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	Client consent and
referral form

	Phone:  
021 033 0637

	 Email: info@mentalhealthphysio.co.nz 
	Clinic:  Te Puna Manawa
198 Antigua St, Christchurch

	CLIENT INFORMATION:  to help with treatment provision, please complete as much information as possible



	Name:                                                          Title:

Preferred name:

Address:


	Contact phone number(s):
Email:


	Date of birth
	Age
	NHI
	Gender

  (  M    (  F
	REFERRAL FROM:    

	
	
	
	
	Contact person,  designation


	Current location  (  Home        (  Other (specify below)
	Service:
	Phone:



	Cultural/spiritual


	Discussed with Client    ( Yes      (  No 

Discussed with GP          (  Yes     (  No 

GP Name:

	Occupation/Benefit


	

	

	CLINICAL and PSYCHOSOCIAL INFORMATION

	Purpose of request for MH Physiotherapy:  ie personal goal for treatment/expected outcome 

	Current treatment plan/priorities:


	Relevant Mental Health diagnosis and history eg anxiety, BPD, ADHD, past contact with NGO/private services/SMHS, 

	Medication


	Relevant Physical Health history/issues: include injuries, surgery, allergies, mobility, medical conditions, movement dysfunctions (eg dyspraxia), concussion 


	Other contacts relevant to treatment:  eg family/whanau/child /clinicians//NGOs/agencies/support people



	Other  information: e.g, preferred contact method/person/ Invoice to:


	Any  risk factors, (particularly those relevant for a therapist treating on their own): 

e.g. falls,  alcohol/drug abuse, suicide, epilepsy, emotional dysregulation, harm to self or other


	CONSENTS: 
1. Treatment:  
I hereby agree to consent to treatment by an appropriately qualified Physiotherapist for the purpose for providing comprehensive physiotherapy services as may be necessary in support of my illness, injury or condition. 
I consent for my anonymous data to be used for research purposes, understanding I will not be identified at all. 
I have been given the opportunity to discuss and/or read clinic information prior to treatment. 
I understand I have the right to decline part or all of the treatment being offered. 
I understand my right to a second opinion. 
I understand I may have a chaperone/support person present if I want.

2. Payment of fees: 
I understand that I am liable to pay for treatment if: 

· It is not covered by ACC or another provider
· If any treatment is declined by ACC or other funder

· For the costs of materials (by arrangement with treatment provider)

· I am unable to attend a scheduled appointment: 

Should I not attend a scheduled appointment or cancel at late notice, I understand that the Physiotherapist reserves the right to charge at the following rates:

· Within 24 hours – 50% of fee

· Non-attendance, or cancellation within 12 hours – full fee

I understand that payment for each treatment is due within 7 days. 
I understand that in the event this service needs a Debt Recovery Service to recover my debt, I will be liable for any recovery fees. 

3. Release of information to a third party:

I consent to the disclosure of my records to any person/organisation necessary for the effective management of my condition. 

I consent to a discharge/update report being sent to my referrer/doctor/ medical centre if appropriate. 

I AUTHORISE: The collection and release of any information about me to the extent that this is needed to prevent future injuries, determine cover and/or assess my entitlement to compensation, rehabilitation assistance, medical treatment and/or the appropriate level of care and personal attention that I should receive.

I have read and understand the information above and by ticking this box I give my full consent

(       Yes, I give my full consent

SIGNED: 







DATE: 

(If under 16 must be signed by parent/guardian) 

PHYSIOTHERAPIST SIGNED: 




              DATE
REFERRAL PLANNING – MH Physiotherapy 



	Date received:
	Received by:

	Date of 
first appointment 

	Referral accepted      
(  Yes
     (   No
	1st  contact:  
	2nd contact
	3rd contact


