
 

Tūtaki Youth Incorporated Whānau Referral Form 
(Use this form for 26+ years or adults 25 & under with children) 
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PO Box 26 
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(Office use) Date Received__________________ 

 

 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
  

Date of referral  ___________________ 
Referral agency _________________________ Phone  ______________________ 
Referrers Name and Position  ____________________________________________________ 
Referrers Email _____________________________________ 
Referrer’s Expectations __________________________________________________________ 
__________________________________________________________________________________ 

Client details 
Name ____________________________________________________________________________ 
DOB _____________ M/F _____________ 
Ethnicity __________________ _______ Iwi __________________ _______ 
Address ______________________________________________________________________ 
__________________________________________________________________________________ 

Phone ____________________ Mobile phone ____________________ 
 

Children’s details (if applicable) 
Name _______________________ Age ______  Relationship to client ________________ 
Name _______________________ Age ______  Relationship to client ________________ 
Name _______________________ Age ______  Relationship to client ________________ 
Name _______________________ Age ______  Relationship to client ________________ 

Other support people/Next of Kin 
Name ____________________________________________________________________________ 
Address ______________________________________________________________________ 
__________________________________________________________________________________ 
Phone ____________________ Mobile phone ____________________ 
Relationship to client ________________________________________________________________ 

Agency involvement 
Agency ______________________ Professional ________________ Involvement __________ 
Agency ______________________ Professional ________________ Involvement __________ 
Agency ______________________ Professional ________________ Involvement __________ 
Agency ______________________ Professional ________________ Involvement __________ 
 



 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
• Referrals can be received via PO BOX 26, STRATFORD or office@tutaki.org.nz 
• An initial assessment will be completed prior to a client being accepted onto the programme 
• Referrals may be deferred, accepted or declined according to priority 
• Tutaki has the final decision on programme placements 
• Please attach any supporting documentation to this referral 
 

Client(s) must consent to the release of information for this referral 
 
Name_______________________ Signature_______________________ Date____________ 
 

ALL INFORMATION ON THIS REFERRAL IS STRICTLY CONFIDENTIAL 

Reason for referral 
 
Do you need help with:  

 Controlling/managing anger  

 Self esteem  

 Domestic violence  

 Improving relationships  

 Parenting 
 
Please provide some background regarding your situation: 
 
 
 
 
    
      
     
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Other considerations 


