Substance Use Referral Form
REFERRING AGENCY

	School Name:
	
	Referred By:
	

	Phone:
	
	Email:
	

	Date Referred:
	


CLIENT INFORMATION

	Last Name:
	
	First Name:
	
	M.I.:
	

	Address:
	
	City:
	 
	State:
	
	Zip:
	

	Current Phone:
	
	M
	 FORMCHECKBOX 

	F
	 FORMCHECKBOX 

	DOB:
	


Guardian Name: _____________________________________
REASON FOR REFERRAL

	Explain:
	

	HISTORY OF:
	Alcohol Abuse/Dependency?
	 FORMCHECKBOX 

	Drug Abuse/ Dependency?
	 FORMCHECKBOX 

	

	If yes, please describe:
	.


PLEASE FORWARD TO:

	For Alcohol/Drug Assessment

Solutions Recovery Centers 

Warren County

513-228-7800

schoolreferred@solutionsccrc.org

	
	
	


