
 
:  

 

Bayside Counselling & Family Therapy 

Mble: 0401 300 266 / Email: paulajohnstone1@outlook.com.au 

Web: www.baysidecounsellingglenelg.com.au 

1 | P a g e  

CONFIDENTIAL CLIENT INTAKE FORM 

   DATE: ____/_____/ 20_____             

1 CLIENT DETAILS: 

FORM COMPLETED BY: _____________________________ RELATIONSHIP TO CLIENT: _________________                           

CLIENT NAME: _________________________________ DOB: _______/______/________ GENDER: M/F 

CONTACT PHONE: HOME - _______________________________ MOBILE: ________________________ 

EMAIL ADDRESS: 

______________________________________________________________________ 

LANGUAGE SPOKEN AT HOME: ________________________________ INTERPRETER REQUIRED:  YES / NO 

PREFERRED OPTION FOR COMMUNICATION:               EMAIL                         LETTER                        PHONE      

PLEASE NOTE: INVOICES FOR SERVICE DELIVERY WILL BE SENT VIA THE EMAIL ADDRESS STATED ABOVE, UNLESS DIRECTED 

OTHERWISE 

RESIDENTIAL ADDRESS: 

_________________________________________________________________ 

FOR CLIENTS UNDER 18 YEARS OF AGE, UNDER GUARDIANSHIP OR IN THE CARE OF FAMILY OR CAREGIVERS, PLEASE 

COMPLETE DETAILS BELOW 

 

NAME OF PARENT/GUARDIAN 1: __________________________________________________________ 

OCCUPATION: _______________________________________________________________________ 

a) PRIMARY CARER:   YES /   NO    B) LIVES WITH CLIENT:     YES / NO     C) EMERGENCY CONTACT:   YES /   NO 

RELATIONSHIP TO CLIENT:         PARENT     /     CAREGIVER    /      GUARDIAN   /   OTHER ___________________ 

RESIDENTIAL ADDRESS:  AS ABOVE, OR______________________________________________________ 

CONTACT PHONE:  HOME - ______________________________    MOBILE- _______________________ 

EMAIL: ____________________________________________________________________________ 

_____________________ 

NAME OF PARENT/GUARDIAN 2: __________________________________________________________ 

OCCUPATION: _______________________________________________________________________ 

b) PRIMARY CARER:   YES /   NO    B) LIVES WITH CLIENT:     YES / NO     C) EMERGENCY CONTACT:   YES /   NO 

RELATIONSHIP TO CLIENT:         PARENT     /     CAREGIVER    /      GUARDIAN   /   OTHER ___________________ 
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RESIDENTIAL ADDRESS:  AS ABOVE, OR______________________________________________________ 

CONTACT PHONE:  HOME - ______________________________    MOBILE- _______________________ 

EMAIL: ____________________________________________________________________________ 

 

2.  IS THERE A GUARDIANSHIP AND / OR ADMINISTRATION ORDER IN PLACE?    YES   /    NO 

IF YES PLEASE PROVIDE A COPY OF THE GUARDIANSHIP AND / OR ADMINISTRATION ORDER 

3 DISABILITY / MEDICAL CONDITIONS INCLUDING ANY DIAGNOSIS IF RELEVANT: 

CONDITION 1: 

__________________________________________________________________________________

__________________________________________________________________________________ 

CONDITION 2: 

__________________________________________________________________________________

__________________________________________________________________________________ 

CONDITION 3: 

__________________________________________________________________________________

__________________________________________________________________________________ 

 

4 HEALTH CARE INFORMATION: 

MEDICARE NUMBER: ______________________________ EXP: ________________ REF NUMBER _____ 

PRIVATE HEALTHCARE PROVIDER: __________________________________________________________ 

MEMBERSHIP NUMBER: ________________________________________________ REF NUMBER _____ 

 

GP NAME: _____________________________________________ PHONE: _____________________ 

ADDRESS: __________________________________________________________________________ 

 

5. OTHER SERVICE PROVIDERS EG: SPECIALISTS, CHILDCARE, SCHOOL, AND THERAPY PROVIDERS 

NAME: ________________________________________________ PHONE: _____________________ 

ADDRESS: __________________________________________________________________________ 

FREQUENCY: ________________________________________________________________________ 
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NAME: ________________________________________________ PHONE: _____________________ 

ADDRESS: __________________________________________________________________________ 

FREQUENCY: ________________________________________________________________________ 

 

NAME: ________________________________________________ PHONE: _____________________ 

ADDRESS: __________________________________________________________________________ 

FREQUENCY: ________________________________________________________________________ 

 

