ATR IV Referral Form
Date of Referral: _______________________________    
Client Name: _______________________________________                    DOB: _________

Address:        _______________________________________                   (Must be 18 or over)

                       _______________________________________
Home Phone No: ______________________   Cell Phone:  _______________________
Next of Kin: _________________________   Phone No: _________________________

Referral Source: 

Please specify: ______________________________________________________________________________
1. Has Substance Use Disorder:   Yes ______     No ______

DSM-IV Diagnoses:  Primary:    ________________________________________________________________

                                 Secondary:  ________________________________________________________________

Name of current AoD assessment/treatment provider (if applicable):  ____________________________________

Address/Phone Number:   _______________________________________________________________________

____________________________________________________________________________________________
Dates of current treatment episode: _______________________________________________________________

Client is within 200% of federal poverty level?   Yes_____
No _____

2. Has Criminal Justice Involvement:  Yes ____    CJ Provider: _______________________________________

Name of Probation/Parole Officer/Case manager: ____________________________________________________

     Phone Number(s): __________________________________________________________________________

     Include Cell Phone if Known _________________________________________________________________
3.  Recovery Support Service(s Identified on Discharge/or Recovery Plan:  
Transportation: _______       Co-Pays _______       Dental: _______      Vision:_______     ID:_________  
Sober Living Activities: _______

Peer Recovery Coaching:  _______

Spiritual and Faith Based Support: _______      
Employment Services and Job Training: _______     


Recovery Housing: _______
Life Skills: _______

Assessment:  _______

OTHER: ____________________________________________________________________________________
Note:  Include copy of treatment/discharge plan/Recovery plan, documenting need for service. 

Name of Person Conducting Screening: ____________________________________________________________

Organization: _________________________________________________________________________________
Phone Number: _______________________________________________________________________________
Please fax this sheet to one of the following Care Coordination/intake sites:

