Inter-Agency Meeting (IAM) 

Date: …………….  Client Name:  
  DOB: ……………  NHI: ………..

Client address: 
  Client Ph. No: ………..…………

Referrer’s Name:  

Referrer’s Ph No: …..……………………  Referrer’s Email: 

Referral Agency: 

Current Use / Last Use:
	Substance
	Amount
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	


Detox recommendation:
Detox required     YES   /   NO
Seizure history:

YES   /   NO
Previous detox history:  


Kennedy medical bed:
YES   /   NO

Thorpe House:
MEDICAL   /   SOCIAL   /   RESPITE BED

Current scripted medications AND dosage:  (check details in assessment)

	Medication
	Dosage
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	


Physical health concerns (details): 

Mental health services involved (details):  


Risk assessment:  Self harm/suicide, History of violence, Arson, Child protection issues, Sexual offending, Client vulnerability:

Previous treatment:  

Current legal status:  
  Court pending:  ….…….  Date: ……………..

Referrer recommendation for programme type:  eg residential  /  day programme  /  O/P counselling
Name of programme: 


Other comments/discussion points if required: 
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