
  
 

 
Referral Form  

Date: 
 

Child’s Name:  

Parent(s)/Caregivers Name:  

Address:  

  

Phone:   home 

   work/mobile 

Email:  

Ethnicity:  

DOB:  

School:       

Preferred time to visit:  

Family Doctor:    

FORWARD TO Victoria Greenwood-Loose Active Families Advisor 
POBox 1091 Blenheim 7201 
Email; victoriag@marlboroughpho.org.nz 
Phone; 5206263 Mobile 0212845664 
Fax; 03 578 1198 

Medical Practice:                                                                                                                                           
 
Medical Conditions 

 Weight issues     Asthma      Heart condition 
 Hypertension      Sleeping problems      Mental Illness 
 Diabetes       Musculoskeletal condition     Depression 
 Risk of Diabetes        High Cholesterol      Lack energy / tired 

 
Are you a smoker?  YES/NO  Have you ever smoked? YES/NO 
 
Other Health Issues: -----------------------------------------------------------------------------------------------------------------------------
--------------------------------------------------------------------------------------------------------------------------------------------------------- 
 
Referrer Details 

Name of referrer  

Name of Organisation    

Date of Referral  

Contact Details  

Client Consent Obtained  Yes No 

 


