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           RisE Program 

                                             ‘Recovery is empowering’ 

Referral form 

Please Print all information legibly 

Date: _____________________________ Referring Agency: ______________________________________ 

Name of person making referral: _____________________________________________________________ 

Address: _______________________________________________________________________________________ 

                                      Street   city   State   zip code 

Telephone: ___________________________________ Ext: _________ Fax: _______________________________  

Email Address: _________________________________________________________________________________ 

Referred from: 

____ Alcohol or Other Drug Program   ____ Family Member /Self 

____ Parole Officer      ____ Attorney (Public or Private) 

____ Hospital/Medical Professional   ____ DCF   

____ Probation/Court Support Service Division  ____ Social Worker 

         Including family & Bail Services 

Demographics: 

Participant First Name: _________________________ M: _____ Last Name: __________________________ 

 

Date of Birth: ________________________ Age: ________ Social Security #: ________________________ 

                                      Month/Day/Year 

 

Address: _______________________________________________________________________________________ 

                                      Street   city   State   zip code 

 

Telephone: (home) _____________________________________ Cell __________________________________ 

Type of insurance:    Insurance Provider: 

Primary    Husky  Medicaid (Title19)          

Policy #: ________________________ Group #: _______________ Effective date _____________________  

Does participant have a legal history:   ____ yes   ____ No 

 

If yes to any of the above, please list all charges and status:  ______________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
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RisE Program 

‘Recovery is empowering’ 

Clinical information 

    please Print all information legibly 

 

Medical/mental health (all participants must be medically cleared prior to admission with documentation):  

 

Does participant have a physician: ____ yes ____ No   Psychiatrist: ____ yes ____ No   Dentist: ___ yes ___ No 

Is participant currently taking any medications: ____ yes ____ No  

List of medication and dosage: _________________________________________________________________________ 

__________________________________________________________________________________________________ 

Substance Use Clinical Diagnosis: ____________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

 

DSM 5 Diagnosis:  ___________________________________________________________________ 

   ___________________________________________________________________ 

   ___________________________________________________________________ 

   ___________________________________________________________________ 

   ___________________________________________________________________ 

 

Education: 

Last School attended: ________________________________Town:_____________________________ 

Grade: _____________ Date of entry: ________________ Special services: _____ Yes _____ No 

If yes, please indicate __________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 

 


