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Youth Service Day and Residential Referral Form


Program referring to: Residential Program / Day Program
Date: …………….  Client Name:  …………………………………. Ethnicity:…………………
DOB: ……………        NHI: ………………..   Phone number:…………………………………
Address:………………………………………………………………………………………………            

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

Referrer’s Email: ……………………………………. Referral Agency: ……………………….

Next of Kin and living situation:
Family/ Caregiver Contacts/ Next of Kin: 
Name: ______________________________________________________________________ 
Address:_______________________________________ Phone ________________________ 
Relationship:__________________________________________________________________
Current living situation: Flatting / Boarding/ With Family/ With Caregiver 
Other: ______________________________________________________________________

Exit Address: (required)_________________________________________________________
____________________________________________________________________________

Name of Carer and Emergency Exit Address if different from above: (in case of early discharge/self-discharge):

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Education: Name school last attended:  __________________________Date left: __________
Any educational reading/ writing difficulties: _________________________________________ 

Diagnosis: (medical, mental health and AOD): ______________________________________
Alcohol and other Drug: Overview (substance of choice, amount and frequency) ____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________
Previous AOD treatment: 
Other agencies involved in client’s care: 


Medical issues and Regular Medications: (include allergies) __________________________
____________________________________________________________________________

____________________________________________________________________________
Current Doctor/ Medical Centre: 

(Please note we require an original doctors prescribing chart before admission if accepted)
Mental Health: (services involved/ brief history) ______________________________________
____________________________________________________________________________
____________________________________________________________________________
(please note if mental health support is required please refer the client to CAF link)
Risk Assessment: (self-harm/ suicide, history of violence, client vulnerability)______________
____________________________________________________________________________

____________________________________________________________________________
____________________________________________________________________________
Care and protection/ Youth Justice:             
Oranga Tamariki involvement: Yes / No           Social Worker:

Legal Status: Bail / Supervision Order / Voluntary / Other: 
Probation Officer details:                                 Does the young person have a 333 report: 


Has the client been convicted of or charged with Arson, Sexual Offending or Homicide?

If yes, details:_________________________________________________________________ 
Funding Stream:    DHB:
FreshStart:      Other:____________________________________


General Comments/Other Issues or concerns of note: (other concerns not covered and client’s motivation to make change)________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________


Referral Agency: 
_____________________________________________________ 


Name: 


_____________________________________________________
                                      Signature:



  ______________________________________________________

 
Please note that we require a comprehensive AOD assessment no older than 6 months old to accompany this referral. This assessment will be discussed in the next clinical meeting to decide suitability of the young person to our program. 
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