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Portsmouth DASS Service
Drug and Alcohol Service Young Person Referral Form
Before completing this referral form- Has the young person consented to this referral?    YES/NO
Please note: if there is NO consent we cannot accept this referral

	Name of Young person:                               
                              
	Preferred name:

	Address of young person:



Post code:
	
	Gender:             

Age:

DOB:

	Contact Number for young person

	

	Ethnicity 

	
	Preferred Pronouns:



	Preferred Contact (over 18, parent, carer etc)

	

	Address :




Post Code:
	

	Contact Number:

	

	
Is the person above aware of this referral:        Yes             No



Drug details if known
	Alcohol
	
	LSD / Magic Mushrooms (please delete)
	

	Cannabis (weed)
	           
	Codeine/Tramadol/other opiates
	

	Solvents (Aerosols, paint, glue etc.)
	
	Ketamine
	

	Ecstasy/MDMA
	
	Benzos (Valium/Xanax)
	

	Cocaine Powder
	
	Heroin
	

	Crack Cocaine
	
	Prescription Drugs (not prescribed to them)
	

	Amphetamines (Speed)
	
	Other (please write which)
	

	Mephedrone (Mkat, Drone)
	
	NPS(Legal highs)
	




	How much is the young person using?  How often? Method of use?

	






	Does the young person have a mental health diagnosis?  Is there any learning need or disability? 

	






	What school/College does the young person attend
	
	School Year
	

	Other Professionals involved:



	

	Are there are risks to staff:
Including home visits:
	



	Any Additional Information 








Referrers Details

	Name of referrer

	

	Organisation

	

	Email
	

	Contact Number 
	

	Date
	
	Sign
	



Please send the completed referral forms to Dass@portsmouthcc.gov.uk
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Date of referral into service:

If details taken over the phone by whom: 
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