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New or Revised eReferral Form Request
Please use this form to request a new service specific eReferral form or recommend changes to an existing form. All requests for creation or revision of forms should be sent to CareConnect eReferrals administrator.
Note: This request will be discussed with relevant services in other DHBs to achieve regional agreement.
□ Regional Service Form 

OR

□ DHB Specific Request  

Please specify name of the DHB _________________________ 
Request for:
□ New Form (□ Generic template □ Service Specific template □ Not sure)

□ Revision to Existing Form 
Form Name (New or Existing): __________________________________________________________
	Service Name 
	(Name of the service requesting new or revised eReferral form)


	Reason for request 
	(Rational for the request)


	Description of request (data entry fields)
	“Clinical Information that GP needs to provide to Hospital Service”

(List all data fields that needs to be added or updated in the new or existing eReferral  form)


	Business Rules
	“High level business rules for any specific condition or data”
(e.g. Clinical Pathways or Pre-requisites (e.g. test results required))


	Impact on other system or process
	(Impact on any existing application or process used for the same purpose)


	Risk to be considered
	“Risk of not making this change”

(Define any business risk associated with the change of referral process)


	Reporting requirements
	(List referral reports that are expected to be available for your service)


	User Training requirements
	(How many users from your service will need training to use eReferral system) 


	Change Management requirements
	


Request date for completion ________________________________
Signature of Requestor_____________________________________
Name and Department_____________________________________
Contact number___________________________________________
Email address_____________________________________________
Related Attachments (if any) _________________________________
Please send this form to: eReferral Administrator via email ereferrals@healthalliance.co.nz or mail to: healthAlliance, Unisys House, level 2, 650 Great South Road, Penrose, Auckland
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