[image: image1.png]



GOVERNMENT OF BERMUDA   

Ministry of Legal Affairs
	


Department of Court Services

Bermuda Assessment and Referral Centre

REFERRAL FOR SUBSTANCE ABUSE ASSESSMENT
Date: ______________________________
  
Date Needed:__________________
Client Name:
_______________________

AKA: ________________________

Gender: ______________



D.O.B________________________
Address: ________________________________________________________________
Telephone: (H) ________________
(W) _______________
(Other)____________
Referral Source: ___________________________ Contact Person: _________________
Client History
1. Background information regarding client and family:

2. Is client presently taking medications:
Y _____
N _____
DK _____

If yes, specify medication(s): ____________________________________________

Dosage: _____________________________________________________________

Medical/Psychiatric Condition: ___________________________________________
3. Description of client’s behavior, mood and cognitions (check all that apply): 

__Guarded       __Withdrawn      __Noncompliant      __Hostile      __Provocative      __Pleasant      __Hyperactive      __Suspicious      __Cooperative    __Manipulative        

__ Intoxicated      __Angry      __Anxious      __Irritable      __Fearful      __Delusional      __Paranoid      __Hallucinations      __Grandiose

4. Purpose of referral and questions to be addressed:

5. What information was shared with client about this referral:

_______________________________________________________________________________________________________________________________________________________________________________________________________________
6. Client’s attitude,  expectation of this referral and motivation:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

7. List other agencies/services involved:

__________________________________________________________________________________________________________________________________________
Assessment Team use only:

Received by: ___________________________

Date: __________________

Client Status: (circle one) 
NEW


REPEAT

Assigned To: _________________


Contact Date:  ___________


Appointment Date: __________________

Time: _______________


Arrived: 

  YES




NO

Rescheduled Date: ___________________

Time: _______________  

Dame Lois Browne-Evans Court Building, 58 Court Street, Hamilton, Bermuda HM12
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