel and transport
• Category / Line item……………………………………………………………………………………………………………
• Budget……………………………………………………………………………………………………………………………

	Participation in community and social activities
• Category / Line item……………………………………………………………………………………………………………
• Budget……………………………………………………………………………………………………………………………

	Improved daily living / increase daily life skills 
• Category / Line item……………………………………………………………………………………………………………
• Budget……………………………………………………………………………………………………………………………




	Please provide further details:

	Does the participant require support in social situations? Provide details:

……………………………………………………………………………………………..………………………………………
Does the participant have any anxiety when travelling in a motor vehicle (confined spaces)?   Yes □    No □ 

……………………………………………………………………………………………..………………………………………
What strategies does the participants have if they become anxious in any of the above situations? 

……………………………………………………………………………………………..………………………………………
Does the participant have any restrictions in place with any other service providers or in the community? 
If yes, please provide details.

……………………………………………………………………………………………..………………………………………
Have other providers, in the community, refused services or supports?      Yes □    No □     
If yes, please provide reasons.          

……………………………………………………………………………………………..………………………………………



	If Occupational Therapy Services are required, please provide further details:  

	□ Functional Capacity Assessment (suggested 15 hours)
□ Initial Assessment and Sensory Profile Assessment (suggested 15 hours)
□ Plan Review Assessment and Report (suggested 15 hours)
□ Plan Implementation Recommendation Report (suggested 15 hours)
□ Individual Therapy Services
□ Housing Assessments (SIL/SDA) (suggested 25 hours)
*Please insert relevant screenshots directly from the plan
(Please note that CORE funding can be utilised if CB funding is exhausted. Contact the manager to discuss further)



…………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………

Relevant NDIS goals: 


…………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………

…………………………………………………………………………………………………………………………



	Section 3 Cultural awareness

	Is the participant of Aboriginal and/or Torres Strait Islander decent?
	Yes □              No □

	Does the participant have any religious/cultural practices that they would like WISE to consider when allocating a supports 
If yes, please specify (eg. Male/female support worker/allied health professional.)         

…………………………………………………………………………………………

	Yes □              No □




	Section 4 Participant’s NDIS supports

	Do you have a copy of the NDIS Plan?
	Yes □              No □

	If yes, is NDIS at WISE able to retain a copy on file?   

	Yes □              No □

	NDIS plan start date:
	00  /  00 /  0000
	NDIS plan end date:
	00  /  00 /  0000

	Other provider services

	Has the participant ever, or are they intending to purchase any of the same supports from another Provider? 
If YES, please provide details below
…………………………………………………………………………………………

	Yes □              No □

	Companion card - www.companioncard.gov.au

	Does the participant possess a Companion Card?
	Yes □              No □

	If not, would they like assistance to obtain one?
	Yes □              No □







	Section 5 Emergency or relapse contact (to be completed by participant)

	In the event of an emergency or relapse in health, I give permission for NDIS at WISE to contact:

	Name
	
	Name
	

	Relationship
	
	Relationship
	

	Phone
	
	Phone
	

	
Do you have a Nominee to act on your behalf when conducting business with NDIS at WISE?  
If yes, please provide details:

	Name
	
	Relationship
	

	Address
	
	Phone
	

	Is there a Plan Manager who manages the NDIS payments?     Yes □    No □     
If yes, please provide details:

	Name
	
	Business
Name
	

	Email for invoicing
	
	Phone
	

	How did you or your participant find out about WISE?

	………………………………………………………………………………………………………………………………….…
………………………………………………………………………………………………………………………………….…
………………………………………………………………………………………………………………………………….…

	Preferred Delivery Mode 
In person - At a NDIS at WISE office □     In person - In the home □      Telehealth □

	Participant Signature
	
	Date: 00  /  00 /0000

	Referrer
Signature
	
	Date: 00  /  00 /0000

	NDIS at WISE Staff 
Full Name and signature
	
	Date: 00  /  00 /0000
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