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Level 3 Guardian House, Cobham Court 

PO Box 50137, Porirua City, Wellington 

Phone (04) 237-2570      Fax (04) 237-2571 

 

Referral 

Form 

Office Use Only: 

Date Received: 

 

Entered:  

 

Date/Time first Assessment: 

 

�Routine    �Urgent –please indicate immediate safety issue and reason for urgency: _________________ 

____________________________________________________________________________________________________________

__________________________________________________________________________________________ 

Does the client currently receive services through Capital Support? � YES  �NO      � UNSURE 

If YES please provide information on page 3 as to why this referral is being made. 

CLIENT DETAILS (OR STICKIE) 

NHI: ________________ Date of Birth: ___/___/___         � Male  � Female   

Full Name (legal name) Mr/Ms/Mrs/Miss/Dr: _____________________________________________________________  

Preferred Name:____________________________________________________________________________________ 

Phone: (    ) ________________________________________________________________________________________ 

Fax:_______________________________________________________________________________________________     

e-mail Address:  ____________________________________________________________________________________ 

Address (St., Suburb Town):__________________________________________________________________________ 

__________________________________________________________________________________________________ 

Comm. Services Card Number.:  ______________________________________________ Expiry Date:  ____/____/____ 

 

Who would you prefer as your assessor? � Male  � Female        Ethnicity__________________________________ 

Ethnicity:  � European/Pakeha    � Maori      � Pacific Island    � Asian �Other: _________________________ 

NZ Resident: � Yes � No � Unknown 

Communication Method/Language Issues: __________________________________Interpreter required �Yes  � No 

General Practitioner:Dr:________________________________________________________________Phone:________ 

Address (St., Suburb, Town):__________________________________________ Fax: ___________________________ 

MEDICAL DIAGNOSES & DISABILITIES 

List Medical Diagnosis: 

 _____________________________ 
 _____________________________ 
 _____________________________ 
 _____________________________ 
 _____________________________ 
 _____________________________ 
 _____________________________ 
 

For new referrals only 

Please note referrals can not be processed with 

out a medical specialist’s report that confirms the 

diagnosis. 

 

For re-referrals  

Please use page 3 to identify why the new referral 

is being made. 

 List Disabilities greater than 6 months duration: 
(Note: Short term, less than 6 months, disabilities refer to Care 
Coordination Centre for Personal Care/Home Help) 

 ____________________________ 
 ____________________________ 
 ____________________________ 
 ____________________________ 
 ____________________________ 

 
 

Please note eligibility is not met by a person’s 

diagnosis alone.  It is essential that the person’s 

long term disability is also identified – this is 

only required for new referrals 

List ACC/Accident related conditions 

 _____________________________ 

 _____________________________ 
ACC claim registered        � YES   �NO 
ACC Services: _______________________________ 
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NEXT OF KIN/ CAREGIVER/CONTACT DETAILS 

� NEXT OF KIN   �  CAREGIVER   � CONTACT   Relationship to Client: ____________________ 

Full Name (legal name) Mr/Ms/Mrs/Miss/Dr: _____________________________________________________________ 

Preferred Name:  ___________________________________________________________________________________ 

Phone: (      ) _______________________________________________________________________________________ 

Address: (St, Suburb, Town): 

______________________________________________________________________________ 

___________________________________________________________________________________________________

___ 

CAREGIVER DETAILS: NHI ____________________   Date of Birth: ____/____/____          � Male         � Female 

Ethnicity: � European/Pakeha  � Maori   � Pacific Island  �Asian  � Other: ______________________________ 

Communication Method/Language Issues: __________________________________Interpreter required �Yes  � No 

REFERRAL DETAILS 

Is the client aware of this referral?: �Yes  � No             Is the person in agreement to referral?: �Yes  � No  

If client does not agree, please identify situation:  _______________________________________________________ 

Who consents for client if unable to (include legal status): _______________________________________________ 

Referrer’s: full name:_____________________________________________ Designation: _______________________ 

Phone: (    ) __________________________ ext/pge__________  Fax:  (    )_______________ Date: ____/_ _/___ 

Signed: ___________________________________________________________________________________________  

e-mail Address:  ____________________________________________________________________________________ 

Reason for Referral: _______________________________________________________________________________ 

__________________________________________________________________________________________________ 

___________________________________________________________________________________________________

___________________________________________________________________________________________________ 

Referrals sent to other agencies (specify): ______________________________________________________________ 

History & Background relevant to this referral: __________________________________________________________ 

Current Mental State/ Health/Other Concerns: ___________________________________________________________ 

OTHER HEALTH PROFESSIONAL/SUPPORT SERVICES INVLOVED AT THIS TIME 

�Home Help     �Personal Care       �Occupational Therapist �IHC       � Child Development Team 

�District Nurse   �Meals on Wheels  �Physiotherapist    �Social Worker (name): ______________ 

� Other: ___________________________________________________________________ 

 

RISKS – PLEASE INDICATE POSSIBLE RISK FACTORS OR ALERTS THAT MAY NEED TO BE CONSIDERED 

 
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________ 
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FOR PEOPLE WHO ARE ALREADY A CLIE+T OF CAPITAL SUPPORT PLEASE PROVIDE I+FORMATIO+ AS WHY 

A +EW REFRRAL IS BEI+G MADE. THIS SECTIO+ CA+ ALSO BE USED TO PROVIDE A+Y RELEVA+T 

BACKGROU+D OR ADDITIO+AL I+FORMATIO+. 
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_________________________________________________________________________________ 

 


