Program Dates: type dates         
Program Location: type location            Age: ……       Name: ………………………..…………


INTERVIEW FORM

SMILES Program

Days/Dates, Location
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Interviewed by:
	     
	Role:
	     
	Organisation:
	     


We would appreciate you (young carer and parent/guardian) taking the time to complete this form with the assistance of the person conducting the interview.  Your responses to the following questions will:

· enable us to gain a better understanding of your background and therefore assist us to work more effectively together during the program;

· assist us to gain a better understanding of the young carer population in your area, to collate a general data set for evaluation and reporting requirements.
 (Please read the privacy & consent information below)

(please X appropriate boxes)

1. YOUNG CARER INFORMATION: (about the young person coming to the SMILES Program)           (*= Optional)
	Last Name:
	     
	First Name:
	     
	D.O.B.:
	   /    /   
	Age:
	   

	 FORMCHECKBOX 
 M   FORMCHECKBOX 
 F   FORMCHECKBOX 
 Other
	Cultural background*:
	     
	Language spoken at home*:
	     

	Address:
	     
	Post Code:
	    

	Phone # (Day):
	     
	Phone # (Evening):
	     
	Other:
	     


	Do you have access to the Internet/Email?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Email:
	     

	Do you live with only one parent or guardian?         FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	Is your family’s main source of income from Centrelink payments?     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	How would you rate your reading & writing ability?

 FORMCHECKBOX 
 Excellent   FORMCHECKBOX 
 Very Good    FORMCHECKBOX 
 Good    FORMCHECKBOX 
 Fair    FORMCHECKBOX 
 Poor

	Please detail the following, if relevant, relating to attendance at the SMILES Program:

	Health problems:
	     

	Medication requirements:
	     

	Dietary restrictions:
	     

	Any other medical information important for us to know:     

	Any particular problems currently being experienced: 



	Any other important information for us to know about: 


2. CARING SITUATION: (about the person who has a mental health problem) 
	Who do you care for (eg. mother, father, brother, sister)? 
	     

	What is their age range?   FORMCHECKBOX 
 under 18  
 FORMCHECKBOX 
 18-25   
 FORMCHECKBOX 
 26-45   
 FORMCHECKBOX 
 46-64 
 FORMCHECKBOX 
 65+

	Are you the main carer for this person?     FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Living with you?    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	How many years have they been unwell?   FORMCHECKBOX 
 under 2yrs   FORMCHECKBOX 
 2-5yrs   FORMCHECKBOX 
 6-10yrs   FORMCHECKBOX 
 11-20yrs   FORMCHECKBOX 
 21+

	What is the diagnosis of the person cared for?
	 FORMCHECKBOX 
 Anxiety Disorder
	 FORMCHECKBOX 
 Bipolar Disorder

	
	 FORMCHECKBOX 
 Depression
	 FORMCHECKBOX 
 Schizophrenia

	
	 FORMCHECKBOX 
 Other
	     

	

	What do you know about your family member’s mental health problem?     


3.
YOUNG CARER QUALITY OF LIFE MEASURES (please X the appropriate box for each section)
	A. As a young carer, how much time do you support/assist the person with the mental health problem in the following activities?

	

	NB: 
A lot = 
(eg. ‘I assist/support the care recipient with almost all of their household chores’)

	
A little = 
(eg. ‘I assist with less than half of their household chores’)

	
Not at all =
(eg. ‘The care recipient does most things without my assistance’)

	

	
	A lot
	A little
	Not at all
	Not sure

	Physical (dressing, showering)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Household (cleaning, cooking)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Finances/Legal (budgeting, bills)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Health/Medical (appts, giving medication)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Emotional support (listening, comforting, motivating)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Social support (outings, activities)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Child-care (looking after siblings)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	

	B. As a young carer, how much would you say your caring role NEGATIVELY affects your life in the following areas?

	
	

	
	A lot
	A little
	Not at all
	Not sure

	Physical Health
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Emotional Health
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Money Resources
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Future Plans/Dreams
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Family Relationships
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Peer Relationships
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Social Activities
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	School Work/Activities
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	

	C.  As a young carer, what are the POSITIVE aspects, for you, in caring for the person with the mental health problem?      


4. OTHER INFORMATION:

	Name of Parent or Guardian:
	     
	Phone #  (Home):
	     

	Relationship:
	     
	                (Work):
	     

	EMERGENCY Contact Person:
	
	Phone #  (Home):
	     

	Relationship:
	     
	                (Work):
	     

	How did you hear about this program?
	     

	Transport arrangements to/from venue?:
	     

	


PRIVACY & CONSENT INFORMATION 

At no time will your information be used in a manner that will identify you, without first gaining your permission.  The exception to this will be if we believe that the young carer or anyone else may be in danger, in which case we will notify the appropriate authorities.  You may contact insert organisation name to access or correct the information you have provided. 
Insert organisation name ensures that personal information provided will be handled in accordance with the principles set out in the Privacy Act 1988 (Cth) and the Health Records and Information Privacy Act 2002 (NSW). (check which acts are relevant for you)
(Please X appropriate boxes)
 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
We understand what the SMILES Program involves, the anticipated benefits, and consent to our son/daughter attending the 3-day program. 

 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
We consent to insert organisation name contacting us regarding further activities.

 FORMCHECKBOX 
Yes  FORMCHECKBOX 
No
We consent to insert evaluator and/or organisation name contacting us for feedback after completion of the program.

 FORMCHECKBOX 
Yes   FORMCHECKBOX 
No
We understand that our personal details will only be accessible to insert organisation name and others involved with the delivery of the program.

	Young Carer Signature:
	
	
	Date:
	   /    /   

	

	Parent/Guardian Signature:
	
	
	Date:
	   /    /   


PLEASE RETURN THIS FORM BY, DATE, TO -
NAME, AT THE BELOW ADDRESS: (REPLACE WITH YOUR CONTACT DETAILS)
	


3
3
1997 SMILES Program Erica Pitman

            Ref: Carers NSW Mental Health Project


Revised July 2022       PTO

