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Te Hikoinga O te Whaiora

journey of wellbeing




Odyssey Youth Connect Programme
Whanau Enquiry 
Referral form must be filled in by an AOD / Mental Health Agency or by Oranga Tamariki 
Date: …………….  Young perons name:  ………………………. Ethnicity:…………………
DOB: ……………        NHI: ………………..   Phone number:…………………………………
Address:………………………………………………………………………………………………   
Whanau and living situation: Taha Whanau
Family/ Caregiver Contacts/ Next of Kin: 
Name: ______________________________________________________________________ 
Address:_______________________________________ Phone ________________________ 
Relationship:__________________________________________________________________
Current living situation: Flatting / Boarding/ With Family/ With Caregiver 
Other: ______________________________________________________________________

Exit Address: (required)_________________________________________________________
____________________________________________________________________________



Name of Carer and Emergency Exit Address if different from above: (in case of early discharge/self-discharge):


Who does the young person identify as whanau?

Will family be involved in the young person’s treatment and be able to come along to whanau activities? 

If so, who? (Including contact information)
Spiritual/ cultural considerations: Taha Wairua

What ethnicity does the young person identify with?

Iwi_________________

Do they know their whakapapa? 

Are they male/ female/ gender diverse (please circle)
How do they identify? (Include pronouns and preferred name) 

___________________________________

Physical Health: Taha Tinana

Does the young person have any medical issues that we need to be aware of? (include allergies) ________________________________________________________________________________________________________________________________________________________

Current Doctor/ Medical Centre: 

(Please note we require an original doctor prescribing chart before admission if accepted)
Are there any barriers to the young person engaging in physical activity? (Include any past injuries)

What are the young person’s strengths and protective factors?
AOD and Mental Health: Taha Hinengaro 

Diagnosis: (medical, mental health and AOD): ______________________________________
Alcohol and other Drug: Overview (substance of choice, amount and frequency) ____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________
Previous AOD treatment: 
Other agencies involved in client’s care: 

Mental Health: (brief history) ____________________________________________________
____________________________________________________________________________
____________________________________________________________________________
(please note if mental health support is required please refer the client to CAF link)
Risk Assessment: (self-harm/ suicide, history of violence, client vulnerability) ______________
____________________________________________________________________________

____________________________________________________________________________
____________________________________________________________________________
How does the young person keep themselves safe?

What helps them when they are elevated? 


Other supports:

Is there anyone else the young person identifies as a support person for them?

Care and protection/ Youth Justice:             
Is there an open Oranga Tamariki case: Yes / No           Social Worker:

Legal Status: Bail / Supervision Order / Voluntary / Other: 
Probation Officer details:                                 Does the young person have a 333 report: 


Has the client been convicted of or charged with Arson, Sexual Offending or Homicide?

If yes, details: _________________________________________________________________ 
Does the young person know about this referral? Yes/ No

Are they motivated to attend? Yes/ No


General Comments/Other Issues or concerns of note: (other concerns not covered)

 

Whanau/Cargiver: 
_____________________________________________________ 


Name: 


_____________________________________________________
                                      Signature:



  ______________________________________________________

 
Please note that we require a comprehensive AOD assessment no older than 6 months old to accompany this referral. This assessment will be discussed in the next clinical meeting to decide suitability of the young person to our program. 
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