 
[image: ] 
Participant Intake Form 
 
 
 
 
 
 
 
 
	Participant Details 

	First Name: 
	 
	Date of Birth:
	

	Surname: 
	

	Email Address: 
	

	NDIS Number: 
 
	 

	Client Ratio: eg 1:1 or 1:2 
	

	NDIS Funding Type:  
	☐ Agency Managed (NDIS)  
 ☐Self Managed  
☐ Plan Managed 

	Plan Manager 
Details if applicable: 
	 

	Support 
Coordinators Details: 
	 

	Type of Service (include code for the line item)
	

	Start Date of Service
	


 
 
	Emergency Contact Details 

	First Name: 
	 Rita


	Surname: 
	 

	Address: 
	 

	Phone Number: 
	

	Email Address: 
	

	Relationship to Participant: 
	


 
 
 
 
	About the Participant 

	Aboriginal or Torres Strait Islander descent?  
	☐ Yes  ☐ No 
 

	Nationality: 
	 

	Primary Disability: 
	 
 
 

	Any allergies? If yes please provide details: 
	 

	Please provide all medical diagnoses and any medications that may affect the support provided: 
	 


	Please provide the name and contact details of General Practitioner: 
	

	Is there any issues that we need to know that might result in risk to staff or the participant? (e.g Any special family circumstances or legal orders in place, behaviours of concern, drug and 
alcohol issues 
 
	



 
 
 
 
 
 
 
 
 
	Communication Please check boxes that apply 

	Communication Style: 
	☐ Verbal  
☐ Non-Verbal  
☐ Communication aids required  
 

	Any cultural diversity, values or beliefs of which we should be aware? 
	☐ Yes  ☐ No  
Details: 
 

	Languages Spoken: 
	☐ English 
☐ Other: _____________________________________________ 

	Is an Interpreter required? 
	☐ Yes 
☐ No 
☐ Auslan Interpreter  


 
 
	Dietary Requirements 

	Any specific dietary  requirement 
	


	Any food allergies? 
	 


 
 
 
 
 
 
 
 
 
 
 
 
	Physical Support Needs 
	 

	 No mobility issues 
	           ☐ 

	Has some mobility issues 
If YES please give details 
 
 
 
	☐ 


	Wheelchair 
	☐ 


         
 
	Practical Support Needs Please check boxes that apply
	 

	 Assistance with Bathroom    
	☐ 


	Assistance getting in and out of vehicles 
	☐ 

	Assistance at meal times 
	☐ 

	Behavioral triggers 
If YES please give details and provide Behavioural Support Plan 
 
 
 
 
	☐ 


 
 
 
 
Signed by the Participant or Representative: 
  
Signature:

Name (please print)  
Signed by the Staff Representative of Sanctuary Care Services:  
 
……………..……………………………..  
Signature  
……………..……………………………..  
Name (please print) 
 
Approved By: The board of Collaborative Disability Care-Home and independent Living Solutions Pty Lt 
Please complete and return toHello@SanctuaryCareServices.com.au, please also forward and relevant plans and reports, so we can best match support workers to you. 
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