[image: ]iCATT Community Referral Form
Mon-Fri scan & email: icatt@scdhb.health.nz. 

 (After 5pm: after hours fax: 03 6872309) 
Telephone: 03 687 7120 extn 8314 / Direct dial 03 687 2109

ALL SECTIONS MUST BE COMPLETED TO AVOID DELAYS IN PROCESSING


Client details/sticker




	
NHI  ________________________________
Surname______________________________ First Name____________________ DOB______________
Contact phone number___________________ Address_______________________________________
NZ Resident   Yes/No_________________________Ethnicity___________________________________
Interpreter Required Yes/No____________Language_________________________________________



	
Next of kin/carer/support person ________________________________________________________
Relationship __________________________________________________________________________
Contact details________________________________________________________________________



	
Consent
Is the client aware of this referral: Yes        No        Is the referral the result of an accident: Yes         No  
ACC number____________________ Date & site of injury______________________________________




	
Diagnosis____________________________________________________________________________




	
Service required

District Nursing            NASC            Allied Health            Older Person Mental Health

Older Person Health                 Other  




Reason for referral:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is client in hospital: Yes        No           Expected date of discharge_________________________
Are there any home visit/safety risks: _______________________________________________________
Referrer Details:
Name:_______________________________Designation__________Organisation__________________
Signature_____________________________Contact Phone________________________Date________
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