Date Referral Received: _____________________   Case No. Allocated: ____________________
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Fife Intensive Rehabilitation & Substance Misuse Team
Referral/Pre-Assessment Form


	CLIENT DETAILS


	Date of Birth:   _________ / ____________  /  _____________

	Name:


	Contact Numbers: 
Home:  ___________________________


Mobile: ___________________________



	Address:
including Post Code



Does client have Housing Issues?     Yes (   No  (
	Marital Status: _____________________________________

Employment Status: ________________________________

Ethnic Origin: ______________________________________

Disabled Access Required:      Yes (   No  (

Is client or partner pregnant:     Yes (   No  (

	First Contact with Service (please circle choice):                Drop-in     /     Triage     /     Hospital Visit    /     Prison Visit


	REFERRAL RELATED TO:
	Alcohol  (        Drugs  (        Both   (


	
	
	

	Prescribed Drugs
	Daily Dosage
	Prescribed by

	
	
	

	
	
	

	
	
	

	Substance
	Causing Problems (Yes / No)
	Length of Episode
	Number of days used in last 30 days
	Amount used on average day in last 30 days
	Route

	Alcohol
	
	
	
	
	

	Heroin
	
	
	
	
	

	Methadone
	
	
	
	
	

	Benzodiazepine
	
	
	
	
	

	Cocaine
	
	
	
	
	

	Amphetamine
	
	
	
	
	

	Cannabis
	
	
	
	
	

	Ecstasy
	
	
	
	
	

	Other 

(please state)
	
	
	
	
	

	ADDITIONAL INFORMATION

	

	TREATMENT HISTORY (Please state type, dates, medications used, outcomes)

	

	ARE THERE ANY DOMESTIC ABUSE ISSUES?

	

	PHYSICAL / MENTAL HEALTH


	

	PHYSICAL / MENTAL HEALTH

	

	CONTACT WITH OTHER SERVICES

	Are you working with any other Service?  If so who and please provide names.




	RISK ASSESSMENT
	

	Are there any risk assessment issues relating to Referral?

                           Yes   (                 No   (
	Comments:


	Risk Factors


	Yes
	No
	Unknown
	In last 6 months

	Relevant Criminal Record
	(
	(
	(
	(

	History of physical violence to others
	(
	(
	(
	(

	History of verbal aggression to others
	(
	(
	(
	(

	Had thoughts of or made threats to others
	(
	(
	(
	(

	Sometimes carries a weapon
	(
	(
	(
	(

	Received recent threats and/or self harm
	(
	(
	(
	(


	FAMILY RELATIONSHIPS
	

	CHILDREN

	NAME
	D.O.B.
	GENDER

(M/F)
	WHERE LIVING
	CHILD PROTECTION REGISTER (YES/NO)
	IF SWS INVOLVED, NAME OF SOCIAL WORKER
	IF HEALTH VISITOR INVOLVED, NAME OF HEALTH VISITOR
	RISK NOTED BY STAFF

(YES/NO)
	ACTION

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	PARTNERS

	NAME
	SUBSTANCE USER (YES/NO)
	LENGTH OF RELATIONSHIP

	
	
	

	
	
	


	REFERRER DETAILS
	

	Name:


	
Job Title: 

	Address:
including Post Code


	Organisation: ______________________________________

Telephone Number:  _________________________________

Fax Number: ________________________________________

Mobile (optional): ____________________________________

	Signature (Referrer): _________________________________

Date: ______________________________________________


	Signature (Client): ___________________________________

Date: ______________________________________________




	FOR OFFICE USE ONLY:

	I have had confidentiality explained to me and I understand the reasons for this.  I consent to information from assessment being shared with other services for my benefit where appropriate.  I understand that in serious circumstances when there is a risk of harm to myself or others, that information obtained during this assessment might be shared about me without my consent.
Signed: ______________________________________________ (Service User)         Date: ____________________________

Signed: ______________________________________________ (Assessor)               Date: ____________________________
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