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REFERRAL FORM 

Date: …………………………………… 

Person Making Referral: ……………………………………………………………………………………………………….……………………... 

Organisation ………………………………………………………………………….    Contact Number: ……………………………………… 

Email address: …………………………………………..…………………………………………………………………………………………………. 

Department: (please circle) Clinical  Social Services  Both 

Client Details: 

First Name: ………………………………………………………………… 
 

Surname: ................................................. 

Address: ……………………………………………………………….…… 
 

Contact Number: .................................... 

Date of Birth: …………………………………………………………..… 
 
Ethnicity: …………………………………………………………………… 

Age: ……................................................... 
 
Gender: ................................................... 

 

Parent/caregiver Details (if under 16 years of age): 

 

First Name: …………………………………………………………………… 
 

Surname: ................................................ 

Address: ..……………………………………………………………………… 
 

Contact Number: .................................... 

Reason For Referral: 
 
……………………………………………………………………………………………………………………………………………………….………  

…………………………………………………………………………………………………………………………………………………………….… 

…………………………………………………………………………………………………………………………………………………………….…   

Other Agencies involved: 

……………………………………………………………………………………………………………………………………………………………………… 

……………………………………………………………………………………………………………………………………………………………………… 

Comments/Additional notes 

……………………………………………………………………………………………………………………………………………………………………… 

……………………………………………………………………………………………………………………………………………………………………… 

Number 10 One Stop Youth Shop  
PO Box 186, Invercargill  
Invercargill 9840 
Phone: (03) 214 1013 Fax: (03) 214 0169 
Email: admin@number10.org.nz 


