
 

REFERRAL FORM: Safer Families Please fax or post to 365 9913 / P.O. Box 22-126, Christchurch. 

(please include completed Referral Criteria form with this referral). 
 
First name (Mother):…………………………………. 
 
Surname (Mother):…………………………………… 

In-patient 

(Circle) 

Out-patient 
 
Age:………. d.o.b:…………………….  
 
Ethnicity:………………………       Hospital: ……………………………………                                                    
 
Address and telephone number: …..…………………………………………………………………… 
 
Partner's name: ……………………………………………………. 
 
Other children in family: 
 
Name:..………………….d.o.b:.……………m/f      Name:……………………..d.o.b:……………...m/f
    
Name:……………………d.o.b:.……………m/f      Name:……………………..d.o.b………………m/f 
 
Name:……………………d.o.b:.……………m/f     Name:……………………..d.o.b:………………m/f  
 

No Yes Is/are child/ren living in mother’s care?   
 
If no, please specify:………………………………………………………………………………………… 

…………………………………………………………………………………………………………………. 
 
Other Information:  
 
Midwife (Name): ……………………….…………    Contact tel. no: …………………………. 
 
General Practitioner  (Name): ……………………….   Contact tel. no: ………………………….. 

 
(please feel free to add any additional information that might be helpful concerning this referral) 

 
I am willing to be contacted by a Social Worker from the Family Help Trust to discuss this referral. 

 
Signed (Client):…………………………  Signed (Referrer): …………………………………. 
       

  Agency (if applicable):…………………………….. 
 

Date:……………………………………...  Phone:………………………………  
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