     





[image: image2.jpg]



Community Substance Misuse Team Referral Form
Please fill in whatever details you may have on this referral form.  Thank You.

	1.  Date of referral:              Referred by:                                     Email: 
1.  (a)  Referral for:        Young person:       X          M/F      Parents/family:                               Both:  

	


Consent for under 18’s is required
Is the person aware of the referral?
                              Yes

No 
	    2.    Details of Applicant:


Name: 
                         Tel:  
Address:  
Date of Birth:


	Family Details
	Age
	Additional information

	
	
	

	
	
	

	
	
	

	
	
	

	Other Significant
	
	


	3.    Details on agency/personnel Involved, if any with young person or family:


Social Worker:  _________________________
Agency:  ____________________
Tel. No.  __________________

Public Health Nurse:  ____________________
Health Centre:    ______________
Tel. No.  __________________

GP / Doctor: 


                         Surgery:


             Tel. No.  __________________

Garda:  ________________________________
Station:  _____________________
Tel. No.  __________________

Drugs/Alcohol Worker: ___________________ Agency: ______________________       Tel. No.___________________

Support Worker:  ________________________
Service:  _____________________        Tel. No.  __________________

Other:





Service:      
Has this family/ young person recently been referred to another service?  No

Community Substance Misuse Team Referral Form
Please fill in whatever details you may have on this referral form.  Thank You.
	4.  Reason for referral of young person or family member: 

	

	

	

	

	

	


	5. Expectations of:

	Referrer: 

	

	

	

	Young Person: 

	

	

	

	Family: Parent/carer 

	

	

	

	

	6.  Please detail any other background information relating to the child/young person or family which may be relevant (this could include matters relating to child care, family relationships, health, ability/disability, race, religion, culture, language/ communication, education)

	

	

	

	

	

	


Signed By:


                                            Occupation:



(Referrer)




Address:





Tel. No:


Signed by:          





Date 


(Service User)

Should you have any queries please call 061 318904
Please post back the referral form, along with the consent form and mark ‘private and confidential’.

Please return form to: Address below or Email: admin@csmt.ie

C.S.M.T., 2nd Floor, Arthurs Quay House,  Limerick.
[image: image1.jpg]c )






