Auckland Refugees As Survivors Centre

Mangere refugee resettlement Centre

251 Massey Road, Mangere

Auckland   new zealand 

  tel:(09)2700-870  fax:(09)2700-056

Email: admin@aucklandras.org.nz
CHILD AND ADOLESCENT

REFERRAL FORM

Please assist us in providing all information requested

CLIENT DETAILS







DATE:

Surname:   ………………………   Given Names:   ….…………………………………...

Date of birth:  …./…./…. Age:  …..  Male ( Female (  NHI Number.........................
Refugee Status: Quota Refugee (

Asylum Seeker (
Address:   …………………………………………… Phone Number:…………….……….

Country of Origin:   …………………………………..   Date of Arrival to NZ:   …./…./….

Interpreter Required:  Yes (  No  (
Preferred Language:   ……………………….

PARENT DETAILS








Surname:   ………………………   Given Names:   …..…………………………………...

Address:   ……………………………………………  Phone Number:   …………….……

Country of Origin:   …………………………………..   Date of Arrival to NZ:   …./…./….

Interpreter Required:  Yes (  No  (
Preferred Language:   ……………………….

REFERRER DETAILS

Name:
   …………………………………….   Position:   ……………………………………

Agency:   ………………………………………………………………………………………

Address:   ……………………………………………………………………………………...

Phone:   …………………..   Fax:   ………………..   Email:   …………………………….

Referred for: 

Counselling/Psychotherapy (
Body therapy (, Please specify if the client has any reservations about bodywork.

…………………………………………………………………………………………………..

GENERAL PRACTITIONER DETAILS

GP Name:   ……………………………………………………………………………………

Address:   ……………………………………………………………………………………...

Phone:   …………………..   Fax:   ………………..   Email:   …………………………….

CLIENT BACKGROUND

(Please specify child/adolescent background information, including trauma history, and past medical conditions)

Attention, Please Turn Over (
PRESENTING PROBLEMS

(Please explain reason of referral and presenting problems/symptoms if any, and their commencement time)

current medication

RISK ASSESSMENT

(Please asses risk of self harm and risk of harming others, including any suicidal ideation, risky behaviour, history of abuse, etc)

OTHER RELEVANT INFORMATION

PARENTAL CONSENT

I …………………………………….the parent of …………………………………….. agree to this referral.

Parent Signature:




Date:






Referrer Signature:




Date:
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