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Alcohol & Other Drug Program Referral Form
Please complete as much of this form as possible. If you would like help, please ask our friendly staff

Personal Details

First Name: Surname:

Preferred Name: DOB: / /
Contact Number: Email:

Street Address: Postal Address:

Are you of Aboriginal or Torres Strait Islander Descent?

[J No [ Yes Aboriginal [ Yes Torres Strait Islander [ Yes, Both Aboriginal and Torres Strait Islander

Is the Client Culturally and Linguistically Diverse (CALD)? LI Yes [] No
Interpreter Required: L1 Yes [ No Language:

Does the Client take any regular medications? [J Yes [ No

If yes, please list:

Are there any concerns regarding the Client’s literacy/numeracy? [1 Yes [ No

If yes, please specify:

Is the Client currently available to contact? [1 Yes [ No

If no, please specify:

Usual GP / Practice Details
GP Practice: GP Name:

Is the Client aware of this referral, and have they received information about the service they are
interested in? [1 Yes [J No

Referral Details

Is the Client engaged with any other services? [] Yes [ No
If yes, please provide details:

Reason for Referral: Current issues with substances, current difficulties and/or limitations. Please provide as
much information as possible




@;&EACH

~ Rural Health

Current Drug and Alcohol Use: (compulsory for AOD service requests)

Drug/s used Route

(please list all relevant) brEee el s (e.g. IV, smoking)

Date last used

Relevant History

Use the space below to provide any relevant history, e.g. previous rehab, services engaged with, past successful
treatment, etc.

Social, Health & Welfare Considerations:
Please tick those relevant

] Current diagnosed Mental Health condition — please specify:

[ Court Mandated AOD Treatment

[ Risk/History of Self-Harm

[ Hospitalisation/Overdose related to Substance use
[ Risk/History of Violence or Aggression

U] Forensic History

(] Disability (e.g. Acquired Brain Injury) — please specify:

[ Other risk/medical issue — please specify:

Please provide further detail for any boxes ticked:

What Service/s is the Client Seeking? *Assessment for services will be made upon triage*

AOD Program
(history of addiction or current use present to access services)

1 MATRIX Program
1 1:1 AOD Counselling
1 1:1 AOD Mental Health Counselling
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Referrer Details
Referrer Name: Organisation:
Contact Number: Email Address:

Relationship to Client and for how long:

Signature: Date: / /

Please fax referral to iREACH Rural Health on 08 8531 1427 or email reception@ireach.org.au

In order to provide our clients with the most appropriate and effective service, please ensure that referral
information is complete and provide as much detail as possible.

We are unable to contact the client, without a complete referral. Incomplete referrals may result in
a delay in providing a service.
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