
Please fax back to CyclopsACT on 02 6232 2424 

 

                    
Referral Form  

Date:      
 

 
Young Carer’s Details: 
 
 
Name: __________________________________________________ 
 
 
Address: __________________________________________________________________  
 
 
Phone: _________           Mobile:_______________________________ 
 
 
Gender:                        DOB:____/____/______________                         Current Age: 
 
 
School: ____________________________________________________  
 
 
Parents/ Guardians Names:____________________________________________ 
 
 
Work Phone: __________________ 
 
 
 

 
 

 
Referral: 
 
 

Referring Agency / Organisation:     
 
Contact Person: _________________________ Ph: _________________________ 
 
Type of assistance / supports already being provided to Young Person and/or Family: 
 
_______________________________________________________________________________ 
 
_______________________________________________________________________________ 
 
_______________________________________________________________________________ 

 



Please fax back to CyclopsACT on 02 6232 2424 

 

 
 

 
Family Background Information (strictly confidential)  
 
 
 
Mothers Name:                                                  Fathers Name:  
 
 
Ethnicity: ATSI / NESB – Please specify :  
 
Language/s spoken at home: __ 
 
Name/s and age/s of siblings: ____ 
                         
 
                                              
Relative/s who the young person is caring for:   
Type of illness / disability / condition:  
 
 
 
Is there any information you think we should know about the young carer and their caring role within 
the home? 
 
 
 
 
 
 
 
 
 
 
What type of assistance is the young person seeking? 
 
 
 
 
 
 
 
 
________________________________________________________________________________________ 
 
 

CYCLOPSACT 
Corner of Ballumbir and Petrie Streets, Civic 

Po Box 287  
Civic Square ACT 2608 

6232 2432(Ph) 
6232 2424(FAX) 

 

 
 


