Te Harakeke

Child, Adolescent and Family Service

Referral Form

Te Harakeke Contact Details

Email: mail478 @hbdhb.govt.nz Phone: 06 878 8109 ext. 5848

Te Whatu Ora

Health New Zealand
Te Matau a Maui Hawke’s Bay

Address: Private Bag 9014, Hastings 4156

If you require support to complete this referral please ring 06 8788109 ext 5848

Date

CLIENT DETAILS
Surname NHI
Legal Name/s Preferred Name
DOB Age
Address Gend_er

Mobile

Ethnicity Languages Spoken
Iwi Affiliations Translator Needed [ Yes ] No
Religion MHA Status
Email
GP & Practice
School

Would you like us to provide cultural support?



mailto:mail478@hbdhb.govt.nz

REFERRER’S DETAILS

Name Organisation/role
Mobile Address
Email Relationship
CAREGIVER / GUARDIAN DETAILS

The Person / People We Contact to Arrange Appointments Are:
Name Relationship
Address
Email
Home Ph Work Ph Mobile Ph
Name Relationship
Address
Email
Home Ph Work Ph Mobile Ph

Cultural Supports Requested:

REASON FOR REFERRAL

What mental health concerns do you have
for the child/young person?

Other behaviours of concern?

Is the above impacting on day-to-day
functioning across 2 or more domains
(e.g. home and school)?

Have any particular triggers/events been
identified as contributing factors?

Is there any family/whanau history of
mental health or addiction issues?

Is there a history of adverse childhood
experiences (abuse and/or neglect;
witness of family violence? etc); other
trauma history?

Were there any Developmental/learning
delays/challenges?

Are there any factors you believe are
contributing to the behaviours of concern
being perpetuated?

What are the strengths of the
person/whanau being referred? What is
working/ has worked in the past?

Additional Information?

HE kAuANUANU
AKINA

RARANGATETIRA
TAUWHIRO CARE



