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MHS Client/Tangata Whaiora Pathway
Referral

	
REFERRAL
	Date of  Referral

	Previous Client/Tangata Whaiora of a Mental Health Service? 
Yes
 FORMCHECKBOX 

No
 FORMCHECKBOX 

	Date Last Contact with MHS

	If yes name of HHS and or CMHT 
	NHI Number: (If known)

	Client/Tangata Whaiora Details

	Title  FORMCHECKBOX 
  Mr
 FORMCHECKBOX 
  Mrs
 FORMCHECKBOX 
  Miss
 FORMCHECKBOX 
  Ms
	Gender FORMCHECKBOX 
   Female  FORMCHECKBOX 
   Male

	Surname/Family/Whanau Name:


	Given Names:

	Previous Name/Also Known As:


	Date of Birth:



	Address: (Residential)
Street

Suburb

City


	Telephone: 
Home

(   )



Work
(   )


Mobile/Other 
(    ) 

	Mental Health Act
 FORMCHECKBOX 

Criminal Justice Act
 FORMCHECKBOX 

PPPR Act

 FORMCHECKBOX 

CYPFA

 FORMCHECKBOX 

	Specify Section
	Occupation/School/Where Spends Day:

	Contact Person:

Name  

	Contact Number
(  ) 
	Guardian/Primary Caregiver :

Name
	Contact Number

(  )

	Place of Birth:

Country:

City:
	Preferred Language: 
	Interpreter Required:
 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
  No

	New Zealand Resident? 
 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
  No
	Years of Residence in NZ:

	Ethnicity (In standard documentation section in Client/Tangata Whaiora manual)

	[image: image1.jpg]Tick as many circles as you need to show which ethnic group(s) client/tangata whaiora identifies with:

Tick Box 
 FORMCHECKBOX 
 NZ Maori (specify)


 FORMCHECKBOX 
 NZ European or Pakeha


 FORMCHECKBOX 
 Other European


 FORMCHECKBOX 
 Samoan


 FORMCHECKBOX 
 Cook Island Maori


 FORMCHECKBOX 
 Tongan


 FORMCHECKBOX 
 Niuean


 FORMCHECKBOX 
 Chinese


 FORMCHECKBOX 
 Indian


 FORMCHECKBOX 
 Other  (such as Fijian, Korean)
Print your ethnic group(s)


	Client/Tangata Whaiora Aged Under 19 Years Only
	

	Name, Contact Numbers and Address if different from above
	Others Living at Home Name, age, relationship to Client/Tangata Whaiora

Identify other children currently being seen by CAFS

	Primary  Carer: (if not parents)
	

	Mother:
	

	Father:
	

	General Practitioner
	Agency/Team Referred By

	Name and address

Telephone
(   )


Fax 
(   ) 
	Name and address

Telephone
(   )


Fax 
(   ) 


	Team Referred to and Request
Priority
 FORMCHECKBOX 
 Routine 


 FORMCHECKBOX 
 High (state why below)

	Team referred by and describe presentation and  reasons for referral request e.g.  assessment, treatment, medicine review, in response to



	Possible Disorder/ Diagnosis
	Identified Stressors 

	 FORMCHECKBOX 
  Mood disorder

 FORMCHECKBOX 
  Anxiety /  Phobia

 FORMCHECKBOX 
   Depression

 FORMCHECKBOX 
  Mania

 FORMCHECKBOX 
  Bipolar disorder

 FORMCHECKBOX 
  Delirium / Dementia

 FORMCHECKBOX 
  Schizophrenia
	 FORMCHECKBOX 
  Psychosis
 FORMCHECKBOX 
  Post Traumatic Stress

 FORMCHECKBOX 
  Conduct disorder 

 FORMCHECKBOX 
  Attention Deficit/Hyperactivity

 FORMCHECKBOX 
  Alcohol Abuse

 FORMCHECKBOX 
  Substance Abuse

 FORMCHECKBOX 
  Other (specify)
	 FORMCHECKBOX 
  Primary support group/family/whanau

 FORMCHECKBOX 
  Social environment

 FORMCHECKBOX 
  Ante/post-natal

 FORMCHECKBOX 
  Loss

 FORMCHECKBOX 
  Custody

 FORMCHECKBOX 
  Physical illness
	 FORMCHECKBOX 
  Occupation/School

 FORMCHECKBOX 
  Abuse

 FORMCHECKBOX 
  Housing 

 FORMCHECKBOX 
  Legal

 FORMCHECKBOX 
  Financial

 FORMCHECKBOX 
  Other (specify)

	Details

	Include behaviour, key event, time of event, circumstances



	Brief Psychiatric History

	Include current treatment and medicines



	Other Health and Disability Information

	

	In agreement with Referral?

Client/Tangata Whaiora

Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
Whanau/Family/Guardian

Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

Details


	Is Client/Tangata Whaiora Involved with Other Agencies?

Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

Details



	Support Person / Advocate To Attend Assessment
Relationship to Client/Tangata Whaiora

Name 


Contact Numbers

	Discussed with Whanau/Family/Guardian (by or with Consent of Client/Tangata Whaiora)
Yes/No
Date

If Yes record by whom, if No record reason

	Clinician Signature and Designation: (ensure legibility)

Supervisor Signature or Professional Senior (if required)
	Date:

Time:

	Client/Tangata Whaiora Signature:
	Client unwilling/unable to sign
 FORMCHECKBOX 

Client disagrees with findings 
 FORMCHECKBOX 


	Comments: (either client/tangata whaiora or clinician)
	Client Copy 
accepted 
 FORMCHECKBOX 


declined 
 FORMCHECKBOX 



Which of these Groups


( English


( Dutch


( Australian


( Scottish


( Irish


( Other
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