KICKSTART REFERRAL FORM

High Court Chambers
24-26 High Court

S1 2EP

  Contact Name:  Janet Bower     Telephone: 0114 2780899     Fax: 0114 2754533 

Client Details

Name:
 



D.O.B.   


Age
Address:  







Telephone:
Country of birth:



Ethnicity 
Accommodation:   Temporary   Supported   Council   Rented   Owned   Hostel   Traveller
Please state status: 
Brief History of Substance Misuses

Primary problematic drug:

  Route used:    

Age first used:  
Frequency of use: 


Secondary substance:        

Third substance:   
  
Alcohol use 

Prescribed medication: 
Injecting status: Current  Previous  Never  Injected in past 4 weeks: Y/ N  Age first injected

Ever shared equipment:  Y/ N  
 Age first shared:        Shared in last 4 weeks:     Y / N



Hepatitis C status:    P / N

Date last tested:


Results:

Vaccinated:    1  2  3 


Completed:  Y / N  
Previously Hep B infected: Y / N

Number of children:
   who do they live with:          Do they ever stay over night with client:
Is client receiving care from a mental health service for other than drug use:

Please state:

When was this diagnosed and by Whom: 

Employment status:

Employed:

Unemployed:

   Student


GP Name:
Address:
Referral Details:



Organisation: 

 

Name:





Address

Telephone Number:


Additional information: 
Risks:
Signed:






Date: 
Has the client been TOP’ed






KCP Ltd JBB 2009
If yes what date:
