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Referral Form
PHONE: (715) 358-6224 or (877) 801-3485
FAX: 715-358-9539
P.O. BOX 967
MINOCQUA, WI  54548
	PARTICIPANT # _____________

NAME:______________________________________DATE:______________________DOB:___________________

AGE:______________SS#____________________________ETHNICITY:____________________________________

ADDRESS:______________________________________________   CITY:________________________ STATE:____

ZIP:________COUNTY:________________________PARTICIPANT PHONE #:________________________________

ALTERNATE CONTACT:_______________________PHONE:__________________OK TO LEAVE MESSAGE ___Y___N

REFERENT NAME:_______________________________REFERENT PHONE#:________________________________

RELEASE OF INFO SIGNED:  ___Y ___N               PREGNANT: ___Y ___N                      DUE DATE: __________________   

NUMBER OF MINOR CHILDREN: _______   ARE CHILDREN LIVING WITH YOU: _______________________________

CURRENTLY IN RESIDENTIAL TREATMENT: ___  Y ___N   ADMISSION DATE: _________________________________

OBJECTIVES FOR CARE COORDINATION: _______________________________________________________________________

________________________________________________________________________________________________________

PRIMARY DRUG OF CHOICE:______________________________ FREQUENCY OF USE:__________________________________

ADDITIONAL INFORMATION: ________________________________________________________________________________________________________

________________________________________________________________________________________________________

OTHER SERVICES INVOLVED: ________________________________________________________________________________________________________

ON PROBATION  ____Y   ____N	       MENTAL HEALTH ISSUES  ____Y  ____N               IV DRUG USE _____Y  _____N

EDUCATION LEVEL: __________________________________ NUMBER OF ARRESTS IN LAST 30 DAYS:_____________________

LIVING ARRANGEMENT: _________________________________  EMPLOYMENT STATUS: ______________________________

SUPPORT GROUP ATTENDANCE IN LAST 30 DAYS: _______________________________________________________________

********************************************************************************************************
CARE COORDINATOR ASSIGNED: _________________________________       DATE ASSIGNED: ________________

CURRENT AODA COUNSELOR (if applicable): _________________________________________________________

[bookmark: _GoBack]UPDATED 2/18
· 18 years old
· Resident of Forest, Iron, Oneida, Price or Vilas Counties
· Priority is given to pregnant women
· DSM-5 diagnosis of opioid and/or methamphetamine use disorder
· Voluntarily willing to be part of the program
· Willing to participate on their team
· Willing to be actively involved in treatment
Criteria for Admission
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