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Family Transitional Living program

Referral Form
**Please send separate referral for each adult in household**
This is a substance free environment, which includes an agreement to be alcohol and marijuana free and participate in drug testing.

	Today’s Date:

	Client name:

	Clients Date of Birth 

	SSN 

	Name of referring agency: 
Contact person: ____________________  Phone (     )




Email of Contact Person: 

	Is client currently homeless?  □Yes    or     □ No
	How long have they been homeless? days

	Is client currently residing at a homeless shelter?    □ Yes    or     □ No

If yes what is the name of the shelter? 
What is client’s form of income at this time? 
NOTE:  1 adult member of the household must have had an AOD issue:
Has Client ever used Drugs/Alcohol?   □ Yes    or     □ No

MUST INCLUDE (Please provide verification of AOD treatment within last 12 months):

If yes, drug of choice and duration of use:  _________________________________
Sobriety Date: ________________________________

Has client ever participated in an alcohol/drug treatment program?    □Yes    or     □ No

Where completed:       ______      ______      ______     Date(s) attended:  ____________________                                  

AND/OR:

Is client currently engaged in AOD Services?  □ Yes    or    □ No
Where: ____________________    Since when: ____________________ 

Treatment Counselor: 





Phone: 





Does client have an active CPS case?    □Yes    or     □ No

If yes, briefly describe: (must be completed)  









Does client have a STARS case?  □Yes    or     □ No 

If yes, briefly describe: (must be completed)  









Current STARS worker:  




  Phone:  





Health:

Medical Issues?  □ Yes    or     □ No
If yes, details:  













Is client currently taking any medications?  □ Yes    □ No

Prescribing Physician:  




     Phone: 




If yes, what is the medication: _______________________________________________________

Is client participating in Medication Assisted Treatment (MAT) services? □ Yes    □ No
Medication:  




    Dosage:  





Does client have ‘take home’ medication privileges?  □ Yes    □ No
If yes, please provide more information, i.e., pick up dates:  







Agency: 




   Phone:  






Counselor:  




   Phone:  





List any physical limitations:  











Mental Health

Mental Health Diagnosis?  □ Yes    or     □ No 
If yes, any barriers in need of support?  









Is client currently taking any psychotropic medications?   □ Yes    or     □ No

If yes, what is the medication: _______________________________________________________

Mental Health Provider:  










Prescribing Psychiatrist:  




  Phone:  





Legal Issues:   □ Yes    or     □ No                   

If yes, details_______________________________________________________



_______________________________________________________________________________

Current Probation/Parole Officer?   □ Yes    or     □ No

Probation/Parole Officer Name:  



  Phone:  







	Family Information

	Name
	Birthdate
	Gender

	1.
	
	

	2.
	
	

	3.
	
	

	4.
	
	

	List any specific needs of children:
Spouse or Significant other must provide a separate referral form:

Spouse/Significant Other Name:  






Family’s Current Address:

Family’s Current Message Phone Number:  
Is client currently on Calworks?______ Yes______No (Must provide income verification, including all individuals on grant with referral form)
How much Time left on Calworks? (Must provide copy of CalWorks timeclock with referral form) 
Is either one of the Parent(s) timed out? □Yes          □No: 

	Referral Recommendation:

Motivation to Participate in Services (check one):

□ Highly Motivated   □ Motivated, But Needs Lots of Support   □ Average in Motivation   

□ Not Motivated at This Time

Referral Recommendation (check one) :

□ Highly Recommend □ Recommend Services, Not an Emergency

□ Recommend, With Some Reservation.

Comments regarding recommendation, including emergency circumstances & reservations:________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Documents needed:

ID/Social/TB Results for adult participants must be provided prior to or upon move in (or provide proof that documentation is in process). Also, please include either ASAM and CalWorks verification documents with completed referral form.
Birth Certificates/Socials/Immunization records for all children must be provided prior to or upon move in (or provide proof that documentation is in process). TB Results are required for children 4 yrs. and older. If client needs assistance obtaining documents, please let Case Manager know at screening.
Release of Information: I hereby authorize the release of information required to determine eligibility for the Volunteers of America Family Transitional Living Program to DHA, DHS, STARS, AND to all other agencies listed in this document.  I understand that I have the right stop this authorization at any time but that failure to cooperate may affect my eligibility.

Please return referral form with ASAM, TB, and CalWorks verification.

Signature of Applicant:_____________________________________   Date:___________________
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