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Counsellors 

PROGRAM MANUAL 
Bring Them Home and Link Up Services 

 

 
APPENDIX PART B: 

 

MEMORANDUM OF UNDERSTANDING 
AND PRO FORMA DOCUMENTATION 

 
Please note: Some of the Appendix are currently under review 

 
NATIONAL LINK UP MEMORANDUM OF UNDERSTANDING (EXAMPLE ONLY) 

REQUEST FOR ASSISTANCE 

REQUEST FOR ACCESS TO COUNSELLOR  

COLLABORATIVE REUNION BUDGET PRO FORMA 

COLLABORATION AGREED PRO FORMA 

CONTACT PROTOCOL REQUESTS FOR ASSISTANCE BETWEEN SERVICES 

AUTHORITY TO TRANSFER CLIENT FILE PRO FORMA 

CLIENT/SERVICE COLLABORATION (PARTNERSHIP) AGREEMENT PRO FORMA 

REUNION COLLABORATION AGREEMENT (LINK UP) 
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Contact Protocol for Requests for Assistance between Services 

 
 
1. The Initiating Link Up Service will address in writing to the 

Manager/Coordinator of the Partner Link Up Service all requests relating 
to: 

• Search Requests; 
• Reunion proposals/plans; 
• Referrals; 
• Transfer of Client(s)/File(s); 
• Grievance; 
• Requests for Approaches; 
• Requests for assistance with funding/resources/staff; and 
• Visiting State/Territory/Region. 

 
 
2. The Manager/Coordinator of the Partner Service will assess requests and 

respond in writing to the Initiating Service within a reasonable period that 
will not exceed 15 working days. 

 
 
3. The Manager/Coordinator of the Partner Service will allocate the task to a 

Caseworker and request that contact/follow-up is made to the Initiating 
Link Up Service (Manager/Coordinator or nominated Caseworker). 

 
 
4. The Initiating Link Up Service will comply with written advice, direction from 

the Partner Service(s) in relation to any local issues that may affect client 
contact. 

 
 
5. All documents containing clients’ personal details will be treated in 

confidence between Services.  The sharing of clients’ personal details will 
only occur with the written agreement of the client. 
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Authority to Transfer Client Case File from <name of Initiating 
Service> 

 
 
<Name of Service> 
<Address of Service> 
 
 

 
 
 
I, ………………………………………………………………………………...….., of 
(Client Name) 
 
…………………………………………………………………………………………………
………….. 
(Address) 
 
have instructed the <name of Initiating Service> to transfer my ‘case file’ 
notes currently managed by (name of Service), to <name of Service> at 
<address of Service>. 
 
 
The original file will remain the property of the <name of Initiating Service>.  A 
full copy will be forwarded to the <name of Partner Service> by Registered 
Mail within seven (7) working days. 
 
 
Date File Sent:  ………………………………………………………………….. 
 
Delivery Address: ………………………………………………………………….. 
 
 
 
 
 
 
 
 
Please acknowledge receipt of the file by email to the Manager/Coordinator 
below. 
 

 
 
Client’s Signature: …………………………………………….  Date: ……………… 
 
Senior Caseworker: ……………………………………………  Date: ……………… 
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Manager/Coordinator: …………………………………………  Date: ……………… 
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CLIENT/SERVICE PARTNERSHIP AGREEMENT PRO FORMA 
 
 
 

To be finalised 



 6 

 



 7 

 

Request for Assistance 
 
<Partner Service Coordinator/Manager> 
<Partner Service Address> 
 
Initiating Link Up Service:  ______________________________________  

 
Caseworker Name:  ___________________________________________  

Caseworker Contact:  _________________________________________  

 
Client’s Known Names:  ________________________________________  

• D.O.B:   ______________________  

• Confirmation of Birth Identity:   _________________________  

• Supporting Documents:  __________________________________  

 

Type of Assistance Sought:  ____________________________________  

 ______________________________________________________________  

 ______________________________________________________________  

 ______________________________________________________________  

 ______________________________________________________________  

 
Special Considerations:  _______________________________________  

 ______________________________________________________________  

 ______________________________________________________________  

 ______________________________________________________________  

 ______________________________________________________________  

Why? _________________________________________________________ 

 ______________________________________________________________  

 ______________________________________________________________  
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 ______________________________________________________________  

 ______________________________________________________________  

 
 
Background Information: ______________________________________  

 

 ______________________________________________________________  

 ______________________________________________________________  

 ______________________________________________________________  

 ______________________________________________________________  

 

Relationship to client: __________________________________________  

 
□Client Assessment Attached 
 
 
Please email Initiating Link Up Service Manager/Coordinator on 
receipt of this request. 
 
