
 
 
 
 
 
 
 
 

APPLICATION FORM 
Postal Address:  Travancore School 

50 Flemington Street , Flemington Vic 3031 
Attention:  Karen Cull,  Business Manager 
Ph: 9345 6053         Fax: 9345 6052 
 

 CLIENT/STUDENT DETAILS 
 
 Name: __________________________________________  Male (    )          Female  (    ) 
 
 Address: ___________________________________________________________________________ 
 
 ______________________________P/C:______________________  Phone: ____________________ 
 
 Lives with: ______________________________________________  Mobile: ___________________ 
 
 Date of Birth: __________________________  NOTE: Students MUST be aged between 14 & 18 
 

School: ____________________________________________________________________________ 
 
School Telephone: _________________________  School Fax: ______________________________ 
 
Teacher: __________________________________________________________________________ 
 
Year Level: ____________________________   Year Level Co-ordinator: ____________________ 
 
Applicant’s SWC: __________________________________________________________________ 
 
The following information is required for Regional records and should be completed accurately: 
 
 Is the student currently attending school? ________________________________________ 

 
 If not, when was the student’s last day of attendance? ______________________________ 

 
 The number of days absent in previous 20 weeks (TWO TERMS) schooling ___________ 

 
 The number of days suspended in previous 20 weeks (TWO TERMS) schooling ________ 

 
 Has the student been expelled from a school? _____________________________________ 

 
 If yes, name/s of school/s and date/s of expulsion/s: ________________________________ 
 
 
NAME OF REFERRING PERSON: __________________________________________________ 
 
POSITION: ______________________________________________________________________ 
 
PHONE NUMBER: ________________________________________________________________ 
 



 
GENOGRAM / FAMILY TREE OR FAMILY DESCRIPTION (MUST BE COMPLETED) 
Members living with client. Name / Age      Members not living with client. Name / Age     
 
 
 
 
 
 
 
PRESENTING PROBLEM(S) 
List in detail up to three of the most significant difficulties the child is having: 
 

1) ______________________________________________________________________ 
 

2) ______________________________________________________________________ 
 

3) ______________________________________________________________________ 
 

How do you believe this program will benefit this child?  What outcomes would you like to see for the 
child at the end of the program? 
 
 
 
 
 
 
PREVIOUS THERAPEUTIC INVOLVEMENT 
List in detail any interventions that have already been tried with the child/family:  What was the 
outcome? (i.e. Details of Outside Agency’s Involvement (eg Student Services, Human Services, 
Travancore, etc) and names and contact details of Workers currently and/or previously assisting the 
Applicant or their family) 
 
 
 
 
Is the applicant on the Integration Program?   Yes   No    If yes, under what category? 
 
 
 
 
BACKGROUND FACTORS 
List any other relevant details, eg family issues, precipitating factors, recent losses, risk factors: 
 
 
 
Any known problems with any of the following: (please circle) 
1. Vision   2. Hearing   3. Motor Skills 
4. ADD or ADHD 5. Current Medication? _________________________________ 
 
6. Other, if any  _______________________________________________________________ 

 
• Schools will be notified of the success of their student’s application in the last week of school term and 

invoiced accordingly. 
 

THANK YOU   Phil Wood, Program Co-ordinator, Operation Newstart 


