

ABCD
DRAFT Initial Contact and Screening Tool


	Common Assessment Framework (CAF)  

	DRAFT Initial Contact and Screening Tool
Family Services and Disability Services


	A.  Administration details

	1.  Date
	     

	2.  Name of person screening
	     

	3.  Organisation of person screening
	     

	4.  Name of person (unborn baby, child, young person or person with a disability) for whom referral is being made?
Surname, given names, aliases.  For unborn child indicate “Baby surname”
	     

	5.  Age of person (unborn baby, child, young person or person with a disability) for whom referral is being made?

For unborn child indicate expected delivery date
	     

	6.  Child, young person, family, person with a disability identifier To be completed by Community Gateway Services only
	     


	B.  Referrer and referral details

	1.  Name of referrer

	     

	2.  Is this a self referral?

	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No



	3.  What is the referrer’s relationship to the referred child (including unborn baby), young person, individual with a disability, family?
	     

	4.  Contact details – best contact number during business hours and after hours
Address/phone number
	Contact no. during business hours:     
Contact no. after business hours:     
Address:     


	5.  Does the referred individual or family know about the referral to the Community Gateway services?
	 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No 
Details(if required)
     


	6.  Does the referred individual or family support the referral?
NB: consent is not needed for a referral. This is to provide the Community Gateway Service intake worker with information to help them determine the screening outcome and to engage effectively with the individual or family referred. 

	 FORMCHECKBOX 
 Not known
 FORMCHECKBOX 
 Not supportive

 FORMCHECKBOX 
 Somewhat supportive 

 FORMCHECKBOX 
 Completely supportive.
Details (if required)

     


	7. What is the reason for the referral to the Community Gateway Services?


	

	8. Has a particular incident led to the behaviour or concerns that prompt this referral?

e.g. a significant life event, anniversary of a significant date or change in family circumstances? 
	 FORMCHECKBOX 
 Yes Details 
 FORMCHECKBOX 
 No 


	9.  Which service pathway is indicated by the primary reason for referral:
Please indicate in the boxes below. 
Please note, if the referral is being made for a child or young person, both Family Services and Disability Services screening questions should be addressed.   
	

	Family Services
	 FORMCHECKBOX 
 

	Disability Services
	 FORMCHECKBOX 
 

	Both Family Services and Disability Services
	 FORMCHECKBOX 
 

	Not sure
	 FORMCHECKBOX 
 

	No further screening or assessment required
	 FORMCHECKBOX 

End screening and provide information as required
Note: complete question H1. 

	10a.  Is the referral being made for an unborn child?     

10b.  What is the child’s anticipated date of birth?
10c.  Who will the child be living with? 
	 FORMCHECKBOX 
 Yes- complete question 10b and then go to Section C

 FORMCHECKBOX 
 No – go to Section C





	C.  Client details:  Child, young person, individual with a disability, family details

	1.  Client information: Details to be provided of the individuals for whom the referral is being made (other than an unborn baby).  This may be a person with a disability, a child or a young person.  Where the referral is for a number of individuals (e.g. a sibling group) details should be provided for all children and young people. 

	First name
	Surname
	Sex
	DoB /age
	Address
	Phone number
	CALD status

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     

	2.  Family information: Adults in the family (not the client) 

	First name
	Surname
	Sex
	DoB /age
	Relationship to client
	Address
	Phone number
	CALD status

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	If this referral is for a child or young person, who is their primary contact person? 
	 FORMCHECKBOX 
 Yes 
 FORMCHECKBOX 
 No 


	3.  Family information: Unborn baby, children/ young people in the family  (not the client)

	First name
	Surname
	Sex
	DoB /age
	Relationship to client
	Address
	Phone number
	CALD status

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	4.  Kith and kin information (significant others) - if applicable 

	First name
	Surname
	Sex
	DoB /age
	Relationship to client
	Address
	Phone number
	CALD status

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	     
	     
	     
	     
	     
	     
	     
	     

	5.  Is the person for whom the referral is being made from an Aboriginal or Torres Strait Island background?
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Unknown



	6.  Are any other family members from an Aboriginal or Torres Strait Island background? Who?
	 FORMCHECKBOX 
 Yes- who:      
 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Unknown



	7a. Cultural Background 
Provide details 
7b. Language spoken at home
Provide details 
	     
     

	8.  Interpreter required? 
   What type of interpreter?
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Details

     

	9.  Preferred method of communication 

Question particularly relevant for people with a disability
	     

	10.  Advocate required?
	     

	11.  Any additional information about the person for whom the referral is being made? E.g. refugee status, gender identity
	Details
     


	D.  Contact with other services
	Comments

	1.  Contact with Child Protection

	 FORMCHECKBOX 
 Unknown

 FORMCHECKBOX 
 Currently in contact

 FORMCHECKBOX 
 Previously in contact : date and period of last contact

Details


	2. Is the child or young person currently under statutory care?
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Unknown



	3.  Is the mother/father/carer of the unborn baby, child, young person, family or person with a disability currently in contact with services or supports?
i.e. Family services, disability services, medical practitioners/community health/nursing staff/counselling services, family violence
List services – brief details only, e.g. name and type of service.


