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Mon-Fri scan & email: icatt@scdhb.health.nz. 
Telephone: 03 6872109 Ext 8314
ALL SECTIONS MUST BE COMPLETED TO AVOID DELAYS IN PROCESSING

Client details/sticker





	
NHI ________________________________
Surname__________________________First Name__________________________ DOB__________________
Contact phone number____________________________ Address___________________________________
NZ Resident Yes/No______________Ethnicity______________________________________________________
Interpreter Required Yes/No__________________Language_________________________________________

	
Next of kin/carer/support person _______________________________________________________________
Relationship_____________________Contact details_______________________________________________

	
Consent
Is the client aware of this referral:    Yes /    No     Is the referral the result of an accident: Yes   /    No  
ACC number_______________________ Date & site of injury________________________________________

	
Diagnosis____________________________________________________________________________________

	
Service required:  

District Nursing         NASC         Allied Health         Older Person Mental Health        Healthy Ageing    Continence   
Palliative  Other: _______________________________________________________________________________________  



Reason for referral:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Is client in hospital:    Yes /  No           Expected date of discharge_______________________________________
Are there any home visit/safety risks: _______________________________________________________________
Referrer Details:
Name:_________________________Designation__________Organisation___________________ Ward________
Signature __________________________Contact Phone ______________________Date ____________________
	AUTHOR:
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This is a controlled document. The electronic version is the most up-to-date. Printed versions are valid on the day of printing only.
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