
25 Otaika Road PO Box 5012 Whangarei  0140 Ph: 09 4388852 Email: contact@jigsawnorth.org.nz 

Jigsaw North - Manaaki Whanau      Referral Form 
Date: 

Name of Client: DOB: 

Address: Female     Male 
Ethnicity: 

Cell Phone: Ph: Email: 

Please Indicate:     OK     To ring     Text   Leave voicemail messages? 

Emergency Contact: Relationship: Ph: 

FAMILY/WHANAU 

Name of Client: DOB: 

Address: Female     Male 
Ethnicity: 

Cell Phone: Ph: Email: 

CHILDREN 

Details of Youngest Child: 
Name:          DOB: 

 Male     Female 
 Ethnicity: 

Number of children/young persons 
under 19 in home:  

SERVICE/S REQUESTED 

Counselling/ Therapy Social Work Support

Parenting Programme 

PLEASE INDICATE SESSION

Tweens & Teens
Building Awesome Whanau
Angry Mummies - From Chaos to Calm 
Circle of Security

REFERRER DETAILS 

Myself                             OR                 NAME of referrer:                                                  Role: 
 Organisation: 

      Contact number:                                                     Email: 
The client is aware of and consents for this referral to Jigsaw   Signed___________________Date_________ 

REFERRAL REASONS 

 Historical Trauma           Stress/Anxiety 
  Family Violence              Grief/Loss 
  Housing Issues       Relationship Issues 
 Family Court             WINZ support 

Parenting Support        
Anger Management Issues 
Child/ren Behaviour       
Child/ren uplifted   
Other (Please specify)

Other Agencies Involved if any: 

If urgent, please explain: 

For staff use only 

Contact Dates:  Phone message = PM   Text message = TM  Incorrect number = IN Phoned/ No Reply = NR 

1: 2: 3: 

First appointment date :            With: 

Client(s) working with us? 
(continue over page if needed) 

YES /NO, Please explain: 
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