	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Unknown
Details





Screening for unborn babies, children and young people
	E.  Identification of risk and need
For questions related to an unborn baby, consider the likelihood that the baby will be exposed to the following risks when they are born.
	Comments

	1.  Are there concerns about the child, young person’s safety?
If yes, what are the concerns?
	 FORMCHECKBOX 
 Yes: what are the concerns?
     
 FORMCHECKBOX 
 No

 FORMCHECKBOX 
 Don’t know


	2. Are there concerns that the child or young person is being neglected? 

If yes, what are the concerns?
	 FORMCHECKBOX 
 Yes: what are the concerns?
     
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Don’t know


	3.  Are there family violence indicators present?

If yes, what are the indicators?
	 FORMCHECKBOX 
 Yes: what indicators?
     
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Don’t know


	4.  Are there concerns about the child or young person’s stability? i.e. Connection to primary care giver, family, school and friends, community, culture
If yes, what are the concerns?
	 FORMCHECKBOX 
 Yes: what are the concerns?
     
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Don’t know


	5.  Are there concerns about the child, young person’s health?
If yes, what are the concerns?
	 FORMCHECKBOX 
 Yes: what are the concerns?
     
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Don’t know


	6.  Is the child, young person in education/child care/vocational training/day program?
If yes, provide details?
	 FORMCHECKBOX 
 Yes: name of school/ program
     
 FORMCHECKBOX 
 No: why not
 FORMCHECKBOX 
 Don’t know


	7.  Are there concerns about the development and learning of the child, young person? 
If yes, what are the concerns?
	 FORMCHECKBOX 
 Yes: what are the concerns?  If yes, this may indicate that disability screening questions should be asked.  
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Don’t know


	8.  Does there appear to be repeated patterns of circumstances and events in the child’s life which may impact on their safety, stability and wellbeing? (cumulative harm)
	 FORMCHECKBOX 
 Yes: provide details?
     
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Don’t know

	9.  If any concerns have been identified, what is the impact of these on the child or young person?  If yes, provide details? (informs decision about need and key issues to be addressed)
	     

	10.  Is the child or young person at risk of immediate harm or likely to be at risk? Answer no if there is sufficient safety demonstrated through the screening.
	 FORMCHECKBOX 
 Yes immediate harm: provide details about nature and severity of risk of harm?     
 FORMCHECKBOX 
 Yes likely to be at risk harm: provide details about nature and severity of risk of harm     
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Don’t know


	11.  Has the child or young person been sighted to complete this screening?  If so, who by?
	 FORMCHECKBOX 
 Yes     By who:      
 FORMCHECKBOX 
 No


	12.  Does the child or young person need to be sighted with in 24 hours of this screening? Describe why
	 FORMCHECKBOX 
 Yes     

 FORMCHECKBOX 
 No
Details
     

	13.  Is a discussion with the Co-located Child Protection worker required? 
	 FORMCHECKBOX 
 Yes     Date this has taken place     
 FORMCHECKBOX 
 No


	14.  Is a referral to Child Protection required?
	 FORMCHECKBOX 
 Yes       Date this has taken place     
 FORMCHECKBOX 
 No



Screening for people with a disability
	F.  Screening for disability and identification of support needs
	Comments

	(Note, reasons for ‘difficulties’ [e.g. with mobility] may be due to biological, cognitive, psychosocial or behaviour issues, or as a consequence of the environment or context within which the person lives)

	1.  Does the person have a known disability?
If yes, provide details
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
Details



	2.  Is there evidence of a disability?
Details of what the evidence is, an how recent this was provided (e.g. date of assessment) 
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
Details

     


	3.  If yes, what is the primary disability group?
12 classifications (CSTDA NMDS)
Describe below:

	1 Intellectual (including Down syndrome)

2 Specific learning/Attention Deficit Disorder (other than Intellectual)

3 Autism (including Asperger’s syndrome and Pervasive Developmental Delay)

4 Physical

5 Acquired brain injury

6 Neurological (including epilepsy and Alzheimer’s disease) 

7 Deafblind (dual sensory)

8 Vision (sensory)

9 Hearing (sensory)

10 Speech

11 Psychiatric – refer to mental health services
12 Developmental delay (apply to 0–5 year olds only, where no other category is appropriate) – refer to family services, early childhood intervention services. 

