PH: 04 282 1410 FAX

: 04 236 6164

citymission

Mission for Seniors Community Programme
REFERRAL SHEET

Vicki@wgtncitymission.org.nz

HELPING TO SUPPORT THE OLDER PERSON TO ENABLE THEM TO IMPROVE
THEIR FULLNESS OF LIFE AND FEEL THEY ARE ABLE TO MAKE POSITIVE CHANGES

LIENT DETAILS Date: | Superannuant: Yes/No
Client Name:
Preferred Name: | DOB: | NHI:
Address:
Phone:
ETHNICITY: | Language Used: |

Living Situation:

(alone/partner/spouse/family)

Hazards Identified:

Client aware of Referral: | Y/N Client Signature:
REFERRAL DETAILS
EPOA/NOK/Contact: | Phone: |
Address:
GP /Liaison Nurse: | Phone: |

Name of Referrer:

Organization:

Main reasons
for referral:

Current Issue:

Relevant Past Hx,
Conditions, Disabilities:

In-home Services
currently received:

REASONS FOR REFFERAL (delete non-required)

Advocacy
Facilitation
Liaison
Problem
Solving

Assessment for:

Main Programme Focus:

Social Connection and Participation with others and Community
Enable: Access to: Health and Allied Services, Social Services, Residential Care
Facilities, sort out paperwork and entitlements. Transport and Taxi/Mobility Cards
Referral to other Agencies (For example)

Recreation/Leisure Activities, Companionship, Safety and Mobility Aids, Nutritional
Needs, eg(Ezee Meals), , Access, Budgetary/Money Management Services

Other:

CARE NEEDS (please state)

Hygiene (independent/receiving assist./totally dependent)

Mobility (walks unaided/uses aid/needs help/1-2 persons required)

Continence (Full control/needs toileting/incontinent)

Nutrition (Normal/Body weight low/Over weight)

Hearing (Good/needs clear speech/impaired/uses aid)

Vision (Good/partially sighted/unsighted)

Glasses (None/reading/all day/)

Speech (Communicates well/speech difficulties/aphasic)

Short-term Memory loss (Slight/moderate/severe)

Comprehension (Good/slight confusion/very confused)

Comments (any special needs):

NB: PROGRAMME covers Lower and Upper Hutt, Wellington and Porirua Communities
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