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FUTURE 4U 
 

REFERRAL FORM FROM DOCTOR 
 

 

 

 
 
Name of client: ______________________________ Date of Birth:  ______________________ 
 
Address:  ______________________________ Phone:  ______________________ 
 
  ______________________________ Ethnic group: ______________________ 
 
  ______________________________ NHI number: ______________________ 
 
Dependants: ______________________________ Age:  ______________________ 
 

______________________________ Age:  ______________________ 
 

______________________________ Age:  ______________________ 
  
Next of kin: ______________________________ Phone:   ______________________ 
 
Address:  ______________________________  
 
GP:  ______________________________ Phone:  ______________________ 
 
Names of  
Substances 
Used:  ______________________________ Severity  ______________________ 
 
  ______________________________ Severity  ______________________ 
 
 
What are the client’ presenting issue/issues?  ____________________________________________ 
   
________________________________________________________________________________ 
 
________________________________________________________________________________ 

 

Treatment  

history:  _____________________________________________________________ 

 

  _____________________________________________________________ 

Psychiatric  

history:  _____________________________________________________________ 

 

  _____________________________________________________________ 

Medical  

history:  _____________________________________________________________ 

 

  _____________________________________________________________ 

   

Signed:  

Referrer: ______________________________ Date: ______________________ 