	4.  Is the disability long-term or likely to be long-term? 
	 FORMCHECKBOX 
 Yes – may be eligible for disability services
 FORMCHECKBOX 
 No – not eligible for disability services 
 FORMCHECKBOX 
 Not known


	5.  Did the disability occur before the person was 65 years of age?
	 FORMCHECKBOX 
 Yes – may be eligible for disability services
 FORMCHECKBOX 
 No – not eligible for disability services
 FORMCHECKBOX 
 Not known


	6.  Is the person eligible for disability services?


	 FORMCHECKBOX 
 Yes  

 FORMCHECKBOX 
 No  

 FORMCHECKBOX 
 Not known


	7.  Is the person in full time or part time education, training or employment?
	 FORMCHECKBOX 
 Yes: details     
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Not known


	8.  What are the care arrangements for the person for whom the referral is being made?
Relationship of the carer to the person for whom the referral is being made? Are these arrangements suitable and sustainable? Provide details
	     

	9. What support is the person with a disability seeking?

Type of support, timeframe for support.
	     

	10.  Are there family violence indicators present?

If yes, provide details
	 FORMCHECKBOX 
 Yes: what indicators? Details      
 FORMCHECKBOX 
 No
 FORMCHECKBOX 
 Not known



Summary of initial contact and screening
	G.  Summary – Professional judgement

	Comments

	1.  What are the key presenting issues?
Please detail source of information Please provide bullet point summary
	     


	2.  What will be the impact on the referred individual  or family if these issues are not addressed immediately? (informs decision about priority of referral)

Risk areas: at risk of harm, risk to self or others, homelessness, physical or mental health, drop out of school, unemployment
	


	3.  What is the priority rating for further assessment?
Scale of
· High (within 3 days)

· Medium (within 5 working days

· Low (within 10 working days


	     

	4.  Should the child or young person be sighted within the next 24 hours?
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No 
Details


	5. Could a response be provided by universal services and / or through informal supports?
	 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No 
Details


	6.  Should an Aboriginal and Torres Strait Islander organisation be involved in onward referrals?
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No 
Details

     

	7.  Should a Culturally and Linguistically Diverse organisation be involved in onward referrals?
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No 
Details
     

	8. Has this case been discussed with a Team Leader/Co-located Child Protection worker? 

Specify the content of the discussion and the impact this will have on the outcome (section H).
	 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No
Details 





	H. Outcome of initial screening
	Comments

	1. Outcome (tick all that apply)

	No further action [provide rationale for this decision and details, e.g. information that has been provided]
	 FORMCHECKBOX 
 
     

	Referral to generic/mainstream or other services [provide rationale for this decision and details - who referred to and what date was the referral made]
	 FORMCHECKBOX 

     

	Referral for FS targeted assessment [provide rationale for this decision and details - who referred to and what date was the referral made]
	 FORMCHECKBOX 

     

	Referral for DS targeted assessment [provide rationale for this decision and details- who referred to and what date was the referral made]
	 FORMCHECKBOX 

     

	Referral to Child Protection [provide rationale for this decision and the date the referral was made]
	 FORMCHECKBOX 

     

	2. What does the child, young person, family, and/or person with a disability think about the screening outcome?  E.g. Consider motivation to engage.  Bear in mind the age and ability of the referred individual/ family to answer this.  
	 FORMCHECKBOX 
 Not known

 FORMCHECKBOX 
 Reported by referrer:      
 FORMCHECKBOX 
 Reported by referred individual or family:      


	3. Other documents attached
i.e. consent form, evidence of disability
	 FORMCHECKBOX 
 Yes - please list     
 FORMCHECKBOX 
 No

	4. What further follow up is required and by whom? What is the timeframe for each follow up activity?
Provide type of follow up, i.e. urgent/actions required, and date, timeframe
	     

	5. What information has been provided back to the referrer?
	     

	6. Are there any safety or security issues that workers conducting on going assessment should be aware of?  [e.g. home visits not suitable]
	 FORMCHECKBOX 
 Yes – provide details     
 FORMCHECKBOX 
 No


	Signature (initials if completing electronically) of person screening on completion of initial contact and screening tool
	     

	Date
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