
 

TRUE COLOURS REFERRAL FORM         
Please email to: admin@truecolours.org.nz 

 

URGENT / NON URGENT 

 
  

 

07 839 4800 | admin@truecolours.org.nz | PO Box 9458, Hamilton 3240 | 16 Joffre St, Hamilton 3204 | www.truecolours.org.nz 

   TC5 

 

CHILD REFERRAL DETAILS:  
FILL IN OR ATTACH  

HOSPITAL LABEL HERE: 

Family name: First name: M / F 

NHI number: DOB:  

Ethnicity: IWI:  

GP: Email: Ph: 

Consultant: Email: Ph: 

Parent/caregiver names: 

Primary caregiver: Relationship to child being referred: 

 

ADULT REFERRAL DETAILS:  

Family name: First name/s: 

               

CONTACT DETAILS:  

Address: 

Email:  Ph: 

 

DETAILS of REFERRAL:  

Sick child:  Bereavement: ____/____/____ Other:   

Diagnosis & extent of illness/Bereavement details: 

Current concerns: 

 

 

 

 

 

 

Referral consent from parent/caregiver: Yes / No 

Name & designation of referring practitioner: Date: 

Email of Referrer: Ph: 

Signature: 
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