
                                                                                                                                                                 
 

All of the material in this message is confidential to the addressee by legal privilege.  If the reader is not the recipient, please      
note that you may not use any material in this message or pass it on to others.  Please notify us promptly of having received        
this message and we will arrange collection at our expense.  Please do not copy this document. 

 REFERRAL FORM 
to 

Whanau Nursing Service 
PATIENT DETAILS                   

Name:                                               

Address:  

DOB:  NHI Number:  

Phone number:  Mobile number:  

Ethnicity  Iwi  

General practitioner:  

 

REFERRED BY: 

Service Date of referral Name of referrer Signature 

    

Referrer’s contact number:    

 

To be seen within (please tick box) 24 hrs  3 days  A week  

 

PATIENT INFORMATION 

Patient condition:  

Current medication(s):  

Whanau – social 
situation: 

 

 

 

Current services:  

Comments:  

 

 

 

 

Phone: 07 571 0144          Fax: 07 571 0154                   Kaitiaki Nursing Service 154 1
st

 Ave West  
 

 


