	24/7 Young Peoples Drug & Alcohol Service (Hampshire)

REFERRAL FORM
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Please fill out as many fields as you can. If you have any problems with this form please contact the Hampshire 24/7 Service on 0845 459 9405

	Young Persons Details

	
	Family Details

	 Name:
	
	
	Name of person with parental responsibility:

	Date of Birth:
	
	Age: 
	
	J

	Gender:
	Female            Male                                  
	
	

	Address:
	
	
	Address:
	

	
	Postcode
	
	
	Postcode:

	Contact Number: 

	
	Contact Number:

	Has the young person given consent for this referral?
	YES/NO
	
	Are the parents / person with parental responsibility aware of the referral?
	YES / NO

	Unique Pupil Number:
	
	
	


	School/ College Details

	School/ College
	

	Address:
	
	Year:
	

	
	
	Contact Name:
	

	
	
	Contact Number:
	

	Contact e-mail address: 
	

	Any other details: 


	Health issues
	Risk Issues

	Please summarise any physical / mental health problems and  include any prescribed medication they are taking

	Does the young person have a history of violence to self or others / carry a weapon (This will not exclude the young person from receiving a service)




	Drug Details (if known) (please circle if multiple in line)

	Alcohol
	
	LSD / Magic Mushrooms (please delete)
	

	Cannabis (weed)
	
	Steroids
	

	Solvents (Aerosols, paint, glue etc.)
	
	Ketamine/ GHB
	

	Ecstasy (MDMA)
	
	Tranquillisers/ Benzos (Valium)
	

	Cocaine Powder
	
	Heroin
	

	Crack Cocaine
	
	Prescription Drugs (not prescribed to them)
	

	Amphetamines (Speed)
	
	Other (please write which)
	

	Mephedrone (Mkat, Drone)
	
	NPS(Legal highs)
	


	Do you know how often and how much they are taking? 

	

	What impact is their use having on their life?  (Family/friends/work/school)

	

	Are they working with any other agency?  Name/Agency 

	

	Are there any risks if we carry out a home visit?  i.e Are there dogs at the property, is there anyone at the house who might be a risk to staff? (have a history of violence)  Is it safe to do lone visits?

	

	Additional Comments

	

	Has the referral been discussed with the young person? (if they are not aware, we will be unable to accept the referral)
	Yes
	No


	Who would you prefer us to contact about the appointment?
	Agency
	Parent
	Young Person


	Referrers Name:
	

	Contact Number: (if not same as above)
	

	Date:
	

	Your Agency Name:
	

	Your e-mail Address:
	

	Worker completing form:
	Julie


	1st appt offered
	2nd appt offered
	3rd appt offered
	Agreed assessment date

	
	
	
	

	Assessment booked by:
	

	Date assessment appointments offered:
	



North Team: The Square, Basing View, Basingstoke, RG21 4EB 
South Team: The Avalon, Fareham Health Centre, Civic Way, Fareham PO16 7ER
Please email this referral form to: 247hants@catch-22.org.uk 
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