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Strength Program 						   Internal Use only
151 Greenwood Drive						   Date:
Summerside, PE					                Received:
C1N 5Y7 						             
									
STRENGTH PROGRAM REFERRAL FORM

Date of Referral: ____/____/____ (dd/mm/yyyy)

Please note: THE STRENGTH PROGRAM DOES NOT OFFER EMERGENCY OR CRISIS RESIDENTIAL SERVICE. Please print clearly and ensure contact information is correct. (Typewritten forms are preferred.)
	REFERRAL SOURCE INFORMATION

	
Name:                                                                    Telephone: _________________________________ 

Please indicate if you are meeting this client for the first time or if you have worked together in the past: ________________________________________________________________________________________________________________________________________


	CLIENT INFORMATION 

	                                    
Name:                                                                Date of Birth: _____________________  Age: ______                                     

Address:                                                              PHN#: ___________________ Expiry: ____________                                                                       

Primary Phone Number:                             Alternate Phone Number: _____________ Can a message be left at both of these numbers? _________________________

Current living situation: ________________________________________________________________

What sex was your client assigned at birth?  Male/Female____________________________________

Which best describes your client’s current gender identity?  Male/Female/non-binary/gender fluid/ other (e.g.: two-sprit) _________________________________________________________________________________

If the client indicated a current gender identity that differs from the one assigned at birth, please indicate the gender they currently live in their day to day life?  (Male/Female/non-binary/gender fluid/ other (e.g.: two-sprit) and what pronouns would they like to be used?
_________________________________________________________________________________

Is the client currently pregnant or do they have any children? ❑ Yes  ❑ No
If so, who has custody of the children? __________________________________________________

Does the client know anyone currently admitted to Strength? What is their relationship to this person?
______________________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________



	GUARDIAN INFORMATION (Please complete if client is under 18)

	
Guardian Name/s:                                                                   Relationship to client: ________________                              

Address: (if different from client’s) ______________________________________________________

Home Telephone: _______________________      Work/Cell: _______________________________
                                                                   
Custody Status: ❑ Joint custody ❑ Sole custody (Guardian name) __________________________                                                                         
                           ❑ Other (Child and Family, relative): ______________________________________                                                          
               ❑ Client lives independently  

Is there Child Welfare Involvement?  ❑ none   ❑ past  ❑ current
Are there barriers to communication between the client and guardians? ❑ Yes  ❑ No
Please specify: _________________________________________________________

____________________________________________________________________
                                          

	MOTIVATION

	
Does the client feel they have a problem with alcohol/drugs/gambling?  ❑ Yes  ❑ No

What is the client’s drug of choice? ______________________________________________________        

Please rate the client’s level of motivation:
 ❑ Contemplation      ❑ Preparation     ❑ Action     ❑ Maintenance     ❑ Relapse 

If you have worked with this client in the past, please outline why you feel the client requires more intensive treatment. Highlight the changes your client has been attempting during individual counseling which have not been effective and which areas are working well: 
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
If you have not worked with this client in the past why do you feel they need the intensive treatment verses an outpatient program?
____________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________________________
                      

	LEGAL HISTORY

	
Does the client have any past legal charges?  ❑ Yes ❑ No

If yes, please provide details. Describe patterns of substance abuse and criminal activity: 
_______________________________________________________________________________________________________________________________________
                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                      

Youth Justice Worker/Probation officer: _______________________    Phone:  __________________                                            

List any pending court dates or outstanding charges:  ______________________________________                                                                                                                                                                                                                                                                                                                                                                                                                                               

Does the client have a no-contact/association order with anyone?  ❑ Yes ❑ No
If yes, list the names: _________________________________________________________________________________



	MENTAL HEALTH

	
Is the client currently experiencing psychosis? 
____________________________________________________________________

Has the client made recent suicide attempts? 
____________________________________________________________________

Please note any additional information that might be useful for assessment: 
____________________________________________________________________________________________________________________________________________________________________________________________________________




	
MANAGING A GROUP SETTING:
Please review the following with the client and discuss how they plan to manage these behaviours/ symptoms in a group setting.

	Does the client have a history of the following behaviours/symptoms?
	How does the client plan to manage in a group setting?

	
❑ Physically aggressive
❑ Quick tempered
❑ Argumentative
❑ Verbally aggressive
❑ Difficulty with managing group situations
❑ Restless/ unable to focus
❑ Difficulty during unstructured times
❑ Panic attacks	
❑ Refusal to attend programming
❑ Withdrawn/ isolation
❑ Racing thoughts
❑ Rigid thinking
❑ Restricting, binging, purging
❑ Self harm
❑ Other ____________________

	






	COMPLETING THE REFERRAL
To finish the referral, please carry out the following: 

	
1. Provide the client with a copy of the Strength Handbook and review:
a) The daily schedule (p. 5) 
b) The handbook highlights (p. 12) 

2. Have the client complete the pre-assessment questionnaire and the treatment entry questionnaire. 

3. Fax completed referral (referral and pre-assessment questionnaire) to 902-432-2619. Do not email. 

4. Upon receipt of the referral: 
a) A confirmation email will be sent to the referral source.
[bookmark: _GoBack]b) The client will be contacted by Strength staff to set up a time for assessment

                                                          Thank you!
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