
Phone:   (09) 818 0760 Email:   Counselling@VisionWest.org.nz 

      

EXTERNAL REFERRAL FOR COUNSELLING  

Client Details: Preferred Contact: 

Name:  Self   □ Parent  □ Caregiver□ Other  □ 

D.O.B:  Name:  

Address: 

 
Phone: 

Home: 

 Mobile: 

   

Preferred method of contact?   □  Text           □   Home Ph          □  Post           □  Mobile           □   Email 

Gender: □  Male □  Female Ethnicity:  

 

Referrers Details: 

Name:  Organisation:  

Address: 
 Email:  

 Phone: 
 
 

 

Relationship 

to client: 
 

 

Reason for counselling request: 

 

 

Additional Information: 

 

 

How will this client be funded? 

 

 


