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Aboriginal Alcohol & Drug Service (INC)

211 Royal Street, East Perth 6004

Tel: 08 9221 1411 Fax: 08 9221 1585

Contact Person: ____________________ Agency: ________________ Date: ____________

Client Details

Name: _______________________________________________________________

Date of Birth: __________ Age:  _______ Gender: F M Ethnicity_________________ 

Address: _____________________________________________________________

_________________________ Phone: __________________

Drug(s) of Concern: _____________________________________________

Other drugs used if relevant: ________________________________________

________________________________________________________________

Other issues relevant:

________________________________________________________________

 _______________________________________________________________

Parent/Caregiver Contact Details: 

Name: ______________________________ Relationship ________________

Address: ____________________________________Phone_____________________

Consent Authority: _______________________

Referring Agency

Agency: _________________________________________________________

Agency Contact Person:_____________________________________________

Address: _________________________________________________________

Phone: _________________________      Fax: __________________________

Do you know of any other agencies involved:          YES / NO

If yes, please give details:___________________________________________

________________________________________________________________

What specific goals does the person wish to address?

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

Do you wish to continue case management of the person during and after their contact with A.A.D.S.?   YES / NO 

Are you able to attend a case management meeting during the person’s contact with A.A.D.S. if the person is agreeable?   YES / NO

Will you be providing any additional services to the referred person whilst they are in contact with A.A.D.S.?   YES / NO

Are there any other relevant details for this referral?   YES / NO

If yes:

________________________________________________________________

________________________________________________________________

________________________________________________________________

	Release of Information

	I _____________________________________________________(full name)

of ____________________________________________________(address) 

give permission for staff of The Aboriginal Alcohol & Drug Service to release 

and obtain information regarding my treatment to _________________________

Signed  __________________________________   Date: _______________

Signature of Witness:  _______________________  Date:  ______________




For AADS staff only

	Assessment Details and Comments

	Appointment Details:  _______________________________________________________________     

Date: ________________ Day: _________________  Time:_______________

Further comments or observations:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Staff details:______________________________ Position _________________________


� EMBED Paper.Document  ���








1
1
Aboriginal Alcohol & Drug  Service (INC)

PO Box 8105, Perth Business Centre WA 6849

E-mail: info@aads.org.au
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