
 
Please Email referrals to 

referral@able.org.nz 

Referral Form  2016.08 V1 

Staff Member:                                          Alexandra     Dunedin     Invercargill     Oamaru 
Date:                                                                                 Supported Client      Short Interaction 

 

Personal Details of person being referred (not mental health consumer): 
*First Name: _____________________________  *Last Name:________________________ 
  Phone (Home):___________________________   Phone (Cell):_______________________ 
*Date of Birth:____________________________  *Ethnicity: _________________________ 
  Address:___________________________________________________________________ 
 _________________________________________   NHI:_____________________________ 
  Email:_____________________________________________________________________ 

 

Brief Outline of Situation: Short Interaction Support Provided 
 
 
 
 
 

Are there children in this family/whānau?YN 

 
 
 
 
 

Time:              am/pm     Duration:               mins 
 

Referrer Details: (if not a self-referral) 
Name: Agency: 
Contact No: Email: 
Other Agencies Involved: 
 
YES   (please provide details)     NO  

 
 
 
 

 

Consent to Contact: 
 
I ___________________________________ 
give consent for Able to contact me via 
phone/email          YES           NO  
I am happy for Able to leave an answer  
phone message     YES           NO  
I am happy for Able to contact me in the 
future for service review feedback 
                                 YES           NO  

 
I ___________________________________ 
the referrer, have obtained verbal permission 
from the person named above, for Able to 
contact them. 
 
Best time to contact ___________________ 
 
Preferred contact number ______________ 
 

Signature: of family/whanau member 
 
 

Signature: of referrer 

------------------------------------------------------------------------------------------------------------------------------------- 
Office use only 
  Accept   Decline Reason declined________________________________________ 
 
Allocated Support Worker:_______________________________ 
 
Signed: ______________________________________ Date: ____________________________ 
 
Date entered into Recordbase: _______________________ 
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