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*MOCLI60371A*
MOCLI60371A

	SERVICE USER REFERRAL
	
	

	Service user referred to:
	
	
	

	☐ Andy’s House Treatment Center
	☐ Le Carrefour le Point Tournant
	☐ Centre sur l’Autre Rive Inc.
	☐ Centre L’Envolée de Granby

	 ☐Maison Dunham Inc.
	☐ Centre Booth de Montréal
	☐ Maison L’Alcôve Inc.
	☐ Maison La Margelle Inc.

	 ☐Maison la Passerelle
	☐ Pavillon L’Essence Ciel
	☐ Toxi-co Gîtes Inc. (Upton)
	☐ Vilavi

	Reason for referral:
	☐ Alcohol/drugs
	☐ Gambling
	

	IDENTIFICATION OF REFERRING PERSON

	Request made by the outpatient service of the CISSS de la Montérégie-Ouest’s addiction rehabilitation centre:
☐ Candiac	☐ Longueuil	☐ Montréal (English services)	☐ Saint-Hubert
☐ Saint-Hyacinthe	☐ Saint-Jean-sur-Richelieu	☐ Salaberry-de-Valleyfield	☐ Sorel-Tracy
Name of CISSSMO addiction rehabilitation centre case manager:
Telephone :                                         Ext.:      	 Email:     
Enter case manager’s unavailability dates:          
Name of backup case worker:    	Telephone:   	Ext.:     
(if on leave/vacation)

	CASE MANAGER’S AVAILABILITY TO DISCUSS THE CASE

	
	MONDAY
	TUESDAY
	WEDNESDAY
	THURSDAY
	FRIDAY

	Morning
	☐	☐	☐	☐	☐
	Afternoon
	☐	☐	☐	☐	☐
	Evening
	☐	☐	☐	☐	☐
	SERVICE USER’S IDENTIFICATION

	Address :      
City :                                                                                                 Postal code:      
Telephone no. : Home :                                                        Mobile :                                        Work :                                   Ext:         
Home	Mobile	Work	Ext.
Does the service user have a place to live after their stay at the residential addiction resource?
  ☐ Yes	☐ No*
 *If not, make sure the service user has a post-discharge plan that includes referrals to Maison La Margelle and/or Maison L’Alcôve.

	EMERGENCY

	Contact person :                                                                                                            Relationship with  service user:
	   
	                                                                 Last name                                                      First name

Telephone no. : Home :                                                        Mobile :                                        Work :                                   Ext:         
                                                                           Home	          Mobile	Work	Ext.





	SUICIDAL IDEATION

	Is there a suicide prevention intervention report (CLI-60242A)?                                                    ☐ Yes                  ☐ No
Score on the last GEDPAS:      		                                  Conducted on:     	
yyyy-mm-dd
Attach CLI-60242A or detailed risk assessement SIC note and inform access mechanism if there is any change and my safety plan, CLI 60437A, if available. 

	HOMICIDAL IDEATION

	Is there a homicide risk assessment and management form in the file?                                       ☐ Yes                  ☐ No 
Score on the last form:    	                                                                            Conducted on:     
yyyy-mm-dd
ATTACH THE HOMICIDE RISK ASSESSMENT AND MANAGEMENT FORM OR DETAILED RISK ASSESSEMENT NOTE TO THE IDENTIFICATION SHEET AND INFORM ACCESS MECHANISM STAFF OF THE SERVICE USER’S ASSESSMENT, IF THERE IS ANY CHANGE.

	SOCIAL SOLIDARITY RECIPIENT

	Does the service user receive social solidarity benefits?                                                                   ☐ Yes                  ☐ No
ATTACH THE FORM “AUTORISATION SOLIDARITÉ SOCIALE MÉCANISME D’ACCÈS ADULTE – CRD”

	CURRENT CONSUMPTION (substance, frequency, quantity, administration route) To be completed

	          
	SPECIFIC OBJECTIVES FOR THE STAY AT THE RESIDENTIAL ADDICTION RESOURCE (for use by the outpatient facility) To be completed

	         
	PATIENT REQUIRING DETOXIFICATION BEFORE THEIR STAY AT THE RESIDENTIAL ADDICTION RESOURCE

	Does the patient require a stay at the St-Philippe residential facility (level III.7-GS)?                     ☐ Yes                  ☐ No

	FOR SERVICE USERS ADMITTED TO A RESIDENTIAL FACILITY AND REFERRED TO A NETWORK BED

	I have been informed that the scheduled discharge date from the residential facility of the CISSS de la Montérégie-Ouest’s addiction rehabilitation centre must be the same as the scheduled admission date with the adult access mechanism. Therefore, if my stay at the residential facility of the CISSS de la Montérégie-Ouest’s addiction rehabilitation centre is not completed, I am responsible for contacting my case manager at the addiction rehabilitation centre to determine the most appropriate next step.
Signature of user or
legal representative	 ________________________________________	               Date :        	
yyyy-mm-dd
Witness’s signature :	 ________________________________________	               Date :        	
yyyy-mm-dd

	AUTHORIZATION TO SHARE INFORMATION

	In the interest of continuity of care, I was informed that the addiction rehabilitation centre and the residential addiction resource are required to share information in order to coordinate my referral to the residential addiction resource. I was also informed that I am required to disclose any change in my situation that could affect my stay.
I hereby consent to the sharing of my personal information (between the various specialized services) as it relates to my application for admission, my follow-up at the addiction rehabilitation centre, and my follow-up at the residential addiction resource.
THIS AUTHORIZATION IS VALID FOR NINETY (90) DAYS.
I understand that I may modify or revoke this authorization at any time.
Signature of user or
legal representative	 ________________________________________	               Date :        	 	
yyyy-mm-dd
Witness’s signature :	 ________________________________________	               Date :        	 	
yyyy-mm-dd
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