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Referral Form

Referral Source Information:

	REFERRAL DATE:

(YY/MM/DD)  

                                   
	REFERRAL MADE BY:

     
	RELATIONSHIP:

     
	PHONE:

     

	EMAIL:       
	FAX:


Youth Personal Information:

	NAME:

     
	GENDER:

 FORMCHECKBOX 
 M   FORMCHECKBOX 
 F
	BIRTHDATE:

Y          M              D       
	PHONE:

     

	ADDRESS:

     
	CITY:

     
	POSTAL CODE:

     
	CELL:

     

	Youth’s School:

     
	Youth’s Email Address:

     

	MSP Number:

     
	Current Medications /Prescribed for:

     


Contact Information:

	Due to Confidentiality, can client be contacted at the above number   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	Other #      

	LEGAL GUARDIAN:

     
	RELATIONSHIP:

     
	PHONE (H):

     
	PHONE (W):

     
	CELL:

     

	EMERGENCY CONTACT:

     
	RELATIONSHIP:

     
	PHONE (H):

     
	PHONE (W):

     
	CELL:

     


Reason For Referral:

	 FORMCHECKBOX 
 Self-Motivated       FORMCHECKBOX 
 School  Request      FORMCHECKBOX 
 Parent Request       FORMCHECKBOX 
 Re-referral       FORMCHECKBOX 
 Service Provider Request

	SUBSTANCE USE CONCERN:   FORMCHECKBOX 
 Alcohol    FORMCHECKBOX 
 Marijuana    FORMCHECKBOX 
MDMA    FORMCHECKBOX 
 Cocaine    FORMCHECKBOX 
 Amphetamines    FORMCHECKBOX 
 Heroin    FORMCHECKBOX 
 Other:

	LEGAL CONCERNS:  FORMCHECKBOX 
  Current charges    FORMCHECKBOX 
  Pending charges

	Comments:      

	     

	     


SCREENING (to be filled in by ASTRA Counsellor):

	INITIAL CONTACT BY:      
	INTAKE INTERVIEW DATE:

Y               M                 D       

	URGENCY FOR SERVICE:   FORMCHECKBOX 
 Not Urgent      FORMCHECKBOX 
 Urgent  

	Comments:       

	Consulted with referral source on:                                                

 Y           M            D           
	 FORMCHECKBOX 
 No (If no why?)       

	SERVICES ACCEPTED:    FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No – Why?         
           

	REFERRED OUT TO:  

 FORMCHECKBOX 
 No  (declined services)   
	Y        M         D               
	Organization:

     
	Contact Name:

     
	Phone:

     

	Staff Signature
	Date:


PLEASE PHONE THE ASTRA COUNSELLOR TO ADVISE WHEN FAXING A REFERRAL.

Education, Housing, Employment, Counselling, Lifeskills and Addiction Services for Children, Youth, Adults and Families





ASTRA Program


Website:  � HYPERLINK "http://www.pcrs.ca" ��www.pcrs.ca� 
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