Date Form Completed:

Surname First Middle/Other
Child’s Name
Child’s Date of Birth
Carer 1/Mother Carer 2/Father
Caregiver’s Details
Occupation Occupation
Mobile Number Mobile Number
Address
Email Address
Fund Number
Private Health Care
Participant Number Self-Managed OR name of Plan Manager
NDIA Funding
FPS / Mental Health GP Management Plan Autism Initiative
Medicare Funding Care Plan
Childcare /Preschool /
School Name
Address
Year Level
Teacher
Teacher’s email
Teacher’s phone

Information provided in this Client Intake Form is confidential and will not be shared without permission of caregiver.
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