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	SWIM’s Referral Form



	Date of Referral:
	Date Referral Received:



	CLIENT DETAILS

	
Name:                                                                                DOB:                                            Age: 

Address:




Telephone:                                                                       E-mail:  


Any special instructions around contacting? IE: do not leave a message, etc. 




Ethnicity:	           Male/Female/Other:                                                       



Country of origin:                                                                  Preferred Language spoken: 




	Does the client feel they have a disability?    Yes          No  
Please provide details and any special requirements.




Any special dietary requirements?     Yes          No  
Please provide details:





Any allergies?   Yes          No  
Please provide details:





Does the client have any children?    Yes  No     Do the children live with the client?    Yes  No 
Please provide details:




Is the client pregnant?     Yes          No  
Please provide details:






	NEXT OF KIN / EMERGENCY CONTACT DETAILS

	
Name:                                                                         Relationship:                                            

Address:




Tel. No:                                                                                Mobile:  


	REFERRAL AGENCY DETAILS

	
Referrers Name:                                                            Organisation:  

Address: 





Telephone:                                                                                 


Email:  


	GP DETAILS

	
GP Name:                                                                        

Address: 






Telephone:                                                                                 Fax: 



	All current prescribed/non-prescribed or holistic medication please continue on a separate sheet if necessary

	Name of medication
	Condition
	Dose & frequency

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



	PREVIOUS SUBSTANCE MISUSE/MEDICATIONS

	Please list all drugs/alcohol used problematically
(Please indicate whether this is the primary, secondary or  tertiary drug of choice)

	Substance
	Amount used per day
	Route
	Age of 1st Use
	How long used regularly?
	Frequency of use in days
	Prescribed?
Yes/No/Both

	
	
	
	
	
	Wk 1
	Wk 2
	Wk 3
	Wk 4
	

	

	
	
	
	
	
	
	
	
	

	

	
	
	
	
	
	
	
	
	

	

	
	
	
	
	
	
	
	
	

	

	
	
	
	
	
	
	
	
	

	

	
	
	
	
	
	
	
	
	

	

	
	
	
	
	
	
	
	
	

	

	
	
	
	
	
	
	
	
	

	Past history of drug/alcohol use 
(Please list drug/alcohol treatment history, events, patterns, health matters, injecting status, etc.)

	

















	Inpatient/Residential Treatment History - include any previous detox/rehab admissions with the most recent first

	Date
	Details
	
Completed/Not completed

	

	

	

	
	
	



	CURRENT HEALTH DESCRIPTION

	Identified Physical Health Concerns
Include all current medical issues (please attach recent blood test results / medical reports)










Liver Function - Jaundice?  Yes   No       Ascites?  Yes   No       Oedema?  Yes    No  

History of DT’s, fits & seizures?  Yes          No  
Please provide details:

Injecting status:  Currently    Historically   Never 

	Blood Borne Virus Status

	BBV

	Positive
	Negative
	Not Tested
	Date of last test

	Hepatitis B

	
	
	
	

	Hepatitis C

	
	
	
	

	HIV

	
	
	
	


                                         

	Mental Health  *Please provide brief summary of mental health description*    











Is the client receiving care from mental health services for reasons other than substance misuse?
Yes      No        

In contact with local CMHT?
Yes      No                                                                                 


	ADDITIONAL SUPPORT

	Is the client linked in with any of the following social services teams regarding their wellbeing?

	 Physical Disabilities     
	 Older People   
	 Other      



	LEGAL INFORMATION

	Is the client currently on probation, DRR, court order, license, subject to care proceedings, etc.?
Yes      No          (If yes, please provide details including worker names, contact details, etc)












	RISKS *Please continue on front page for more space*

	Any suicide attempts? Yes      No    (if yes, please provide details)


History of domestic violence? Yes      No    (if yes, please provide details)



History of arson? Yes      No    (if yes, please provide details)



History of violence? Yes      No    (if yes, please provide details)



History of sexual offending? Yes      No    (if yes, please provide details)



Any safe guarding issues at present? Yes      No    (if yes, please provide details)



History of self-harm? Yes      No    (if yes, please provide details)


	EXTRA INFORMATION IN SUPPORT OF ADMISSION/RISKS

	

































	REFERRAL SUMMARY

	Reason for referral, summary and goals 














	CLIENT CONSENT

	I give consent to Miracles Asia to share information about my treatment with the following and for those agencies/people to share information with Miracles Asia 

IE:  GP, other agencies, partner, family members, friends, etc.
(Please list)


	Name
	Contact Details / Relationship to client

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	
CLIENT


1. Name 


1. Signature


1. Date




	
COMPLETED BY


1. Name 


1. Signature


1. Date
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