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NDIS Referral Form 

Please fill in the information below so that we may process your referral as soon as possible. Any information not 
given may delay the referral process.  

Once completed please return via email – ndis@swh.net.au.  Thank you from the NDIS team. 

Participant Name: 

Participant Address: 

Participant DOB: 

Who do we contact to 
arrange appointment: 

Preferred method of 
contact: 

☐ Phone ☐ Email

Participant Phone: 

Participant Email: 

Participant NDIS No: 

Participant Plan Dates: 

Reason for referral / Service 
required including number 
of hours: 

Who do we send the 
service agreement to for 
signing: 

 Postal Address: 

Registered Disability: 

Funding Source: 
☐ Plan Managed, By Who:

☐ Self - Managed ☐ Agency Managed

Support Coordinator: 

Support Coordinator 
contact details: 

Referrer’s Name: 
Date Referred: 

Anything else we need to 
know: 

mailto:ndis@swh.net.au

	Write the full name of the participant: 
	Write the full address of the participant including street and suburb and state and postcode: 
	Write the date of birth of the participant in DD/MM/YYYY format: 
	Write the full name of the person to contact to arrange the participant's appointment: 
	Is phone the preferred method of contact?: Off
	Write the phone number of the participant: 
	Write the email address of the participant: 
	Write the National Disability Insurance Scheme NDIS number of the participant: 
	Write the start and end dates of the participant's current NDIS plan: 
	Write the reason for the referral and the service required and the number of hours requested: 
	Write the full name of the person the service agreement should be sent to for signing: 
	Write the postal address of the person the service agreement should be mailed to for signing: 
	Write the registered disability and diagnosis of the participant: 
	Is the funding source plan managed?: Off
	Is the funding source self managed?: Off
	Is the funding source agency managed?: Off
	Write the name of the plan manager and plan management organisation managing the participant's NDIS funding: 
	Write the full name of the participant's support coordinator: 
	Write the contact details of the participant's support coordinator including phone number and email address: 
	Write the full name of the person making the referral: 
	Write the date the referral was made in DD/MM/YYYY format: 
	Write any additional information that may be relevant to processing the referral: 


