
Community Nursing Referral Form
0800 002 722   |   healthcarenz.co.nz

Please e-mail or scan referral form to: nursing@healthcarerehab.co.nz

Date of referral: GP: GP Telephone:

Client Name: Title: M/F:

Address:

Date of Birth: Mobile: Telephone:

Ethnicity: NHI Number: Is this injury related to work?  Yes        No

Date of Injury: Cause of Injury:

ACC Claim Number: 

ACC Case Manager:

Alternative Contact: Relationship: Telephone:

Reason for referral to community services

Physically unable or unsafe for client to attend PHC
PHC determined that complexity of injury requires additional expertise

Client requires service outside of PHC practice hours
Other:

Nursing Intervention Required Date of first visit required:

Wound Care
Continence
Other (specify):

IDC
SPC

Intermittent
Bowel

Enteral Feeding
Medication Administration

W
ou

nd

Location: Dimensions: Infection Present?   Yes          No

Skin Tear:   Grade   1          2          3          N/A Burn:   Superficial:          Partial:          Full Thickness:          N/A:

Swab Taken:   Yes          No Other:

Dressing Management: 

IV
 M

ed
ic

at
io

n IV medication to be administrated:   Yes          No
IV Leur/Picc insitu:   Yes          No

Medication given to patient:   Yes          No
Signed medication prescription given to patients:   Yes          No

Details:

Home Situation Potential Risks

Lives alone:  Yes          No
Additional Comments:

Natural supports:  Yes          No Dogs/animals
Drugs
Alcohol

Challenging Behaviours
Smoker
Other (specify):

Referred By: Position: Contact number:

Attachments:             Discharge summary             Medication prescription             ACC 45             GP letter/report

Medical Diagnosis and History Current Medications

http://healthcarenz.co.nz
mailto:nursing%40healthcarerehab.co.nz?subject=

	Text Field 138: 
	Text Field 139: 
	Text Field 140: 
	Text Field 141: 
	Text Field 142: 
	Text Field 143: 
	Text Field 144: 
	Text Field 145: 
	Text Field 146: 
	Text Field 147: 
	Text Field 102: 
	Text Field 103: 
	Check Box 218: Off
	Check Box 219: Off
	Text Field 105: 
	Text Field 106: 
	Text Field 107: 
	Text Field 108: 
	Text Field 109: 
	Text Field 1010: 
	Text Field 1011: 
	Check Box 220: Off
	Check Box 221: Off
	Check Box 222: Off
	Check Box 223: Off
	Text Field 148: 
	Text Field 149: 
	Check Box 224: Off
	Check Box 225: Off
	Check Box 226: Off
	Check Box 227: Off
	Check Box 228: Off
	Check Box 229: Off
	Check Box 230: Off
	Check Box 231: Off
	Check Box 232: Off
	Text Field 150: 
	Text Field 151: 
	Text Field 152: 
	Check Box 233: Off
	Check Box 234: Off
	Check Box 235: Off
	Check Box 236: Off
	Check Box 237: Off
	Check Box 238: Off
	Check Box 239: Off
	Check Box 240: Off
	Check Box 201: Off
	Check Box 202: Off
	Check Box 203: Off
	Check Box 204: Off
	Text Field 153: 
	Text Field 154: 
	Check Box 205: Off
	Check Box 206: Off
	Check Box 108: Off
	Check Box 109: Off
	Check Box 107: Off
	Check Box 1010: Off
	Check Box 1012: Off
	Check Box 1013: Off
	Text Field 155: 
	Text Field 156: 
	Text Field 157: 
	Check Box 1014: Off
	Check Box 207: Off
	Check Box 208: Off
	Check Box 209: Off
	Text Field 158: 
	Check Box 2010: Off
	Check Box 241: Off
	Check Box 242: Off
	Check Box 243: Off
	Check Box 244: Off
	Check Box 245: Off
	Text Field 159: 
	Text Field 160: 
	Text Field 161: 
	Check Box 246: Off
	Check Box 106: Off
	Check Box 1011: Off
	Check Box 1015: Off


