	[image: image1.png]Nelson Bays Primary Health

Hauora Matua ki Te Tai Aorere



  
	



	YOUTH ALCOHOL & OTHER DRUG (AOD)
Brief Intervention Service Referral


DATE: 
	Surname:
	NHI: 
	DOB:
	Age:

	Given Names:
	Gender:  ( Male    ( Female

	Address:
	


Complete the following sections

	Phone:
	Cell:
	Ethnicity:

	Occupation/Benefit:


	General Practitioner:
	Next of Kin/Guardian:


	Why does this young person need to be seen at this service? 

	( Drug Counselling
	( Alcohol Counselling
	( Vaping Counselling
	( Youth Service

	


	Have this person had contact with any Alcohol and Other Drug Services or Mental Health Services ( Y ( N

	If yes, who? ie  ( MCT   ( EIS   ( KSC   ( MHAU   ( CAMHS   ( Other (specify)

	


	What substance/s to be discussed? 
	


	Referrer details:
	

	


	Does the young person  have any court appearances coming up?  (Y ( N

	If yes, Date and Details of Charges:



	Any other Information: (sexual health, mental health, family history or other risk taking concerns)



	Issue Number
	1
	Authorised by
	Service Manager
	File name 
	MH05 A A  D REFERRAL FORM

	Date Approved 
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