B U RW O O D Canterbury

District Health Board

Te Poari Hauora o Waitaha

assistive technology centre REFERRAL FORM
CLIENT INFORMATION
Surname Given Names Birthdate Age
Gender Ethnicity ACC Claim Number (if relevant) NMPI Number (if known)
Residential Address
Phone Fax. E-mail
Special requirements (e.g. interpreter) Hospital inpatients — please give expected date of discharge
/ /

REFERRER DETAILS CONTACT PERSON

Name & Postal Address of Referrer / Case Manager If a person other than the client is to be contacted for making

appointment times and for other dialogue, please provide full
details here

Phone Fax Phone Fax
() () () ()
E-mail E-mail

PLEASE OUTLINE THE REASON FOR THIS REFERRAL

Please complete other side as well




DISABILTY PROFILE

Diagnosis

Briefly describe the nature of the client’s disability and how it impedes their ability to achieve their identified goals as
related to the perceived need for assistive technology.

What previous solutions (including low-technology or no-technology) have already been trialled or are currently
being used? Please comment on the success of these.

Include any additional information relevant to this referral here. This might include information on education,
employment, or details of any relevant others involved.

Referrer please sign and date: Date: / /

Case Managers - please forward all recent relevant assessment & provider reports with this referral.

This section to be completed by the Burwood Assistive Technology Centre

Date referral received: / / When completed please return to:
Referral accepted: / / Burwood Assistive Technology Centre
Allan Bean Centre
Assessment Coordinator Assigned: Burwood Hospital
Comments: Private Bag 4708
CHRISTCHURCH 8041

Authorised by: Burwood Assistive Technology Centre
Ref: ATS Referral, Version 3.1 Issued: April 2007



