[image: S:\Logo\Harbour Sport\Harbour Sport\harbour sport boxed!.png]
	

COMMUNITY GROUP STRENGTH & BALANCE HEALTH PROFESSIONAL REFERRAL FORM 
Auckland District Health Board & Waitemata District Health Board areas ONLY

· Please note all sections are compulsory
· EMAIL the referral form to the Lead Agency (Harbour Sport) -  kerrim@harboursport.co.nz 
· Notify your patient that a Harbour Sport staff member will be in touch within 3-4 working days of receiving the referral
· Please contact Harbour Sport if you have any questions – 09 415 4610 
Section 1 – Patient Details (All Fields Compulsory*)
First Name: _______________________Surname: _______________________Gender: ☐Male ☐Female	
Date of Birth: _______________________Ethnicity _______________________	NHI: _______________________
Street Address: _____________________________Suburb: _______________________Postcode: ______________
Home Phone: ______________________ Mobile: ____________________  Email: ___________________________
Section 2 – Patient medical conditions or physical impairments (Please check boxes which relate to your patient)
Respiratory conditions ☐ CVD ☐ High blood pressure ☐ Heart Conditions ☐ High/Low Blood Pressure ☐ Arthritis ☐ 
Injury ☐ Stroke ☐ Joint replacement ☐ Osteoporosis ☐ Cognitive impairment ☐ Unsteady when standing or walking ☐ Uses a walking aid ☐
 
Other relevant information  _____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Section 3 - Falls Risk Factor screening 
1. Any trips, slips, falls (or near falls) in past year?  Yes ☐ No ☐
2. Can’t get out of a chair without using their hands?  Yes ☐ No ☐
3. Limits or avoids activities because afraid of losing balance or falling? Yes ☐ No ☐
Section 4 - Physical Activity
Is your patient currently participating in any form of physical activity? If so, what activities and how often? 
_______________________________________________________________________________________________

I recommend ________________________ attends a Community Group Strength and Balance class or programme to improve their balance and leg strength and reduce their risk of falling.

Section 5 – Referrer information (All Fields Compulsory*)
Health Professional referring: _____________________________  Phone:________________ Extn: ___________
Clinic/Agency Referred from: ____________________________________________________________________	
Signed:  __________________________ Date: _______________________	
By noting my name above I confirm that I have explained the Community Strength & Balance programme and the patient has consented for their details to be forwarded to HARBOUR SPORT who will provide them with support and advice.
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