
JIGSAW NORTH           REFERRAL FORM 

Date:                                                     CLIENT INFORMATION 

Name: DOB: 

Male / Female 

Ethnicity: 

Address: 

Ph: Cell: Work: Email: 
If client is under 18 years of age parent or guardian details are required 

Contact Details of Parent / Guardian / Caregiver  

Name: DOB: 

Male / Female 

Ethnicity: 

Address: 

Ph: Cell: Work: Email: 
Details of family members attending therapy sessions 

Name: 

 

DOB: 

Male / Female 

Ethnicity: 

Name: DOB: 

Male / Female 

Ethnicity: 

Name: DOB: 

Male / Female 

Ethnicity: 

Name: DOB: 

Male / Female 

Ethnicity: 

PRESENTING ISSUE: 

Anxiety   Anger     DV/Family Violence    

Access    Grief & Loss    Post Traumatic Stress    

Parenting   Stress     Child Behavioural Problems   

Step Families   Relationship Issues   Depression/Mood Disorders 

Childhood Trauma  Family Issues    Childhood Attachment Disorders  

REFERRED BY 

Self   Manaia PHO  Family Court  CYFS   Probation 

Plunket  Barnardos  School   Refuge   WINZ 

Doctor   Family Start  Police   Solicitor  Child Health Clinic 

PR-CYFS  Family Works  RTLB   Other (please state) ------------------------------------------------------- 

Other relevant information 

Other Agencies Involved: 

 

Any relevant concerns/issues: 

 

SERVICE 

Counselling           Family Support   Programmes   

Family Court           PHO 

CLIENT STATUS 

(please circle)                Family                                  Individual                           Couple 

Referrer Signature: Family Signature: 

  

  

 

Office Use Only 

Case Worker: 

Client Number: 


