Internet Outage Contingency Plan 
Referral Form


Reason for Referral*
Choose an item.    

*Request for Access Screening include medically necessary services such as Detox/Residential and Medication Assisted Services (MAT)

Individual's Demographic Information
Please enter all information pertaining to the individual below.

Individual's Name*
                                                  Click or tap here to enter text.                                               

Offender Number*
                                                  Click or tap here to enter text.                                               

Address*
                                                  Click or tap here to enter text.                                               

City*
                                                  Click or tap here to enter text.                                               

State*
                                                  Click or tap here to enter text.                                               

Zip Code*
                                                  Click or tap here to enter text.                                               

Phone#*
                                                  Click or tap here to enter text.                                               

Social Security Number (full)*
                                                  Click or tap here to enter text.                                               

Date of Birth*
Click or tap to enter a date.

Does the individual have a legal guardian? *
Choose an item.

Individual's Current Location*
                  Choose an item.            

If other, please list location below
                                                  Click or tap here to enter text.                                             


If an individual is located in Prison, Jail, or other
Please include contact information for that particular entity below:
Contact person's Name and Phone #
                                                  Click or tap here to enter text.                                             
Email Address
                                                  Click or tap here to enter text.                                             
Tentative Discharge/Release Date
Click or tap to enter a date.
What substance is the individual currently using?

Primary*
                  Choose an item.                  
Other primary
                                                  Click or tap here to enter text.                                             
Primary route of administration*
            Choose an item.            
Frequency (Primary)*
                Choose an item.                
Last date of use (primary)
Click or tap to enter a date.
If date is unknown, check below.
☐
Secondary*
                  Choose an item.                  
Other secondary
                                                  Click or tap here to enter text.                                             
Secondary route of administration*
            Choose an item.            
Frequency (secondary)*
                Choose an item.                
Last date of use (secondary)
Click or tap to enter a date.
If secondary date of use is unknown check below. 
☐
 


Have you had a recent drug screen? *
Choose an item.

If yes, please list the dates and results below.
Date: Click or tap to enter a date.
Result Choose an item.
Drug screen detected positive result
                  Choose an item.                  



Other Information: The individual is unable to control their controlled substance use as evidence by:

Individual has expressed a desire for treatment.
Choose an item.
Outpatient Provider has completed an assessment and recommends residential treatment.
Choose an item.
Two or more positive drug or alcohol tests within last six months.
Choose an item.
Family member has contacted agent to express concern regarding individual's substance use.
Choose an item.
Unsuccessful termination from a substance abuse treatment program within the last six months.
Choose an item.
Date: Click or tap to enter a date.
Recent arrest by criminal justice agency for use/possession of alcohol or controlled substance
Choose an item.


Other                                                       Click or tap here to enter text.                                             
If other explain                                                       Click or tap here to enter text.                                             

Previous Treatment*
Choose an item.
Number of times
                                                  Click or tap here to enter text.                                             
Dates (M/Y)
                                                  Click or tap here to enter text.                                             


For individuals currently in prison or with a recent release from prison:
Did the individual participate in Residential Substance Abuse Treatment For State Prisoners (RSAT) Program?
Choose an item.


Individual has history conviction for:
Arson*
  Choose an item.
Sex Offense*
Choose an item.
OUIL 3rd*
Choose an item.






Current medical condition:
Cardiac*
Choose an item.
Back*
Choose an item.
Diabetes*
Choose an item.
High Blood Pressure*
Choose an item.
Pregnancy*
 Choose an item.
Seizure History*
Choose an item.
If other, Explain
                                                  Click or tap here to enter text.                                             
Current or previous psychiatric problems*
Choose an item.
If yes, explain
                                                  Click or tap here to enter text.                                             
On Medication
Choose an item.
If yes, list
                                                  Click or tap here to enter text.                                             

Availability
Immediately available*
Choose an item.
Date available
Click or tap to enter a date.
30 Day Supply of Meds available
Choose an item.

Agent Contact Information
Referred by Name*
                                                  Click or tap here to enter text.                                             
Name of Agency*
Choose an item.
If other, please list entity below
                                                  Click or tap here to enter text.                                             
Phone #*
                                                  Click or tap here to enter text.                                             
Agent's Email Address
                                                  Click or tap here to enter text.                                             

Agent Supervisor Information
Agent's Supervisor
                                                  Click or tap here to enter text.                                             
Supervisor Phone #
                                                  Click or tap here to enter text.                                             
Supervisor Email
                                                  Click or tap here to enter text.                                             








Additional Comments*
Please provide any additional information not covered above.
                                               

   Click or tap here to enter text.        
                                     

Please include the Consent to Share Behavioral Health Information (Release of Information) with your Fax!

