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REFERRAL FORM FOR SUPPORT ZONE 

(Supporting Parents Healthy Children) 
Community Village 17th Avenue West Tauranga. 

Phone 07 577 1457, Fax: 07 577 1467                                                 Date: _______________ 
 

Information below is required for PRIMHD reporting 

Childs/youths full name: ______________________________________________________ 

                      Date of Birth: _____/____/_______                   
 

                      Ethnicity ___________________ 
 

Telephone:    Home: ____________________     Cell phone: _________________________ 

Address:       Street name and number: __________________________________________ 
Suburb:  ___________________________________________________________________ 
Town/City: _________________________________________________________________ 
Parents/Guardians full name(s):   _______________________________________________ 

Parents contact numbers:   Home: ________________ Cell phone: ___________________ 
 

Relationship to child _______________   Diagnosis (if known): ______________________ 

Address:       Street name and number: __________________________________________ 
Suburb:  ________________________________________________________ 

Town/City: ____________________________________________________ 

Has the Child/Youth been given information about their parent’s illness?     Yes  No 
 

Health Professional(s) and/or other agencies involved in the Parents/Families Support: 

____________________________________________________________________________ 
Case Managers Name: ________________________________________________________ 
Person making referral: (print name) ______________________________________________ 
Referral from: (Service/Agency) __________________________________________________ 

                     How did you hear about us?  ___________________________________________________ 
 

This document is confidential.  If you have received it in error it is important that you notify FAMILY LINK: 
 Ph.  07 577 1457. 

Please Fax to 07 5771467 

Brief outline of circumstances 
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