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                               74 Baird Drive Dubbo  NSW  2830   (PO Box  6204 Dubbo West)                         

                            Ph: 02 6882 0599              www.oeci.org.au             info@oeci.org.au
OECI INTAKE FORM         Date:__________________    
	Child’s Information

	Surname: 
	First Name: 

	Preferred Name:
	Male □ Female □
	Date of Birth:

	Residential address:

	Postal address (if different from above)

	□ Aboriginal        □ Torres Strait Islander       □ Both      □ Neither

	Nationality:

	Other Cultural and/or religious background:

	Language spoken at home:                                              Do you require and interpreter?  Yes □   No □

	NDIS Participant: Yes  □   No  □                             NDIS No: ____________________

Copy of NDIS Plan attached    Yes  □   No  □
Current Plan Date: From______________  To ________________




	Family Information

	Family Email Address:

	Parent/Guardian 1
	Name:
	Relationship to child:

	Address (if different to child’s):

	Telephone: (H) 
	 (Mob)
	(W)

	Occupation:         
	Work Place:    

	Parent/Guardian 2
	Name:
	Relationship to child:

	Address: (if different to child’s):

	(H)
	(Mob)
	(W)

	Occupation:         
	Work Place:    

	Preferred contact person:
Preferred method of contact:            Email    □           Phone  □           Letter   □    
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	Emergency Contact (other than parents and preferably within the local region)

	Name:


	Relationship to child:



	Best Contact Number:



	Address:




	Custody Information

	Do both parents have legal custody of child?
□ Yes

□ No
If no, who has custody? _______________________________________________________________

PLEASE SUPPLY A COPY OF ANY COURT ORDERS AFFECTING CUSTODY OR RESIDENCE OF YOUR CHILD

□   Attached  

To be effective OECI must hold current copies of court orders



	Who else lives at home?
	Relationship to child
	Age

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	Is there any family history of medical, learning or speech difficulties or mental health concerns that you would like to tell us about?

	Relationship to child
	

	
	

	
	

	
	


	Pregnancy and Birth History

	Can you tell me about your pregnancy? (Duration, medical complications – toxicity, viral infection, diabetes etc)



	Can you tell me about your labour? (difficulties, type of birth, health of mother and baby, were you transferred to another hospital, was resuscitation or any other intervention required at birth?)



	Born at                         weeks
	Weight at birth:

	Apgar scores:  1 minute              

                         5 minutes
	SWISH Test

Vision Test

	Any additional comments eg. feeding, hip problems
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	Areas Of Concern (Examples are required)

	Expressive Language:

	Receptive Language:

	Behaviour:

	Fine Motor:

	Gross Motor: 

	Play and Social Skills: 

	Cognitive:

	Sensory:

	Feeding/Meal Time Concerns:

	Self Care: (eg Toileting, Sleep) 


	Diagnosis

	Does your child have a diagnosis?   □ Yes    □ No

	Medical diagnosis/syndrome:


	Date of diagnosis:

	Diagnosed by:
	Title:  

	Name and address of service:


	


	Has your child had appointments with or attends other Allied Health services?

	Specialist
	Name/ Service/ Organisation
	Duration of service
	Reports available?
	Attached

	Paediatrician


	
	
	□ Yes
□ No
	

	General Practitioner
	
	
	□ Yes
□ No
	

	Speech Pathologist  
	
	
	□ Yes
□ No
	

	Occupational Therapist
	
	
	□ Yes
□ No
	

	Physiotherapist
	
	
	□ Yes
□ No
	

	Psychologist
	
	
	□ Yes
□ No
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	Vision /Hearing


	
	
	□ Yes
□ No
	

	Dietician
	
	
	□ Yes
□ No
	

	Hospital eg. Westmead
	
	
	□ Yes
□ No
	

	Other ECI services
	
	
	□ Yes
□ No
	

	Other relevant services
	
	
	□ Yes
□ No
	


	Health Information

	Has your child ever had extended hospitalisation?   □ Yes  □ No   Date/s:
Name of Hospital:

Reason/s:  



	Has your child had any medical investigations?    EEG     CAT Scan     MRI       Genetic Testing

If yes when and results.


	Relevant Family / Social History:




	Does your child require ongoing medication for a medical issue (besides asthma or allergies)?  
□ Yes    □ No

	Reason/s:  

	Name of Medication/s:

	Allergies: 

	Has your child been tested for any allergies or food intolerances?     □ Yes
□ No

	Results:  


	Anaphylactic action plan received (if applicable)


   □ Yes
□ No
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	Asthma:

	Does your child suffer from Asthma?                     

	Asthma action plan received?                                □ Yes
□ No

	Immunization:

	Is your child’s immunisation current?        □ Yes
□ No  (Copy of schedule MUST be attached)

	Please refer to our current immunisation policy regarding exemptions and exclusions of service provision.


	Childcare / School

	Name of centre/school
	Days attending
	Comment/ School year


	
	M  Tu  W  Th   F
	

	
	M  Tu  W  Th   F
	

	
	M  Tu  W  Th   F
	


	Availability for Service / Preferred Days             Mon   Tues   Wed   Thur   Fri


	Referral 

	Referred By:

	Title/Position:

	Organisation:

	Address:

	Ph:                               Mobile:


	Email Address:
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Any information collected or exchanged by OECI about you or your child, will be relevant for the service provision to the child, be kept in a locked file and/or secure online data storage and be available to you on request. No information about your child or family will be made available to any person or organization without written consent unless required by law under the Child Protection Act, National Disability and Safe Guards Commission and Court Subpoena’s.

	Consent for Referral

	  A signed referral is preferred however if this is not possible verbal consent can be given. 

1. I give permission for my child to be referred to Orana Early Childhood Intervention
2. I give permission for Orana Early Intervention to contact the referring agent and all the early childhood services/ school that my child is attending to obtain information regarding my child’s assessment and current programmes. Any information collected or exchanged will be relevant for the service provision to the child, be kept in a locked file and/or secure online data storage and be available to you on request. No information about your child or family will be made available to any person or organization not on this form unless required by law under the Child Protection Act, National Disability and Safe Guards Commission and Court Subpoena’s.
3. I give permission for Orana Early Childhood Intervention to observe my child at the service /school they are attending.

Name:__________________________________  (Parent/Carer)
Signed:_________________________________                  Date:_________________


	□ Verbal consent provided 

1. I have obtained verbal consent from ________________________________ (parent/carer)
to lodge this referral.                  

2. I have discussed the content of this referral with the parent/guardian 

Name:________________________________________

Signed: _______________________________________            Date: ________________                




Attachment Checklist

□   Immunisation Record


□   Asthma Plan
□   Current NDIS Plan
Documents to be Sighted

□   Birth Certificate



□  Parent/Carers Photo Id
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