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Referral Form

Date:

Referrer Details

Name:



Job Title:
Agency:


Telephone:

Address:


Fax:

Client Details

Name:







NHI Number:
DoB:


Male/Female (please circle)
Address:


Telephone:


Email Address: 


Cellphone No:
Is client aware of and in agreement with referral?
Yes/No (please circle)
Family Details (Parents’/Caregivers’/Family situation)

General Practitioner (Name and contact details)

Employment    Yes

No 

Days and Hours of Work (if applicable):
English Language Classes:
School/Early Childhood Centre (if applicable):
Summary of Issues (must include a brief outline of referrer’s concerns and acknowledgement of the client’s torture/trauma history)
Current Medications (if any)

Cultural Information

Language(s) Spoken:


Country of Origin:

Interpreter Required: Yes/No (please circle)
Preferred Language for Interpreting:

Gender Preference:
Interpreter - either Male/Female (please circle)



Counsellor - either Male/Female (please circle)

Client’s (or parent’s) Consent: I agree to this referral: (signature) ____    ___     _____________________
Referrer’s Signature: _______     _    ___________________________






Wellington Refugees As Survivors Trust Centre: PO Box 6187 Marion Square, Wellington 6141, Phone: (04) 8050353 (Clinical Manager), Fax: (04) 8050351, Email: ranka@wnras.org.nz 

