7501 11/09 ALLIED HEALTH SERVICES

J/ , BAY OF PLENTY OUTPATIENT/COMMUNITY
! /' DISTRICT HEALTH BOARD RE FERRAL
Mr / Mrs / Ms Date of Referral
Address DOB Age
Hospital No.
Telephone GP
Lives with Preferred Contact
Dog at Home YES [ | NO [ ] Telephone
ACC: YES |:| NO |:| IP Discharge Date
SERVICE(S) REQUESTED... URGENCY Vst include
1E ...NOW
Community Physiotherapy |:| Speech Language Therapy |:| ) mergen.cy. phone call
Fax : 571 8260 Fax : 5716098 2) Today (within 12 hrs) ~ AND personal
Physiotherapy | | Social Work | | 3) Within 24 hours delivery
Fax: 5714185 Fax: 5716048 4) Within 5 days
Community Occupational Therapy |:| Other |:| 5) Routine
Fax: 5718260 INDICATE CLEARLY
Reason for Referral
Problem & Duration
Relevant Medical Information/Investigations
Past Medical History
Medications
Other Relevant Information
Other Services Contacted / Involved
Referring Agent Profession
Address Phone No.

Fax No.







