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Support for Carers Program
Registration Form

Date: 

	Referring Agency (if applicable)

	Contact Person:
	
	Contact Number:
	

	Position:
	
	Email:
	

	Organisation Name:
	

	Organisation Address:
	

	Do you have consent from the carer to make this referral?
Please note, you must have consent from the carer for this referral to be accepted.
	




	CARER INFORMATION

	Title
	

	Surname
	
	First Name
	

	Date of Birth
	
	Preferred Name
	

	Preferred Pronouns
	
	Gender
(Identifies as)
	

	Residential Address
	

	Suburb
	
	Postcode
	

	Country of Birth
	
	Indigenous status
	☐  Indigenous
☐  Torres Strait Islander
☐  Both 
☐  Neither

	Language spoken at home /
Preferred language
	
	Interpreter Required? 
	Yes / No
  If yes – Language spoken:
   

	Email Address
	

	Phone Number
	
	Mobile
	

	Emergency Contact
Name & Contact number
	



	Relationship to care recipient:
	
	Carer Residency:
Does the carer live with the care recipient?
	






	CARE RECIPIENT INFORMATION

	Title
	

	Surname
	
	First Name
	

	Date of Birth
	
	Preferred Name
	

	Preferred Pronouns
	
	Gender
(Identifies as)
	

	Residential Address
	

	Suburb
	
	Postcode
	

	Country of Birth
	
	Indigenous status
	☐  Indigenous
☐  Torres Strait Islander
☐  Both 
☐  Neither

	Language spoken at home /
Preferred language
	
	Interpreter Required? 
	Yes / No
  If yes – Language spoken:
   

	Government Pension / Benefit Status
	☐  Aged Pension
☐  DVA
☐  Disability Support Pension
☐  Carer Payment (Pension)
☐  Unemployment benefits
☐  Other Government benefit
☐  No pension/benefit - I don't think she is – has income insurance payments
	DVA entitlement
	☐  DVA gold card
☐  DVA white card
☐  Other DVA card
☐  No DVA card

	Accommodation
	☐  Private residence – owned/buying
☐  Private residence – renting private
☐  Private residence – renting public
☐  Institutional setting
	☐  Supported Accommodation
☐  Independent living unit 
☐  Boarding house / Hostel
☐  Public place /Temporary Shelter

	
	Institutional setting includes residential aged care facilities (hostels and nursing
homes), and psychiatric/mental health community care facilities.

	Living Arrangements
	☐  Lives with family
☐  Lives with others
☐  Lives alone

	Primary Diagnosis
	☐  Acquired Brain Injury (ABI)
☐  Neurological (inc. Epilepsy & Alzheimer’s)
☐  Specific learning/ADD (other than intellectual)
☐  Deaf/blind – dual sensory
☐  Vision
☐  Autism
☐  Intellectual Disability
☐  Developmental Delay
☐  Psychiatric
☐  Hearing
☐  Physical
☐  Other (please Specify):






	CARE RECIPIENTS’ FUNCTIONAL STATUS (Dependency)

	Please rate what the care recipient is capable of doing in the following daily living activities.

	Housework
	Can the care recipient do their own housework?
☐  Can do without help or supervision
☐  Needs some help or supervision
☐  Completely unable to do

	Mode of transport
	Can the care recipient get to places, out of walking distance?
☐  Without help (can drive your own car, or travel alone on buses or taxis)
☐  With some help (need someone to help or go with you when travelling)
☐  Completely unable to travel (unless arrangements are made for a specialised vehicle like an ambulance)

	Shopping
	Can the care recipient go out shopping for groceries or clothes (assuming they have transportation)?
☐  Without help (can take care of all shopping needs)
☐  With some help (need someone to go with on all shopping trips)
☐  Completely unable to do any shopping

	Medication
	Can the care recipient take their own medicine?
☐  Without help (in the right doses at the right time)
☐  With some help (e.g. if someone prepares it and/or reminds you to take it)
☐  Completely unable to take your own medicines without help

	Money
	Can the care recipient do their own housework?
☐  Without help (pay bills, receive correct change etc.)
☐  With some help (manage day-to-day buying but need help with paying bills)
☐  Completely unable to handle money

	Walking
	Can the care recipient walk?
☐  Without help, except for the use of a cane.
☐  With some help from a person (physical or verbal), or with the use of a walker or crutches. Independent wheelchair user (the person manages independently including cornering).
☐  Completely unable to walk, If in a wheelchair & the person is not independent & must be pushed.

	Mobility: Bed/chair transfers
	Does the care recipient ever need help to get in or out of a bed or chair?
☐  No help needed
☐  Needs some help (but not heavy lifting)
☐  Completely unable to do – major help needed







	CARE RECIPIENTS’ SELF CARE STATUS (Dependency)

	Please rate what the care recipient is capable of doing the selected activities of self care.

	Self-care screen
	Does the care recipient need assistance with any areas of self-care, such as bathing, dressing, eating or toileting?
  No (please skip remaining questions and move to the next section)
  Yes (please complete the following questions)

	Bathing
	Can the care recipient take a bath or shower?
☐  Without help
☐  With some help (eg help getting or out of the tub)
☐  Completely unable to bathe without help

	Dressing
	Can the care recipient dress themself?
☐  Without help
☐  With some help (eg help with buttons etc but can put on some garments alone)
☐  Completely unable to dress

	Eating
	Can the care recipient eat?
☐  Without help
☐  With some help (eg help cutting up food, spreading butter, pouring drink)
☐  Completely unable to eat without help (eg spoon feeding)

	Toilet Use
	Can the care recipient manage the toilet? (Includes: on & off, dressing & wiping)
☐  Without help
☐  With some help 
☐  Completely unable to manage toilet without help (eg needs help to undress & to wipe)

	Communication
	Does the care recipient ever need help to communicate (to understand or be understood by others)?
☐  No
☐  Yes, sometimes (includes if the person sometimes or often misses the speaker’s intent, or needs prompting to find words or finish sentences)
☐  Yes, always

	

	MEMORY OR BEHAVIOURAL PROBLEMS

	Memory problems or confusion
	Does the care recipient have any memory problems or get confused?

☐  Yes      ☐  No

	Behavioural problems
	Does the care recipient have behavioural problems (for example aggression, wandering or agitation)?

☐  Yes      ☐  No



	CARER’S ROLE
	

	
Describe your caring role:





Supports requested:








	CARER ENGAGEMENT PREFERENCE

	    
Please outline your preference of engagement (you may select more than one option): 

☐ I would like to be emailed fortnightly about BrainLink Events and Updates 
☐ I would like to be mailed BrainLink Events and Updates        
☐ None of the above. If you choose this option, please keep in mind, you can visit BrainLink’s website for timely event and support updates at www.brainlink.org.au.  
 
As part of the registration process we will be sending you a Welcome Pack. 
Would you like to receive a Welcome Pack via email or mail? 
                                                            
                                                                                ☐  Email        ☐  Mail




	CONSENT

	When attending events, we are required to report to our funding body DFFH the hours of service we have provided.  
The data sent is non identifiable.  For more details on our privacy and confidentiality policies, please CLICK HERE.

Do you provide consent to use your data for reporting purposes (non-identifiable)?

Carer Consent:   YES / NO                Date:  ______________

Care Recipient consent: YES / NO




Please email the completed form to carers@brainlink.org.au or  Post the form to 
BrainLink Services Ltd, Suite 201, 44 Lakeview Drive, Scoresby VIC 3179.

A member of the Carer Support Team will call you within the next 3 days to discuss you application with you.
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