6. FUNDING: 

NDIS MANAGED?   YES / NO   

A COPY OF THE NDIS PLAN MUST BE PROVIDED FOR NDIA OR ID MANAGED CLIENTS 

 

NDIS NUMBER: __________________________________________________________ 

NDIS DATES: ____________________________________________________________ 

SELF-MANAGED?     YES   /   NO                                PLAN MANAGED?    YES   /   NO 

__________________________________________________ 

 

DVA MANAGED?   YES / NO   

A COPY OF THE DVA PLAN MUST BE PROVIDED  

DVA NUMBER: __________________________________________________________ 

DVA DATES: ____________________________________________________________ 

 

PLEASE PROVIDE CONTACT NAME AND EMAIL FOR INVOICES: 

NAME: ____________________________________________________________________________ 

EMAIL: ____________________________________________________________________________ 

NOTES: ____________________________________________________________________________ 

_________________________________________________ 

 

7.  PREFERENCES 
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RELIGIOUS REQUIREMENTS: ______________________________________________________________ 

CULTURAL REQUIREMENTS: _______________________________________________________________ 

DEVICES FOR COMMUNICATION: ___________________________________________________________ 

ACCESS NEEDS INTO SERVICE: ____________________________________________________________ 

 

8.  SOURCE: 

HOW DID YOU HEAR ABOUT BAYSIDE COUNSELLING & FAMILY THERAPY? 

 GOOGLE      

 FACEBOOK         

 NDIS         

 GP/ SPECIALIST       

 FAMILY / FRIEND      

 OTHER PROVIDER       __________________________________________________________  

 OTHER ____________________________________________________________________ 

 

I GIVE PERMISSION FOR PAULA JOHNSTONE FROM BAYSIDE COUNSELLING & FAMILY THERAPY TO ACT AS A 

CONSULTANT: 

 TO SEEK ALL RELEVANT INFORMATION AS REQUIRED FROM SCHOOLS, CLINICS, AND OTHER EDUCATIONAL AND 

HEALTH SERVICES; 

 TO PROVIDE US/ ME AND ANY OTHER PROFESSIONALS/SERVICES INVOLVED, WITH ADVICE AND ASSISTANCE 

WITH  

 EDUCATIONAL/ BEHAVIOURAL PROGRAMS THAT ARE APPROPRIATE AND RELEVANT; 

 WE/I UNDERSTAND THAT THE SERVICE WILL PROVIDE US/ME WITH ANY REPORTS AND ASSESSMENTS AND 

THAT WE/I AS PARENT/S OR GUARDIAN/S WILL BE FULL PARTICIPANTS IN ANY AND ALL DECISIONS WHICH 

MIGHT BE MADE ABOUT OUR CHILD; 

 WE/I UNDERSTAND THAT ALL MATERIAL WILL BE TREATED WITH RESPECT FOR OUR RIGHTS TO PRIVACY AND 

CONFIDENTIALITY; 

 I HEREBY CONSENT TO INCLUSIVE DIRECTIONS MAINTAINING RECORDS (EITHER PAPER OR ELECTRONIC 

FORMAT) ABOUT THE SERVICES PROVIDED 

 

SIGNATURE OF CLIENT OR PARENT/CAREGIVER: _________________________________________________ 
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I UNDERSTAND THAT: 

 THESE RECORDS ARE OWNED BY BAYSIDE COUNSELLING & FAMILY THERAPY 

 I CAN ASK TO SEE RECORDS AND RECEIVE A COPY; 

 RECORDS ARE ARCHIVED BY BAYSIDE COUNSELLING & FAMILY THERAPY FOR A SET PERIOD OF TIME 

ACCORDING TO POLICY AND WILL EVENTUALLY BE DESTROYED; 

 PHOTS/VIDEO FOOTAGE MAY BE KEPT IN RECORDS BUT WILL NOT BE USED FOR ANY OTHER PURPOSE WITHOUT 

CONSENT; 

 I UNDERSTAND THAT ALL INFORMATION OBTAINED WILL BE KEPT CONFIDENTIAL. 

 

TO THE BEST OF MY KNOWLEDGE, THE INFORMATION PROVIDED IN THIS FORM IS TRUE AND CORRECT. 

 

SIGNATURE OF CLIENT OR PARENT/CAREGIVER: _________________________________________________ 

NAME: _____________________________________________________ DATE: __________________ 

RELATIONSHIP TO CLIENT: _______________________________________________________________ 

 

 

 

THANK YOU 
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