SOS COUNSELING SERVICES

Survivors Of Substance Abuse

942 W. Fulton St.

Grand Rapids, MI.49504

Ph: (616) 732-8110    Fax: (616) 8112

Referral Form

Name_______________________________Date of Birth__________________BAC:________

Address_____________________________City:____________State:________Zip:_________

Phone#______________________________Work#___________________________________

Prior Legal History:_____________________________________________________________

Type Of Services:

__Assessments


         

                                 __8session Marijuana Specific Peer Group 

__Drivers License Review Assessments

                                 __IOP (Intensive Outpatient Program)

__Prevention/Diversion(Alcohol Highway Safety Education)             __Individual Counseling

__8 session Alcohol and Other Drugs Peer Group
                    __Relapse Prevention Recovery Group

__SAP/DOT Evaluation & Follow-up

Drug Screening Options:

__Single panel (THCorCOC)   __Double panel THC/COC   __Five PanelTHC/COC/MOR/AMP/PCP

__Wkly    __Bi-Wkly __Monthly                                           __ Breathalyzer

I understand that my records are protected under the federal regulations governing confidentiality of alcohol and drug abuse records, 42 CFR part 2, and cannot be disclosed without my written consent unless otherwise provided for in the regulation.  I am also understand that I may revoke this authorization at any time except to extend that action has been takin in reliance on it and that in any event this consent expires automatically.

Expiration Date and/or Event______________________________________________________________

______________________________________________________                              _________________

Signature of Client









Date

______________________________________________________________________________________ 

Signature of Parent, Guardian, or authorized representative when applicable

_____________________________________________________

__________________________

Date of referral








Contact by Date

____________________________________________________

__________________________

Referent and/or Agency






Date

Comments:________________________________________________________________________________________

________________________________________________________________________________________________

__________________________________________________________________________________________

