
For information about our services please visit: www.tearawawhanauora.org.nz 

Īmēra: referral@tearawawhanauora.org.nz 

Waea: 0800 004 554 

Wāhi mahi: 1143 Hinemoa Street, Rotorua 

REFERRAL FORM 

Pepehā 

Maunga Hapū 

Awa Iwi 

Marae Ingoa Whānau 

CONTACT INFORMATION 

Full Name: Preferred Name: 

Address: DOB: 

Gender: 

NHI: Medical Center: 

Phone: 

Alternative Phone: Preferred language: 

Email: Is there Tamariki included in this referral: 

Preferred time to call: Preferred contact method: 

http://www.tearawawhanauora.org.nz/
mailto:referral@tearawawhanauora.org.nz


REFERRAL FORM 

Our commitment is whānau experience seamless access to the right support at the 
right time. Te Arawa Whānau Ora have a dedicated team who will action your referral 
the same day it is received. You can refer to Te Arawa Whānau Ora by completing this 
referral form, via email, phone, or visiting our office. 

REQUIRED INFORMATION 

Has the whānau consented to this referral? 

If you know the service you want to refer to, please state: 

What support is a priority to this whānau? 

What does the whānau want to achieve? 

Are there any specific requests the whānau have? 

REFERRER DETAILS (IF APPLICABLE) 

Please complete all fields. Your referral will be acknowledged via email. 

Full name: Phone: 

Organisation: Email: 

Yes  No 
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