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Independent ENDEAVOURS
Employmentworks 
Toolbox 4 Work
	Last Name: 
	First Name: 

	Date of Birth:                                         
	Gender:    

	Mailing Address: 



	Contact Phone Numbers / Email: 

	WINZ number:   
	Benefit type:     

	Currently smoking: Y/N             Used to smoke:  Y/N                Never smoked:  Y/N

	Employment Status:

Most recent / current employment:
	

	Ethnicity:                                                 
	Iwi (if applicable):

	Reason for referral – What would you like the facilitator to help you with? (Please circle your choice/s) 

Employment                         Toolbox 4 Work                         Personal Development



	Special concerns which may impact on your ability to attend WALSH services, including disability or condition: e.g. language or learning needs / mobility / Mental Health Act:




	Is there someone that you want to be involved in the process?

	Name:                                                    Relationship to client:

	Contact Details:

	Person Referring & contact details:                                                                         

Name:

Address:
Ph:



	Client Signature:
     Date:

	For Office use Only:

Database Entry Date: 

Date & Time of Initial Meeting: 
Referred To: EW, IE, PS, CSW     Other:

IE Exit & Referral Date:



· Please complete fully and post fax or email to reception@walsh.org.nz
· Note that a current client contact number is required in order for the application and interview to proceed.

· Please contact Walsh Trust if you have any questions
	Consent Form

	Consent for Release of Confidential information

	
I ……………………………………………………………………… consent to relevant information relating to my support being shared with the following people/organizations. 
Staff will inform me when discussions take place, why and what was discussed.   

	Name
	Relationship 
	Contact Details

	Clinical Team:
	
	

	G.P:
	
	

	Other:
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Can family / whanau be contacted?  Yes / No

	I understand that: 

· WALSH Trust will only collect information which is relevant to the support service they provide.

· WALSH Trust will only collect client information which is lawful, fair and in line with the Health Information Privacy Code.

· WALSH Trust staff will only meet with family/support in my presence or with my agreement.

· I may, upon request, have access to any personal information that the WALSH Trust holds about me.

· All my personal information will be kept confidential and in a secure place and not released to anyone outside WALSH Trust without my consent except for situations allowed for by law or where there are concerns for my safety or the safety of others.

· I will be told what information is held about me and I can add comments to my file if I disagree with anything written there.

	My 

· My rights regarding confidentiality and privacy have been explained to me and I understand and agree to them.  

· Further, I understand the nature of the service that WALSH Trust provides and consent to receiving that service.
· I understand that should I receive support from more than one WALSH Trust service; information that WALSH Trust holds about me may be shared between the services.  

	
Client Name: …………………………………………………  Signature: ……………………….  Date: ………………


Staff Name: …………………………………………………… Signature: ………………………. Date: ………………

	Review Date (annually): …………………..or as required if there are any changes in the person’s life circumstances. 

	Code of Rights and Right to Complain explained to client      Yes/No

	Do you wish to participate in a cultural assessment?   Yes /  No


8 Hickory Avenue 


PO Box 21-865 


Henderson/Waitakere City 0650


Ph: 837 5240


Fax: 836 6341


www.walsh.org.nz








PTO to complete application








