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This tool was developed as part of the Eastern Metropolitan Region AOD Service Coordination Project.  Please refer to http://www.health.vic.gov.au/aod/pubs/index.htm for further information
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	Consumer Information:

	Name:
	
	
	Service Name:
	

	Date of Birth:
	
	
	Contact Details:

	Gender:
	
	
	

	Contact Number:
	
	
	



	Referral Received on (Date):

	Form of Referral (circle appropriate)

	Self Referral
	Assisted Referral
	Referrers Name:




	THE REFERRAL HAS BEEN ACCEPTED               DATE:LEVEL 1 FEEDBACK


	Client Placed on Waiting List
	Yes / No
	Approximate Waiting Time
	

	Initial Assessment Booked
	Yes / No
	Date of Assessment
	

	Supports in place during transition
	Yes / No
	Details 

	Key Contact:
	Worker Name: 
Phone: 
Email: 

	THE REFERRAL HAS BEEN DECLINED                 DATE:

	Wrong place
	Capacity constraints
	Ineligible for service
	Information inadequate
	Client declined
	Other

	Comments and any further actions required:




	


	COMMENCEMENT OF SERVICE                                  DATE:LEVEL 2 FEEDBACK



	Initial Assessment completed
	Yes / No
	Date:
	

	Service Commenced
	Yes / No
	Date:
	

	Nature of Service delivery (e.g. Counselling 1/14, residential rehab)
	


	Key Contact
	Worker Name: 
Phone: 
Email: 

	SERVICE NOT PROVIDED                                          DATE:

	Client declined
	Service no longer required
	Service no longer available
	Other

	Additional Information (e.g. additional referrals made, ongoing plan, additional information required, issues):




	


	COMPLETION OF SERVICE                            DATE:LEVEL 3


	Service Provision Completed
	Change of Service Delivery

	Client Plan: 
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