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Client Intake Form – COVID 19 SUPPORT

	Referral Details:

	How did the family hear about the service:  ( Self    ( Internal   ( External please provide details below

	Name of Service:
	
	Phone
	Referral Date:

	Name of Worker:
	
	Email:

	Client Consent:  Have you received consent from the client to provide their personal information to Metro Assist. 

(       YES               (       NO      Is this an emergency? (Please note Metro Assist is not a crisis service) ( YES  (  NO 

	CLIENT/ APPLICANT DETAILS:                                                                                   

	First name: 
	Surname: 

	Address
	Street Address:


	
	Suburb:
	Postcode:

	State:


	Phone 

Preferred type of contact please tick 
	Home:

(                                      
	Mobile:

( 
	Work: 

(

	Email:
	Date of Birth:
	Age:

	Gender: ( F         (M       (Other
	Do you Identity as Aboriginal or Torres Strait Islander?  YES          NO 

	Country of Birth:
	Language spoken at home: 

	How many people in your household? 
__ Adults  __ Children
	Interpreter Required:  ( YES       (NO

	Details:

	COVID-19 support needed:

( How are you feeling? If unwell, encourage client to call 000 if any breathing difficulties
( Do you need a food hamper? If yes/ how many people in your household and ages?
( Do you need medication for medical support (such as nurofen, panadol, cold and flu tablets)?

( Have you been contacted by NSW Health/ Service NSW? 
( Have you applied for the disaster payment from Centrelink/ Human Services? Y/N

     Do you need help doing so? 
( Provide client with relevant information/resources applicable to their needs
( Are you vaccinated? ( Fully Vaccinated ( First shot ( Not Vaccinated- If not prompt conversation

Referrals / Information provided to client:


	Please Email completed form to: covid.support@metroassist.org.au 
Office Use Only 

Date of initial contact:                                                                               Date of final contact:  
Assigned Casework Name:                                                                       Caseworker Signature: 


