WELLSTOP Inc. Adult and Family Programme Referral Form   
	Person Referred: 
	Name
__________________________
DOB   ___________

Address
__________________________
Phone  ___________  (Hm)


__________________________

___________  (Wk)


__________________________

___________  (Mob)
                                                                                    ___________  (Email) 
Occupation ________________________
 Ethnicity ______________

	  
	  

	Referred by: 
	( Self 
( Friend/Relative: ________________    Relationship: _____________ 
( Agency:  ______________________ 
    Contact Person: _________________    Position: ________________

( Other: _________________________ 


	Referrer Contact Details: 
	Address:
_______________________
Phone:
_______________


_______________________
Fax: 
_______________


_______________________
Email:
_______________    

	Consent 
(for Dept of Corrections  
Referrals only) 
	I hereby give my informed consent for the exchange of information between Dept of Corrections and the WELLSTOP Programme of relevant reports, background information, personal details, and information on my attendance and participation on the programme. 
  
Client signature:____________________________               Date:_____________ 


	  
	  

	Offending Details: 
	Description of offending behaviour: _____________________________

___________________________________________________________

___________________________________________________________



	Victim Details: 
	Victim 
	Gender
(M / F) 
	How known to offender 
	Current Age 
	Age when abused 

	
	1
	  
	  
	  
	  

	
	2
	  
	  
	  
	  

	
	3
	  
	  
	  
	  

	
	4
	  
	  
	  
	  


	Legal Situation: 
	Is there a court case current or pending?   Yes / No


If Yes, sentencing date (if known): ___________

Currently in prison?  Yes / No

         If Yes, likely release date:   __________
Currently on community based sentence?   Yes / No


If Yes, sentence type: __________________    Length: _________


Start date: ______________

End date: ______________

Special conditions: ______________________________________


______________________________________________________


Offence(s): _____________________________________________
Number of previous convictions for sexual offences: _______

	  
	  

	Reports attached: 
	( Pre-sentence

( Police Summary

( Sentencing Notes  
            ( Psychologist’s Report
(  Other:  __________________________________________


	  
	  

	Other Relevant Information: 
	__________________________________________________________

___________________________________________________________

___________________________________________________________


	  
	  

	Referrer signature: 
	In making this referral I hereby certify that (please tick box that applies) 
( I agree to pay the initial assessment fee of……………………………..
( The following person/agency has agreed to pay the initial assessment fee of ……….  Person/Agency name: …………………………………… 
( This person referred is on a sentence or parole and the cost of assessment and treatment is covered by the Dept of Corrections. 
 

Referrer Signature_______________________
Date: __________



WellStop only:

Entered Database
Date:


Initials:


Entered Referral File 
Date: 


Initials:


Please post or fax completed Referral Form (with any attached reports) to:
WELLSTOP Inc. PO Box 31316,  Lower Hutt  Phone (04) 566-4745  Fax (04) 569-5556
