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CALL 
(08) 8256 0333

POST 
12 Bishopstone Road 
Davoren Park SA 5113 

EMAIL 
playford@playford.sa.gov.au 

VISIT 
Playford Civic Centre 
10 Playford Boulevard 
Elizabeth SA 5112 

Stretton Centre 
307 Peachey Road  
Munno Para SA 5115 

NEW ARRIVAL REFUGEE 
IMMUNISATION (NARI) 

PROGRAM REFERRAL LETTER 
1. PERSONAL DETAILS (ONE REFERRAL PER PERSON)

Title: Given name: Family name: 

Gender: ☐ Male ☐ Female ☐ Other

Date of Birth: Country of Birth: 

Address: 

Postcode: 

Phone: Mobile: 

Medicare Number:  Reference Number: 

Language spoken: 

Do you require an interpreter?  ☐ Yes ☐ No Date of Arrival: 

2. VACCINE HISTORY
PRIOR TO ARRIVAL IN AUSTRALIA 
Vaccine Date Given 

Blood Tests 

Comments: 

SINCE ARRIVAL IN AUSTRALIA 
Vaccine Date Given 

Comments: 

Date Taken
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3. REFERRER DETAILS
Referrer Practice / GP Name: 

Phone: Fax: 

Email: 

Thank you for completing this form. 

Please submit your completed form to Council via one of the following channels: 

Email immunisation@playford.sa.gov.au 

Mail City of Playford 
Attn: Sally Vlassco – Community Immunisation Nurse Coordinator 
12 Bishopstone Road 
DAVOREN PARK  SA  5113 

Please ask the client to bring all records of immunisation and arrival documents when attending 
the NARI clinic for immunisation. 

The NARI provider will contact the client/s to arrange for assessment of immunisation status (if not 
completed) and develop a ‘catch-up’ immunisation program as required. 

If you have any other enquiries please contact the City of Playford Community Health Team on 
(08) 8256 0118 or 0421 619 848.
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