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NIUMOVEMENT
GP REFERRAL FORM

[bookmark: _GoBack]Family Details:

Parent’s Names  

First Name 			Last Name 		Date of birth/Age		Gender 
___________________		____________________	_____________		Male/Female
___________________		____________________	_____________ 		Male/Female
Children’s Names
First Name 			Last Name 		Date of birth/Age		Gender 
___________________		____________________	_____________		Male/Female
___________________		____________________	_____________		Male/Female
___________________		____________________	_____________		Male/Female
___________________		____________________	_____________		Male/Female
___________________		____________________	_____________		Male/Female

Other Family members names (If relevant)
First Name 			Last Name 		Date of birth/Age		Gender
___________________		____________________	_____________		Male/Female
___________________		____________________	_____________		Male/Female

Address: _____________________________________________________________________________
Phone: ______________________________________ Ethnicity: ________________________________

Referral Details
Referrers Name:  ______________________________________________________________________   
□Nurse	□GP	  □School    □Pacific Group	□ Other: ____________________________________
Pacific Group/ Medical Centre/ GP/ School __________________________________________________________________
Signed*__________________________________	     Date: ________________________________
*By signing, I confirm that I have explained the NiuMovement Programme to the participant and advised them that their details will be passed to their Healthy Lifestyle Coordinator who will provide them with advice and support. 
Patient Consent
*By signing, I confirm that my family is interested to join the programme and allow all details to be passed to the Pacific Instructor who will provide advice and support.

Signed*__________________________________	     Date: ________________________________

Please EMAIL the referral to annat@harboursport.co.nz or FAX to (09) 415 4594
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