SOAR Bed-Based and Day Treatment Services Referral Package

Referral to SOAR Bed-Based and Day Treatment Acknowledgement 
	We want to ensure that all referring parties are aware of the following to support clients to appropriately access our services:
· We do not accept self-referrals.
· Referrals will not be accepted without an attached consent to disclose signed by the client. 
· Probing questions as a result of the information outlined in the referral will be directed to the referring party. Contact with the client directly will occur once initial eligibility for services is established. 

 Please review the following points with the client prior to sending the referral:
· Clients who have been deemed eligible for services are expected to maintain weekly contact with our facility via email (rtintake@soarcs.ca) or phone (519-753-4527) to remain on our waitlist. Clients are to participate in ‘Support While Waiting’ groups that occur via Microsoft Teams every:
·  Thursday evening from 5:30pm-6:30pm. 
· Wednesday morning from 10:30am-11:30am
The client’s email will be added to the emailed link for the group. This group includes: 
· Support accessing services while waiting (i.e. crisis services, community groups, etc.). 
· A space to ask: 	
· What to expect in our program
· What do I pack for my stay
· What can I bring
· Attendance would be counted as the client’s weekly check-in.
· The program involves 5 weeks of intensive group therapy. This includes 5 hours of therapeutic group (Monday to Friday) and 3 hours of non-therapeutic groups daily (peer support, recreational, psycho-educational, etc.). 
· Clients are to bring their medications for the 5-weeks of treatment or have the scripts faxed to HOPE Pharmacy Brantford (Fax: 519-286-9294). There will be no medication changes while in treatment. 
· Smoking hours are from 6:00 a.m. to 11:00 p.m. Smoking of any kind including tobacco and cannabis is prohibited inside the facility. The use of vapes (including cannabis vapes), chewing tobacco, and cannabis in any form is strictly prohibited
· Cell phones are only accessible for 1 hour every evening. 
· The following are expectations for behaviour: 
· We are committed to creating a safe, inclusive, and respectful environment for all. Discriminatory, hateful, or disrespectful language, including racist, sexist, homophobic, transphobic, or otherwise oppressive statements will not be tolerated
· Respect the environment; theft, property damage or vandalism is not acceptable.  Any disruptive behaviour in the facility or on the grounds is not tolerated.
· Substance use, possession, or sales in the facility or on the grounds are not allowed.

Your signature on this form indicates that you have reviewed the above information with the client and all parties understand these expectations. 

Referring Party’s Name: ________________________________________________

Referring Party’s Signature: _____________________________________________

Date: _______________________________________________________________

Consent to Release and Obtain Information
Referral to SOAR Community Services Treatment Programs
All information obtained/released will be kept confidential between SOAR Community Services and the referring party. Consent is valid up until graduation from the program and consent is withdrawn if the file is closed prematurely (i.e. not eligible for services, early discharge, etc.).
I, ___________________________________________________ hereby consent to the release of my referral information to SOAR Community Services. I consent to my referring party and SOAR community services releasing and obtaining any follow up information required to deem eligibility to programming. 
Identified Restrictions to consent (if any):
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Referring Party (Agency): _____________________________________________________________
Referring Party (Worker): _____________________________________________________________
Referring Party Signature: ____________________________________________________________
Date: ____________________

Client Names: ______________________________________________________________________
Client Signature: ____________________________________________________________________
Date: _____________________


All referrals require a consent to disclose and consent to obtain signed by both the client and the referring party. 
If the client has completed a recent GAIN Q3 or ADAT assessment, please attach it to the referral. If not, only the referral form and consent is required. 
	Referral for:        ☐Bed-Based Treatment         ☐Day Treatment 

	DEMOGRAPHICS 

	First Name: 

	Last Name:



	D.O.B yyyy/mm/dd:


	Gender:

	Health Card Number:


	Address (Street, City, Postal Code):





(Is this address any of the following):    ☐ No 
☐Shelter     ☐NFA       ☐Supportive/Transitional Housing

	Email:




	Phone Number: 



Permission to:
         ☐Call     ☐Leave Voicemail       ☐ Text

	Languages Spoken and Understood:


Preferred Language for Services:



	Do you identify as an Indigenous Person? 
(Indigenous refers for First Nations, Metis, and Inuit peoples of Canada)
☐ Yes, First Nations
☐ Yes, Metis
☐ Yes, Inuit
☐ No
☐ Prefer not to answer

	Referral Source: 

	Referring Party’s Name:





	Referring Party’s Phone Number:








	Referring Party’s Email:




	PHYSICAL HEALTH SCREENING 

	Does the client have any physical health diagnoses? ☐Yes ☐No

If yes, please describe:



	Does the client have any allergies? 
☐Yes ☐No

If yes, specify:











	Has the client’s physical health prevented them from completing tasks of daily living within the past three months? (Ex. eating, chores, bathing, toileting) ☐Yes ☐No
If yes, please describe:




	In relation to the client’s physical health, is there any concern for the client’s ability to maneuver group dynamics in a classroom setting or in a group living environment? ☐Yes ☐No 
If yes, specify: 






	Is the client currently struggling with any of the following:
☐Vision
☐Hearing
☐Mobility
	Is there any chance the client could be pregnant? 
☐Yes
☐No


	Has the client had any hospital visits within the past three months in relation to physical health? ☐Yes ☐No
If yes, what for?





