PO Box 325
Waikato Mail Centre
Hamilton 3240

REFERRAL / ENQUIRY FORM |, wemion s2io
Fax (07) 859 3847

Name of child/young person referred
NAME (include surname) M/F DOB ETHNICITY RELATIONSHIP TO PATIENT
AdAress: .....ccoiiviiiiiiii PRONC: oo
..................................................................................... Mobile: oo
POSt COAE: nvneieeieeeneeeeereen E-mail: e
Parent(s) / Caregiver(S): ......cccviereiiuiieiieri e Child/ren live with: ...

Reason for referral / Ar@a Of CONCEIN: .. ... cuiiiiieiiiiitirr st e rre s se e sas s s sas s sassasasassnsasnssasassnsasasnssssnnnnsssnsnsssssnsasnssnsssnssnnsnsnsnsensnsnnnnsnnnns

Information regarding patient / significant other (if different from above)

Patient Name: ..o e NHINUMDET: .
Hospice Patient: No |:| Yes |:| If yes, Hospice client number: .......c.ceeveiiiiiinninian. Relationship to client: ......cccoviiiiiiii e
If deceased, date of death: .......ccceevuiiniiiiiiiiia GP: e Consultant: ....cceveiieiiii e

Other professionals / ageNCIES INVOIVE: ......... ... ettt et e ettt e et e e e e e e n s

HoW did YOU hear @bOUt OUE SEIVICE? ... .. . ettt et e et ettt et ettt e et ettt et et e e e ea et e e et e e e e a et aeaea e e aaaenenns

Referred DY: e L0 =
[ F= g1 7= o] o Phone: .o =
E-Malil: «.iieeiiie e e

Is the family aware of the referral and given consent? Yes |:| No |:| Signature of referrer: ......oovvveiieiiiiieieeeee (D7 ] (=

Action taken by Rainbow Place:

EOS booked |:| Date: ..o Staff member: ...
*Doesn’t meet criteria |:|

*Enquiry only |:|

*Reason for above decision

i:

hospice
aikato



