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Initial Referral Form:                                                        Date: __________________
Name: _________________________________________ SSN: ______-____-______ DOB: _____/_____/________
Street Address: __________________________________________________ City: __________________________
County: _____________________ Zip: ________Phone: ______________ Insurance: ________________________
 Contact Person/Phone:  _________________________________
Referral Source: ___________________________________________Contact Person: _______________________
Drug of Choice: ________________________________        Length of Use: ________________________________
Last Date/Frequency of Use: ___________________________               Method of use:_______________________
Previous Client: Y/N       When:______________________       Outcome:__________________ RES/OP/PH/IOP
Previous AOD Treatment Facilities (Inpatient or Outpatient) and    Result:_____________________________________________________________________________________________________________________________________________________________________________________
Previous Experience with Detox/Withdrawal (Physical Symptoms, ect.) __________________________________________________________________________________________________________________________________________________________________________________________
Previous Mental Health Treatment(I/P or O/P) and Diagnosis/Provider:____________________________________________________________________________________________________________________________________________  
Medical Condition and any known allergies: ______________________________________________________________________________
Medications Prescribed/Diagnosis: _____________________________________________________________________________________________
Court Involvement/Prior Convictions: _____________________________________________________________________________________________
Registered Sex Offender Y / N                                     Arson Convictions Y / N
PO Name/Number: _______________________________________________County: _______________________
Information Provided By: ________________________________________________________________________
Do you have an open or pending case with Children’s Services?  Y/N                   Pregnant? Y/N    N/A
Court ordered to treatment  Y/N
Are you currently taking any prescribed medication? Y/N
Medication Name                                                      Dosage                                                            Prescribing Doctor
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Have you had any suicide attempts in the past? Y/N
When?                                                                        Method?                                                              Hospitalized?
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you cut or harm yourself in any way? Y/N
Do you have a history of violence? Y/N         If yes explain: ______________________________________________
Where you under the influence? Y/N
Do you require any specialized medical equipment? Y/N      If yes explain: _________________________________
Do you have any physical limitations with walking or sitting, etc.? Y/N          If yes explain: ____________________
Have you been hospitalized in the last 2 months? Y/N      If yes explain: ___________________________________
Do you currently have any open wounds, lesions, unusual rashes, MRSA, ect.? Y/N
Have you ever been told you were contagious? Y/N      If yes explain: ____________________________________
Do you suffer from seizure disorder?  Y/N         Last seizure? ____________ Frequency of seizures? ____________
Are you interested in accessing MAT services? Y/N
High School diploma?   Y/N                                      GED?  Y/N               College?    Y/N
Current living situation (circle) – homeless, incarcerated, not homeless but living with others, family



NOTES
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



Staff completing form:________________________________     Date:____________________________________




Referral needs to also complete release for partnering agency for their substance use disorder 
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