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Functional Family Therapy – Child Welfare (FFT-CW) 
Aboriginal / Torres Strait Islander Referral
INCLUSION CRITERIA – PLEASE SELECT THOSE THAT APPLY TO THE CHILD/REN OR YOUNG PERSON/S (C/YP):  

☐ 	Families with a child living in the home who is aged 0-17 years.
☐ 	is exhibiting aggressive, disruptive, problematic and or violent behaviour in the home
☐ 	behaviours may include externalising behaviours and/or internalising symptoms 
☐ 	is living with their family/carer or is ready to reunify to the family within 4 weeks

And the family is available to engage in FFT-CW (family may include biological, kinship, or foster care)

EXCLUSION CRITERIA - THE CHILD/REN OR YOUNG PERSON/S (C/YP): 

☐	presents with current acute psychosis
☐	requires sexual offender treatment as a primary need
☐	is actively suicidal or homicidal
☐	has no fixed abode

REASON FOR REFERRAL 

☐	Strengthening family			 ☐	Restoration
☐	Placement stabilisation		              			

RESTORATIONS - THE FOLLOWING NEED TO BE PROVIDED AT THE TIME OF REFERRAL:

☐	Safety Plan 				 ☐	Restoration / Cultural Care Plan

For further clarification regarding the suitability of a referral, please email Team Leader, Karina Young at: fftcwintake@ozchild.org.au or 0456 091 427.
	Referrer Details

	Referral date
	

	Referral agency & location
	

	Referrer name and position
	
	

	Referrer contact details
	Phone: 
	Email:

	How long has C/YP been engaged with your service?
	
	What is your association with C/YP?
	

	Has the family AND the C/YP consented to the referral?
	YES:  
☐ Child/Young Person consent obtained
☐ Family consent obtained
	If NO, please gain consent before sending the referral

	Referred Child or Young Person (C/YP)

	Full Name
	

	C/YP Phone Number
	

	Details
	DOB: 
	Age: 
	Gender:

	
Cultural Background
	Aboriginal
Yes ☐        No ☐
	Torres Strait Islander
Yes ☐       No ☐
	Other:


	Genogram
	Yes ☐        No ☐
	If no, please provide one

	Country of Birth
	

	Other children / family members – 
residing in the home 
	Name

	DOB

	Gender

	Relationship to Carer


	
	














	














	














	















	
Caregiver(s)
	Primary Caregiver
	Secondary Caregiver

	[bookmark: _Hlk8243602]Name
	
	

	Relationship to C/YP
	
	

	DOB
	
	

	Address
	
	

	Phone
	
	

	Email
	
	

	Cultural Background
	
	

	Indigenous Details
	Aboriginal
   Yes ☐          No ☐
	Torres Strait Islander
Yes ☐       No ☐
	Aboriginal
Yes ☐        No ☐
	Torres Strait Islander
Yes ☐        No ☐

	Interpreter required
	Yes ☐        No ☐
	Yes ☐        No ☐

	            Additional Information

	Legal/Judicial Information
(Child Protection Orders)
	




	Education and/or Tertiary Information
	Name of School/s:



	Year/s:

	Attendance:


	Reason for Referral 
(specific behaviours, risks, concerns, recent incident of concern) 
	










	Other Concerns
(e.g. Substance Misuse, Mental Health, current or history of Domestic and Family Violence, Disability, other risk factors)
	









	Other Services Involved
(NDIS, CAMHS, Family Support, etc.)
	Service & Worker 





	Contact phone/email 





	Support being provided  






	Additional Information
	Is there any other information relevant to this family?














Please email completed referral to your Operations Manager (CYPS only).
All referrals need to be sent to Gugan Gulwan – 
FFT-CWReferrals@gugan-gulwan.com.au
In the spirit of respect, OzChild recognises the Aboriginal Peoples of Australia as the Traditional Custodians of the Land.
We pay our respects to them, their culture and their Elders past, present and future.
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