Free NDIS Participant Intake & Risk Assessment Form Template
[Insert Your Business Logo Here]
This comprehensive Intake and Risk Assessment form is designed to help NDIS providers safely onboard new clients. It ensures compliance with the NDIS Quality and Safeguards Commission requirements regarding participant safety and staff Workplace Health and Safety (WHS).
1. Participant Details
· Full Name: [First and Last Name]
· Preferred Name / Pronouns: [e.g., John / He/Him]
· Date of Birth: [DD/MM/YYYY]
· NDIS Number: [9-digit Number]
· Current NDIS Plan Dates: [Start Date] to [End Date]
· Primary Address: [Full Residential Address]
· Phone Number: [Contact Number]
· Email Address: [Email Address]
· Cultural / Linguistic Background: [e.g., Indigenous, CALD, preferred language, interpreter required?]
2. Primary Contact / Nominee
If the participant has a formal nominee, guardian, or primary informal carer, list their details here.
· Name: [Full Name]
· Relationship to Participant: [e.g., Mother, Public Guardian]
· Phone Number: [Contact Number]
· Email Address: [Email Address]
3. Disability & Support Requirements
· Primary Disability: [e.g., Autism Spectrum Disorder, Cerebral Palsy]
· Secondary Disabilities / Conditions: [List any other conditions]
· Communication Preferences: [e.g., Verbal, Auslan, AAC device, non-verbal cues]
· Mobility Requirements: [e.g., Independent, uses wheelchair, requires 1-person assist for transfers]
· Brief Description of Required Supports:
[e.g., 2 hours of morning routine assistance; community access for grocery shopping]
4. Health & Medical Information
· Medicare Number: [Include Ref No. & Expiry]
· Ambulance Cover? [Yes / No]
· Primary General Practitioner (GP): [Dr. Name & Clinic Phone Number]
· Known Allergies: [List allergies and reaction severity]
· Current Medications: [Are workers required to prompt or administer medication? Provide details.]
· Medical Risks: [e.g., History of seizures, dysphagia/choking risk, diabetes]
5. NDIS Risk Assessment & Environment Check
A. Behaviours of Concern
Does the participant exhibit any behaviours that may pose a risk to themselves or support staff?
· [ ] Yes / [ ] No
· If Yes, provide details: [e.g., verbal aggression, absconding, self-harm]
· Is there an active NDIS Behaviour Support Plan in place? [Yes / No]
· Are there any authorized Restrictive Practices? [Yes / No] (If yes, attach evidence of authorization).
B. Manual Handling & Physical Risks
Are there specific manual handling risks for staff?
· [ ] Yes / [ ] No
· Details: [e.g., Requires use of hoist, assistance with showering]
· Risk Mitigation: [e.g., Staff must be trained in manual handling; two-person assist required]
C. Home Environment Assessment
If services are delivered in the participant's home, are there any environmental hazards?
· Pets in the home: [Yes / No] - If yes, detail breed and behavior (e.g., large dog, must be kept outside during shift).
· Smoking indoors: [Yes / No] - If yes, participant agrees not to smoke while staff are present.
· Trip / Slip hazards: [e.g., Loose rugs, steep stairs, poor lighting - Detail required modifications or staff warnings.]
· Weapons / Firearms on premises: [Yes / No]
6. Emergency Contacts
Please provide two emergency contacts who are NOT the primary carer listed in Section 2.
Emergency Contact 1:
· Name: [Full Name]
· Relationship: [e.g., Sister]
· Phone: [Contact Number]
Emergency Contact 2:
· Name: [Full Name]
· Relationship: [e.g., Neighbor]
· Phone: [Contact Number]
7. Consents and Declarations
Consent to Share Information:
I consent to the Provider sharing necessary information with my Plan Manager, Support Coordinator, and relevant Allied Health professionals for the purpose of coordinating my NDIS supports.
· [ ] Yes / [ ] No
Consent to Provide Emergency Medical Treatment:
In the event of a medical emergency, I authorize the Provider and its staff to seek emergency medical treatment (including calling an ambulance) on my behalf.
· [ ] Yes / [ ] No
Participant / Nominee Declaration:
I confirm that the information provided in this Intake and Risk Assessment form is accurate and complete to the best of my knowledge. I understand it is my responsibility to notify the Provider if any of this information changes.
· Participant / Nominee Signature: ________________________________________
· Name: [Print Name]
· Date: [DD/MM/YYYY]
8. Office Use Only (Provider Sign-Off)
· Intake Completed By: [Staff Member Name]
· Date of Intake: [DD/MM/YYYY]
· Risk Level Assessed: [Low / Medium / High]
· Actions Required Before Service Commences:
· [ ] Service Agreement Signed
· [ ] Behaviour Support Plan received (if applicable)
· [ ] Staff briefed on specific risks / manual handling requirements
· Manager Signature: ________________________________________
