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Practice

Family name: ... i e, GIVEN NAMES: ...t e e e
Aliases (IfKnow) ... Sex: oM OOF

Address of USUBI TESIHBNCE ..........oiiiii i e e e
Date of Birth: ..........coooee e Telephone no: ....oveeeiiivinnnn. Gestation (if unborn) ............... / 40 wks
Temporary address (if @pPliCaDIE) ...... ..o e e e
Indigenous Status: 1 Aboriginal L1 Torres Strait Islander £ Ethnicity oo
Does the child speak English? [ Yes O No

It no, specify the child's preferred language: ............cccoooviiciiiiiee . Is an interpreter required? O Yes [ No
Does the child have a disability? [J No O Yes If yes, please specify........coooviirnii oo

Parent’s details

NaME .., NamMe! L e
Address of usual residence; ..., Address of usual residence: .............ccociiiiiinn.
TTelephone o .. L Telephone RO v e
State the child's primary care giver (name and relafionShip): «o.... oo,

Are there any relevant orders in place (eg. Child Protection, Domestic Violence) I Yes [ No [0 Unknown

I yes, Please SPOCIHY . ... e e e

Suspected: % Physical abuse O Emotional abuse 0 Sexual abuse O Neglect

At risk of: 1 Physical abuse O Emotional abuse [J Sexuai abuse [J Neglect



Townsville
Divigion of
General
Practice

Provide as much detail as possible about your reasonable suspicion of child abuse and neglect. Include any
previous suspicions, concerns or reports. Also include details of any other agencies involved with this family.

Has the parent / carer / child been advised of the report to the Department of Child Safety?
OYes LINo O Unknown If yes, has a referral to a support agency been given to the parent / carer f child
{eg. Mental Health Service): O Yes [ No  Please specify the SUPPOMt 8gENCY: ...o.vevverieeeeeeeeioeae e

Name (including aliases):

Address of usual residence: ... Age/Date of birth: ...,

......................................................................... Telephone NO. v e,

......................................................................... Retationship fo child: ...

Name of authorised DOhS OffiCr: ... ..o e e e e,
DCORS SBIVICE CNIB L. i e e e e e

Clinical f Professional stream:

Nursing Allied health (SPECHY): ...t
Medical Health worker Other (SPECITY): o e
Signature of reporting officer: ..o, Telephone no: ..., Date: ... he.

Send to: Northern Zone - Department of Child Safety
Telephone: (07) 4799 7943
Facsimile:  (07) 4721 1936



