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Te Ara Manapou Referral
LMC:  








EDD 
Is there alcohol or other drug use                                                 FORMCHECKBOX 
 Yes


Describe Current Use
	


Is the client pregnant or have children under 3 years
  FORMCHECKBOX 
 Yes

Describe difficulties engaging with mainstream services
 
	


Reason for referral
	



Does the client know they have been referred to Te Ara Manapou     FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No

(Consent is required)
Client’s Contact details: __as above_______ 

Referrer’s name: 
Referrer’s Contact details `


Date 
                                Te Ara Manapou – Pregnancy and Parenting Support





Fill in only if patient label is unavailable


Name: 		DoB: 


NHI:  	Phone:	


Address: 











To discuss the referral please contact the Clinical Manager on 06 8732111: Referrals can be forwarded to tearamanapou@hawkesbaydhb.govt.nz

