REFERRAL FORM
Southwest Florida Addiction Services, Inc.
(SWFAS)



I. CURRENT INVOLVEMENT WITH DEPT. OF CHILDREN AND FAMILIES:
A.  REPORT OF DRUG ABUSE & U/A:
B.  LIVING SITUATION : 
C.  REASON FOR REFERRAL: 
D. LEGAL STATUS OF CHILDREN: 

E.  INFORMATION ON NUCLEAR FAMILY/FAMILY OF ORIGIN: 
II. PAST INVOLVEMENT WITH DEPT. OF CHILDREN & FAMILIES 
A. DATE OF ABUSE REPORTS / REASONS FOR INVOLVEMENT / OUTCOMES/: 
B. Was client previously referred to FIS?  YES_____  Date referred______________NO______
B. REPORTS OF DRUG ABUSE & U/A: _ 

III. ADDITIONAL RELEVANT INFORMATION:
NAME OF SERVICE WORKER ON JUDICIAL CASE: NO JUDICIAL ACTION HAS TAKEN PLACE. 
DATE OF NEXT JUDICIAL HEARING: 

___  
___  JUDICIAL SERVICES

__  IS CLIENT TANF ELIGIBLE



From (Worker):	Agency: DCF	





Client (parent) Name: 	FSFN Case ID Number: 





SSN: 	DOB: 		Phone Number: 





Client Address: 


Date of Referral: 		Referral Phone #: 	





DATE OF INITIAL REPORT: 	


LAB RESULTS DONE ON: 	











