[image: ][image: ]Installation : _______________________________________________

	Nom : 
	
	Prénom :
	
	#Dossier :
	



	Nom, prénom :
	          
	#Dossier :
	          



	
	Dossier : 		          	
Nom, prénom :		          	
Date de naissance :		          		☐ F	☐ M
	aaaa/mm/jj
NAM : 		               		Exp. 	          	
	aaaa/mm
Nom, prénom de la mère :		                                                  	

	Installation : 	                                                                 	
	

	REGISTRATION – INTERVENTION IN NATURE AND ADVENTURE CONTEXTS
	

	
	


	Marges bloquées par SPA



MOCLI60463A

	INTERVENTION TYPE

	☐ DOSES NATURE (12-17 YEARS) ☐ PAUSE NATURE (12-17 YEARS) ☐ DOSES NATURE (18-25 YEARS) ☐ PAUSE NATURE (18-25 YEARS)

	IDENTIFICATION OF REFERRING PERSON

	[bookmark: _Hlk535521081]Request made by the outpatient department of the Centre de réadaptation en dépendance (CRD) of the CISSS de la Montérégie-Ouest:

	☐ Candiac
	☐ Longueuil
	
	☐ Montréal
	☐ Saint-Hubert

	☐ Saint-Hyacinthe
	☐ Saint-Jean-sur-Richelieu
	☐ Salaberry-de-Valleyfield
	☐ Sorel-Tracy

	Name of CISSS de la Montérégie-Ouest CRD case worker:
	                         
	
	Telephone:
	                         
	Ext.:
	       
	

	
	
	
	
	
	
	

	Name of backup case worker:
	                         
	
	Telephone:
	                         
	Ext.:
	       
	

	(if on leave/vacation)
	
	
	
	
	
	

	SERVICE USER IDENTIFICATION

	Address:
	                          
	

	City:
	                          
	Postal code:
	                          
	

	
Telephone no.:
	                          
	
	                       
	
	                       
		     
	

	
	Home
	
	Cell phone
	
	Campus
	Ext.
	

	To be completed if under 18 :

	
	
	
	
	
	

	Legal custody:
	☐ Mother
	☐Father
	☐ Guardian
	☐ Group home  
	☐ Other: Specify:                          

	
	
	
	
	
	
	
	

	Lives with:
	☐ Mother
	☐Father
	☐ Guardian
	☐ Foster family
	☐ CJM

	
	
	
	
	
	

	☐	Person in charge (guardian, foster family) informed of request
	Telephone:
	                        
	
	                        	     
	

	
To be completed if over 18 :

	
	
	Home
	
	Other	Ext.
	

	☐	Relative informed of request
	
	                        
	
	                        
	

	
	
	Name
	
	Service user’s relation
	



	ADDITIONAL INFORMATION

	Last name, first name of father:
	                         
	
	                         
	

	
	Last name
	
	First name

	Address:
	                       
	
	                       
	                         
	

	
	Address
	
	City
	
	Postal code
	

	

	☐ Informed of request:
	                       
	
	                       
	                         
	

	
	Telephone Home
	
	Cell phone
	
	Email
	

	

	
Address of mother:
	                       
	
	                       
	                         

	
	Address
	
	City
	
	Postal code
	

	

	☐ Informed of request:
	                       
	
	                       
	
	                       
	

	
	Telephone Home
	
	Cell phone
	
	Email
	




	EMERGENCY CONTACT

	                                      	                       
	
	                       
	

	Last name, First name
	Telephone
	
	Relationship with service user

	

	                                                  	                       
	
	                       
	

	Last name, First name
	             Telephone
	
	Relationship with service user
	



	SERVICE USER’S PORTRAIT

	Please contact: 
	☐ IGT-SUMMARY
	☐ UPI SUMMARY
	Current risk of withdrawal?
	☐ Yes
	☐ No

	
	
	
	If yes, specify:
	                          

	
	
	
	   
	
	

	
	
	
	
	
	

	

	OBJECTIVES IN IP AND INA

	                       




	VIGILANCE CRITERIA

	Criteria
	Explanations and recommendations

	· Mitigated commitment level
	                          

	· Risk of suicide/homicide
	                          

	· Presence of mental health risk factors
	                          

	· Physical health condition
	                          

	· Non-compliance with prescription medication
	                          

	· Other ( interpersonal relationships with other registered service users, aggressiveness, delinquent behavior)
	                          



	AUTHORIZATION TO SHARE INFORMATION

	
☐ I hereby authorize the specialized addiction services of the CISSS de la Montérégie-Ouest, Le Grand Chemin Inc. and its partners CISSS or CIUSSS, to share information about me related to my participation in an expedition or excursion in a nature and adventure contexts.
	CISSS or CIUSSS partner
	Service user’s initials

	
	




	This authorization is valid for ninety (90) days.

	I have been informed that I may withdraw my consent at any time, in the event I decide to withdraw my application.

	

	Signature of service user or legal representative:
	
	
	Date:
	                       

	
	
	
	
	yyyy-mm-dd

	Parent’s signature:
(if the service user is under age 14)
	
	
	Date:
	                       

	

	
	
	
	yyyy-mm-dd

	Witness’s signature:
	
	
	Date:
	                       

	
	
	
	
	yyyy-mm-dd



	SEND THE COMPLETED FORM TO THE FOLLOWING EMAIL ADDRESS:
doses.nature.cisssmo16@ssss.gouv.qc.ca
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