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Referral Form 

Please return your completed form to Back-Up New Zealand, PO Box 12229, Ahuriri, Napier 
Contact Back-Up New Zealand on (06) 835 8886 for any queries 

 
Client Information 

Name DOB 

/ /  
Gender: 

M F 
Residential Address 

Phone Mobile 

Email ACC Claim Number (if relevant) 

 
Referrer Details 

Name Organization 

Position Email 

Postal Address  

Phone Mobile 

 
Goals to be Attained 

 

Please indicate the reason for this referral and any specific goals you would like your client to achieve 
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Disability Profile 

Diagnosis Course Choice  

(ie Spinal Injury, Head Injury, Youth) 
 

Briefly describe the nature of your client’s disability including general information regarding personal care needs 

 

Include any information relevant to this referral here.  This might include information on employment, current 
rehabilitation issues, past involvement in similar programmes or details of other relevant people involved 

 
 

Referrer Signature  
Date / /  

 
 

 

This section to be completed by Back-Up New Zealand 

Date Referral received / /  Date Referral accepted / /  

Comments 

 


