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	REFERRAL FORM

	REFERRER’S RESPONISBILITY

	
	Consent obtained from client to be referred?

	
	Is the child under 12 Months of age?

	
	I have informed the client of potential wait of 3+ weeks for an appointment

	Note: Clients will be notified within 7 working days from receipt of referral

	MOTHERS DETAILS

	Name
	
	DOB
	
	NHI
	

	Address
	
	Ethnicity
	

	Phone
	
	Email
	

	BABYS DETAILS AND OTHER CHILDREN

	Name
	
	DOB
	
	NHI
	
	Ethnicity
	

	Other children’s name
	
	Age
	
	Gender
	

	
	
	Age
	
	Gender
	

	
	
	Age
	
	Gender
	

	PARTNERS DETAILS

	Name
	
	Ethnicity
	

	Other household members?
	

	REASON FOR REFERRAL (please write clearly and provide as much information as possible)

	









	PLEASE TICK IF ANY OF THE FOLLOWING ARE PRESENT

	
	Involvement with DHB
	
	Mood changes

	
	Psychiatric history
	
	Grief/loss

	
	Limited support networks
	
	Medical Issues

	
	Concerned about relationship with baby
	
	Anxiety

	
	Unexpected outcome of pregnancy, labour or delivery
	
	Parenting alone

	
	Other Mental Health Supports 
	
	Interest in group support

	
	External stressors (please state below)
	
	Trauma (please state below)

	






	REFERRER’S DETAILS

	Name
	
	Designation
	

	Phone
	
	Fax
	
	Email
	

	Signed
	
	Date
	



	(OFFICE USE ONLY) CASE MANAGER ASSIGNED

	Case manager
	
	Date
	
	Time
	
	Venue
	



Please email this referral to the below email address
maternalwellbeing@plunket.org.nz
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Dunedin Maternal Wellbeing Service
267 MacAndrew Road, Forbury, Dunedin
maternalwellbeing@plunket.org.nz
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In the first 1000 days we make the difference of a lifetime




