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Youth Service Day and Residential  Referral Form


Fendalton 
PO Box 34 009 
Christchurch 5 
Ph: 03 3571881 Fax: 03 3582907
E-mail: [image: image3.png]


youth@odysseychch.org.nz

DATE:   /    / 

NAME: _______________________________________ 
D.O.B.:   /    / 

NHI number: _____________________________

Ethnicity: __________________
Phone Number:__________________________________
ADDRESS: __________________________________________________________________ 

Current living situation: Flatting / Boarding/ With Family/ With Caregiver 
Other: ______________________________________________________________________
Current Situation: _____________________________________________________________ ____________________________________________________________________________ 

____________________________________________________________________________ ____________________________________________________________________________

Family/ Caregiver Contacts: 
Name: ______________________________________________________________________ 
Address:_______________________________________ Phone ________________________ 
Relationship:__________________________________________________________________

Name school last attended:  _______________________________________________________
Date left:_____________________________________________

Education – reading and writing difficulties: _____________________________________________________________________________ 
_____________________________________________________________________________
Alcohol and other Drug Overview:____________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________
____________________________________________________________________________ 

Medical issues and Medications: ___________________________________________________________________________
___________________________________________________________________________
Methadone 


Yes


No

Dose: __________


Psychiatric issues: _____________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

Risk assessment: ______________________________________________________________ 
____________________________________________________________________________

Legal status: Bail / Supervision:  other:_______________________________________________________________________
Probation Officer: ____________________________________________________________________________ 
CYPFS Involvement: Yes / No           Social Worker: ________________________________________

Legal Status: _________________________________________________________________ 
Please circle any of the following: Has the client been convicted of or charged with Arson, Sexual offending or Homicide? 

Details: _____________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
Court Fines: __________________________________________________________________

Child Support:________________________________________________________________ 

Previous AOD Treatment: ____________________________________________________________________________ 
____________________________________________________________________________
____________________________________________________________________________

General Comments/Other Issues or concerns of note: ____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________


Referral Agency: 
_____________________________________________________ 


Name: 


_____________________________________________________

Signature:

_____________________________________________________
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