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VAKA ATAFAGA PACIFIC NURSING 

SERVICE 
REFERRAL FORM 

   

  
 

 

DATE  

 

CLIENT DETAILS:  NHI: 

Name: DOB: 

Address: Mobile Phone: 

Ethnicity: Landline: 

Key Household Contact Person details 
 (If different from client) 

 

Does The Client require an Interpreter Yes  No  

Consent:  

Has the client agreed to the referral? Yes  No  

Are family members aware of the referral? Yes  No  

Is it okay to leave messages if the client is unavailable? Yes  No  

Are there Children in the household? Yes  No  

 

Referrer Details: 

Name:  Organisation  Designation  
e.g. RN,GP, 
Self-Referral, 
Fanau Member 

Work Phone:  Mobile Phone:   

Email:  

 

Reason for Referral: (Please specify) 

 
 

 

Please tick level of priority/urgency for client 
to be contacted  

Low  Medium  High  

 

Any Relevant Safety Concerns/Risks for staff to be aware of ? (e.g. dogs, violence) 

 
 

 

Other Agencies/Workers involved with Client’s Care:(e.g. GP, Oranga Tamariki,WINZ) 

 
 

 

PLEASE CHECK THAT ALL SECTIONS ARE FILLED IN BEFORE SENDING 
SEND THE REFERRAL TO: 
Enquiries@vakaatafaga.org.nz 

 

 

mailto:Enquiries@vakaatafaga.org.nz

