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P 1300 663 298 | F 1300 663 528 | ABN 75 467 729 203 | GPO Box B74, Perth WA 6838 | unitingwa.org.au

Uniting WA respectfully acknowledges the Noongar people as the Traditional Custodians of the land on which we provide our services.  We recognise their unique and spiritual connection to Country and waters. We value the oldest continuing culture in the world and pay our respects to Elders past and present.

Attach Parent Drug and Alcohol Service Referral Form

	Attach Team Leader
	Sophie Vanzetti

	Email
	attach@unitingwa.org.au

	Phone
	1300 663 298



I (name) ____________________________ date of birth______________
of (address) _________________________________________________ give permission for the exchange of information between _______________________________________________ (service name) ______________________________________________________________.
and Uniting WA’s Attach program. 

Client Signature:					Date:
 ………………………………………………..	

IF CONSENT IS NOT SIGNED BY CLIENT THIS REFERRAL WILL NOT BE PROCESSED







Referral Details:
Referral Date: _____________________________________________
Name of Referrer: _________________________________________
Organisation: ______________________________________________
Contact Address: __________________________________________
___________________________________________________________
Phone: ____________________ Mobile: ________________________
Email: _____________________________________________________

Has the client participated in the Attach Program in the past? Yes/No
I agree to not share the surname of the Attach therapist to the clients including via emails, safety plans and meeting notes? Yes/No

Client Details:
Client Name: _______________________________________________
Address: ___________________________________________________
Phone: ______________________ Mobile: _______________________
Email: ______________________________________________________
Partnered:            		  Yes           No	
Aboriginal or TSI:  		  Yes          No
CALD Background: 		  Yes          No
[bookmark: _Hlk165369530]Client identifies as:  Female- Male- Self Described- Trans- Gender Diverse- Prefer not to say. 
Country of Birth: ____________________________________________
Preferred Language: _________________________________________
Language spoken if other than English: _______________________
Client lives with: _____________________________________________
_____________________________________________________________
Does client have a child 0-12 years in their care or have significant contact with their child?    			 Yes        No





Housing Details:
Is client renting privately: 		Yes       No
Is client in public housing: 		Yes       No
Is client in own home: 		Yes	 No
Is client at risk of homelessness 	Yes       No

Main Reason For Referral:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Parenting Goals:__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

[bookmark: _Hlk146007244]Family Details:
Please complete table below and include all family members including primary client:
	Surname
	First Name
	DOB
	M/F
	Relation
	Ethnicity
	Living with client? Y/N

	

	
	
	
	
	
	

	

	
	
	
	
	
	

	

	
	
	
	
	
	






	

	
	
	
	
	
	

	

	
	
	
	
	
	

	
	
	
	
	
	
	







Children:
If any child does not live in the family home, please give details including current contact arrangements: (eg: CPFS placement, family placement, parental agreement, court orders, etc)
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

FDV:
Are you aware of, or are there any signs of current or historic FDV or IPV?
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

AOD:
Principal Drug of Concern: ____________________________________________________
Method of Use: _______________________________________________________________
How Often: __________________________________________________________________
How Much: ___________________________________________________________________
Period Since Last Use: ________________________________________________________
Other Substances Used: _______________________________________________________
Previous AOD Treatment:     Yes       No
If yes, please provide details (including where, when, what for, time in treatment – eg methadone program, residential detox, out-patient, self-help group)
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

[bookmark: _Hlk146007981]Mental Health History:
Any prior hospitalisation: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Diagnoses/Current Medication: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Current Mental Health Issues:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Past Mental Health Issues:
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Self Harm/Suicide Attempts: 
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Physical Health Concerns:
Current:
____________________________________________________________________________________________________________________________________________________________
Past: ____________________________________________________________________________________________________________________________________________________________






Current Other Agency Involvement:

	Agency
	Contact Person
	Phone Number

	
	
	

	
	
	

	
	
	

	
	
	



Worker Safety:
Attach requires information about issues that my impact on worker safety as our workers will at times be working in the  home alone and outside normal working hours. 
The presence of any issues identified below does not necessarily mean we will not work with the family.
Please advise of any history of violence toward others or any convictions for violent offences by the client:
____________________________________________________________________________________________________________________________________________________________
Please list any household members or regular visitors not already mentioned above:
____________________________________________________________________________________________________________________________________________________________
Has any member of, or visitor to, the household displayed aggression, made threats, or otherwise harmed or attempted to intimidate workers:
Yes        No
If yes please give details:
____________________________________________________________________________________________________________________________________________________________
Details of any other potential worker safety issues (eg Dogs, Weapons)
____________________________________________________________________________________________________________________________________________________________
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