/Q-) Referral — B4 School Vision & Hearing Screen

D NEA T oAy Community Child & Youth Health Services

DISTRICT HEALTH BOARD

hool
HAUORA A TOl  YCheck Tauranga Fax: 07 578 5485 Whakatane Fax: 07 306 0987

If you are a MAC user the “submit email” function may not work. Please fill in the details, print then FAX your referral

Referrer to complete the below details

Patient / Caregiver Details
Child’s full name:

Date of Birth:

Parent / Caregiver full name:
Address:

Phone number (home):

Phone number (work):

Phone number (mobile):

Email address:

Preschool name and address:

Referrer contact details
Name:

Contact Phone Number:

Email:

B4 School Staff to complete the below details:
Date Referral Received:

Assessment appointment date:

Assessment waitlisted: [ Yes [ No

PRINT EMAIL to B4 School Team CLEAR FORM
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