	Does the client have any ongoing specialist appointments, surgeries, or procedures that may occur within the next three months? ☐Yes ☐No
If yes, note date/time and purpose of appointment:











	MENTAL HEALTH SCREENING

	Does the client have any mental health diagnoses? ☐Yes ☐No

If yes, describe:





	Is the client currently receiving any treatment for mental health? ☐Yes ☐No If yes, specify. 




	How often in the past three months has the client struggled with their mental health symptoms? 

☐Monthly
☐Weekly
☐Multiple times weekly
☐Daily
☐Multiple times daily

	Has the client’s mental health kept them from maintaining their daily responsibilities within the past three months? ☐Yes ☐No
If yes, describe:





	How would the client’s current mental health affect their ability to manage group dynamics in a classroom setting or in a group living environment? 









	Medication List  

	Medications
	Dose
	Reason
	Comments (including if taking them as prescribed)

	

	
	
	

	

	
	
	

	

	
	
	

	

	
	
	

	
	
	
	


	

	
	


	

	

	
	
	

	

	
	
	

	

	
	
	


	Have you experienced any of the following in the past 12 months?

	Issue
	Yes
	No
	Please describe (including coping strategies, safety plan, etc.): Ensure this is filled out, please.

	Anxiety
	
	
	




	Depression
	
	
	




	Difficulty Sleeping
	
	
	




	Fears/Phobias
	
	
	




	Feeling that people are against you or trying to harm you
	
	
	




	Feeling aggressive/violent towards others
	
	
	




	Seeing or hearing things that are not there
	
	
	If yes, are these things disturbing?
 ☐Yes ☐No
Is the client aware of when they are happening? ☐Yes ☐No




	Emotional Dysregulation


	
	
	



	Self-Harm Behavior
	
	
	How? When?





	Thoughts of Suicide
	
	
	






	Suicide Attempt(s)
	
	
	If yes, when?





	Financial Concerns
	
	
	When?




	Eating Disorders: Does the client have disordered eating behaviour (i.e. eating disorder)? ☐Yes    ☐No
If yes, respond to the following questions:

	Does the client’s eating behaviour negatively affect their activities of daily living? 




 

	How would the client’s eating habits be affected by group living dynamics?







	SUBSTANCE USE 

	What substances has the client used in the past 12 months and how frequently do they use them?

	Substance
	Frequency
	Typical Quantity 
	Method of Use (ORAL, INHALATION, INJECTION)
	Last Use

	



	☐Monthly
☐Weekly
☐Multiple times weekly
☐Daily
☐Multiple times daily
	
	

	

	
	☐Monthly
☐Weekly
☐Multiple times weekly
☐Daily
☐Multiple times daily
	
	
	

	
	☐Monthly
☐Weekly
☐Multiple times weekly
☐Daily
☐Multiple times daily
	
	
	

	
	☐Monthly
☐Weekly
☐Multiple times weekly
☐Daily
☐Multiple times daily
	
	
	

	
	☐Monthly
☐Weekly
☐Multiple times weekly
☐Daily
☐Multiple times daily
	





	
	

	Are there any substances that the client has successfully recovered from (abstained/reduced)? 
☐Yes ☐No
If yes, describe:








	Has the client been hospitalized due to substance use, withdrawal, or opioid poisoning in the past three months? ☐Yes ☐No
If yes, specify: 








	Has the client attended substance use services/treatment in the past? ☐Yes   ☐No
If yes, please specify: 













	LEGAL

	Does the client currently have any legal issues? ☐Yes ☐No
If yes, select all that apply:
· Probation
· Parole
· Bail
· Awaiting Trial
· House Arrest 
· Incarcerated
· Other: _____________________

	Are the client’s legal issues related to weapons, violence, or arson? ☐Yes ☐No If yes, specify.











	SOCIAL SUPPORTS

	Does the client currently have support from family/friends/community? ☐Yes ☐No If yes, please describe: 








	READINESS FOR CHANGE

	On a scale of 1 to 10, with 1 being ‘not at all’ and 10 being ‘very’, how important is it for the client to change their substance use? 

☐ 1 ☐ 2 ☐ 3 ☐ 4 ☐ 5 ☐ 6 ☐ 7 ☐ 8 ☐ 9 ☐ 10   	

	On a scale of 1 to 10, with 1 being ‘not at all’ and 10 being ‘very’, how confident is the client in their ability to make changes to their substance use?

☐ 1 ☐ 2 ☐ 3 ☐ 4 ☐ 5 ☐ 6 ☐ 7 ☐ 8 ☐ 9 ☐ 10   

	Describe the client’s level of motivation to attend intensive bed-based treatment services. 






	Is anyone mandating or pressuring the client to attend treatment? ☐Yes ☐No
If yes, who and why?





		Post Bed-based Treatment Support Plan

	What is the client’s care plan post bed-based treatment services? Will the client maintain connection to their referring party? 