 
SIGNED: 
<Initiating Service:> 

 
Caseworker: _______________________________________ 
 
 
Manager/Coordinator: _____________________________________ 
 
 
Date _________________________ 
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Request for access to Counsellor  
 
 
The <name of Service> requests the following organisation: 
 
………………………………….…………………………………………………………... 

To provide a professional counselling service to: 

<name of service> Client:………………………………File No: ……………..  

For the activity of 

□ Special Event   

A formal program, activity or gathering recognised by <name of 

Service> as an appropriate vehicle that registered <name of Service> 

client/s and members are encouraged to attend to promote, share or 

generate healing and their families. 

□ Counselling Program 

A collaboratively prepared intensive counselling program developed 

to meet the specific needs of an individual or group of; registered 

<name of Service> client/s, which may be based in forms of Narrative 

Therapy, Traditional Healing, Art Therapy etc.  This may be required for 

crisis intervention, associated with the release of personal and/or family 

information, pre or post reunion, or in association with a special event. 

□ Other 

……………………………………………………………………………………… 
……………………………………………………………………………………… 
……………………………………………………………………………………… 
……………………………………………………………………………………… 

 
Support Forms attached: 
 
□ Counsellor Referral Advice  
□ Client Authorisation to provide Briefing to Counsellor 
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Details: 
 

Special Event 

Date: …………………………. Venue:  

……………………………………………... 

between:  …………………………………………………………………………. 

Is Counsellor requested to attend an Event? Yes      □ No      □ 

Is Counsellor available to attend an Event? Yes □ No □ 

If yes, the Counsellor’s organisation will be expected to cover all travel costs 
associated with the trip for the Counsellor (need to inform the organisation in 
writing). 

 
Counselling Program 

Individual          □  Group           □ 

When:  ……………………….…………………………………………………………….. 

Venue:  

……………………………………………………………………………………... 

Client Issue: ……………………………………………………………………………… 

Counsellor Overview:

 ……………………………………………………………………… 

Program Costs: Please attach a budget. 

Any costs associated with the counselling program will be expected to be 
paid for by the Counsellor’s organisation (need to inform the organisation in 
writing). 

 
Other:  Please attach detailed program outline and budget. 

 
 

…………………..………Date:……………. ………….………………Date:……………. 

<name of Service> Caseworker Counselling Service Counsellor 

 

…………………..………Date:……………. ………….………………Date:……………. 

<name of Service> Manager/Coordinator Counselling Service Manager 
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Reunion Collaboration Agreement 
 
Initiating Link-Up Service: ………………………………….. 
Client: …………………………………..   File Number: …….….. 
Caseworker: ……………………………………... 
Caseworker Contact Details:  
 ………………………………………………………. 
    Phone:     Fax:   
    E-mail: 
 
Reunion Proposal    Attached / Not Attached 
Participant List   Attached / Not Attached 
Counsellor Request for Access Attached / Not Attached 
Reunion Budget   Attached / Not Attached 

 
Partner Link-Up Service: …………………………………..  
Caseworker: …………………………………..  
Caseworker Contact Details: ……………………………………… 
    Phone:     Fax:  
    E-mail: 
Client: …………………………………..   File Number:  
…….….. 

 
Partner Link-Up Service: …………………………………..  
Caseworker: …………………………………..  
Caseworker Contact Details: ……………………………………… 
    Phone:     Fax:  
    E-mail: 
Client: …………………………………..   File Number:  
…….….. 

 
Collaborating Activity: EXAMPLE ONLY – DELETE AND PUT IN 

RELEVANT DETAILS:  Family Reunion Event 

bringing together 7 siblings across 4 separate 

States and Territory for the first time since 5 

siblings were removed from their 

mother/father and country, culminating in a 

Return to Country to traditional homeland 

areas surrounding Tennant Creek in the 

Northern Territory. 
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Activity Timeframe:  ……………………………..  (No. of days 

including travel) 

Activity Date/s:  ……………………………. 
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Agreement: 
(Each Link-Up Service must clearly state its responsibilities) 

The Initiating Link-Up Service will be responsible for: 

•  

•  

•  

Partner Link-Up Service <name> will be responsible for: 

•  

•  

•  

Partner Link-Up Service <name> will be responsible for: 

•  

•  

•  

 

Include any other details relating to the collaboration between the 

Link-Up Services 

 

 
Collaborative Agreement approved by: 

 

…………………………………., Coordinator / Manager Initiating Link-Up 

Service 

…………………………………  Link-Up Service  Date: /       / 

 

…………………………………., Coordinator / Manager Partner Link-Up 

Service 

…………………………………  Link-Up Service  Date: /       / 
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…………………………………., Coordinator / Manager Partner Link-Up 

Service 

…………………………………  Link-Up Service  Date: /       / 

 
 


