
Referral for Early Childhood Approach Pathway
Early Childhood Approach can offer a range of supports for families with a child aged 0-6 years living with a disability 
and/or developmental delay. The supports offered may vary for each child and their family according to their needs.

Child’s details

Surname Given Name

D.O.B Gender

Is the child of Aboriginal and/or Torres Strait Islander decent? Yes      No 
Australian Citizen Yes      No If No, what visa class?

Main Language  
spoken at home

Will an interpreter  
be required Yes      No 

Parent / Carer details 1 Parent / Carer details 2

Name Name

Relationship  
to child

Relationship  
to child

DOB DOB

Residential 
address

Residential 
address

Postal address Postal address

Phone Phone

Email Email

Does the child have a diagnosis?
Please provide supporting documentation Yes      No 

Are you referring the child due to concerns regarding their development
Yes  No  Unsure 
If Yes or Unsure please fill 

details next page

Referrer details

Referrer’s name
Department / 
Organisation 
If applicable

Relationship  
to child Phone

Email

Please turn over to next page



Tell me about the child

Developmental Area
Concerns
Describe the concern regarding the 
child’s development

Impact on daily routine
Describe how this substantially 
impacts on the child’s daily living 
activities and participation in family 
and community life

Self care
(e.g. feeding / dressing / toileting, 
etc. appropriate for age)

Physical
(e.g. gross and fine motor skills 
such as moving around / crawling 
/ walking / sitting / rolling / using 
mobility aids)

Communication
(e.g. understanding, talking and 
communication needs with others 
appropriate to age, etc.)

Relationships and behaviour
(e.g. relating to others within the 
home or community environments 
etc.)

Learning and play
(e.g. learning, remembering and 
practicing new skills such as 
playing games, pretend play etc.)

Please list any other services involved (If any)

Is there any information you would like to share?

I received verbal consent to send referral from:  Parent      Carer      Guardian 

Date:Signature of referrer:

Email:  ecant@ndis.gov.au  Phone:  1800 959 995
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