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Case Referral Form
[bookmark: _GoBack]Case Information：
	Name：　　　　　  (Chinese) 　　 　        　  (English)
	HKID：                         

	Sex／Date of Birth(Age)：    /     Tel(Home)：            
	Tel(mobile)：                      

	Address：　　　　　　　　　　                     
	Occupation：                    

	Marital Status：＊Single / Cohabiting / Married / Divorced / Widowed / 
	Educational level：                

	*Yes/No Under Probation Order?
	Termination of Probation Period(If applicable)：                       

	*Yes/No Awaiting Court Hearing?
	Court Hearing Date (If applicable)：                     


＊Delete as appropriate
	Drug use history：
	Type1:                　Dosage:          　Age of First Try:       

	
	Type2:                　Dosage:          　Age of First Try :       

	Personal / Family background：
	                                                                
                                                               

	Supplementary information： 
	                                                                
                                                                



	Location Preference：
	[image: notick]Hong Kong Center
	[image: notick]Kowloon Center

	Service Requirement: 
	Case Service
Drug user/Ex-drug user Counselling
	
[image: notick]Family Counselling
	


	
	Supportive Service
· Medical Support Service(Body Checking and Medical Referral)
· Peer Support Service
· Family Aide Service

	
	Group Work Service 
[image: notick]Psycho-Educational Group for Adverse Experience  
[image: notick]Group for Body-Mind Awareness
[image: notick]Therapeutic Group for
Codependency
	
[image: notick]Relapse Prevention   
  Group
[image: notick]Family Mutual Support  
  Group
	
[image: notick]Developmental/ 
Interest Group
[image: notick]Family Psycho-
  Educational Group 

	
	Others:                                                                    

	Drug Test Requirement :   [image: notick]Urine Test        [image: notick]Hair Test 

	


Information of Referrer： 
	Name：　　　　　　　　　　　　　　　 
	Organization：　　　　　　　　　　　　        

	Position：　　　　　　　　　　　　　　 
	Date of Referral：　　　　　　　　　　          

	Contact Number：                      
	Fax：　                                        


	Staff Only

	Responsible Worker：　　　   　
	Supervisor Signature：　　　　   
	Date：　　　　 



Hong Kong Center - Address：12/F, Southorn Centre, 130 Hennessy Road, Wan Chai           Tel：2893 8060  　Fax：2574 1726   　 
Kowloon Center - Address：Room 1-4, G/F, Yiu Tung House, Tung Tau (II) Estate, Wong Tai Sin  Tel：2382 0267  　Fax：2383 0983 　　
                                                                                                        (8/2023)
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Name ：          ( Chinese )                         ( English )  HKID ：                                 

Sex ／ Date of Birth(Age) ：      /        Tel ( Home ) ：                Tel ( mobile ) ：                           

Address ：                                   Occupation ：                       

Marital Status ： ＊ Single   /   Cohabiting   /  Married   /  Divorced   /   Widowed   /   Educational level ：                   
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Location  Preference ：  Hong Kong Center  Kowloon Center  
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Drug Test  Requirement  :      Urine Test            Hair Test    

 

Information of Referrer ：    

Name ：                    Organization ：                         

Position ：                   Date of Referral ：                          

Contact Number ：                           Fax ：                                                   

S taff Only  

Responsible Worker ：             Supervisor Signature ：            Date ：         

 

Drug use history ：  Type 1:                     Dosage :              Age of First Try :          

 Type 2:                      Dosage :              Age of First Try  :          

Personal / Family  backg round ：                                                                                                                                           

Supplementary  information ：                                                                                                                                              

