
 

 

Referral Form 

Fax No:  (03) 379 5939 

Multiple Sclerosis & 
Parkinson’s Canterbury 

Referrer Details: Client details:  

Name:  Surname:  Title:  

Designation:  First Name:  Male:  Female:  

Location:  NHI: DOB:  Age:  

Phone:   Address:  

Fax:         

Date of Referral:    

GP details: Telephone No:  Mobile: 

Ethnicity:  

 
 
 

Living Alone:           Yes                 No  

Interpreter req’d: 
 

          Yes                 No 
                          

Neurologist/Geriatrician details: 

   
 

Name of 
contact/next of kin: 
 

 

 

Relationship:  

Telephone No:  

 
Date of Diagnosis: 

Consent: Client/Support Person is aware of           and agrees to the            
referral 

Clinical Details:      
                                         MS                                   PD 

 
Main Concern/Issues to be addressed: 
 
 

 
Medical History: 

 
Medications: 

 
Allergies: 

 
Supports: 
 
  
 

Additional Information attached  
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