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CRINAN YOUTH PROJECT 

Referral Form

Please return this form to 72 Sean McDermott St., Dublin 1. 

Or fax to 01 855 2320
Date received:  

Referral Details 

Referral Agency: 



Worker:


Telephone No:   
How long have you known the applicant?

In what capacity do you know the applicant?

Self – referral?

· Yes 

· No 

If telephone referral details taken by:

Personal Details 

Name: 

_________________________________________________________________________ 
Date of birth:
_________________________________________________________________________ 
Contact address: ________________________________________________________________________ 





 ________________________________________________________________________ 
Contact telephone numbers: _______________________________________________________________
Parent/Guardian/Next of Kin: (name, address, phone number) _________________________________________________ 

_________________________________________________________________________________________________________
Nationality: __________________________________ Ethnic Background: ___________________________
Employment Status: ______________________________________________________________________

Education Status: ________________________________________________________________________

Level of Education Achieved to Date: ________________________________________________________

Age Left School: _________________________________________________________________________

Registered with FAS: YES/NO                                                                         Medical Card: YES/NO

Alcohol/Drugs Currently Utilizing: 
	Drug
	Route taken
	Frequency of use
	Age first used

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


1st Drug Used: __________________________ Age of 1st Drug Used: _____________________________

Ever Injected? __________________________ If Yes, Age First Injected: _________________________

Legal:

Probation Officer: _______________________________________________________________________

Upcoming Court Dates:__________________________________________________________________

Other information relating to drugs/prescribed medications etc:  _________________________________ 

______________________________________________________________________________________ 

______________________________________________________________________________________

Probation Officer (if applicable):  ___________________________________________________________________________ 

_________________________________________________________________________________________________________
 Agencies that the applicant/young person has been or is currently linked in with:
· Talbot Centre 

· SASSY (Dr. Gerry McCarney)

· Other (Please list): _______________________________________________________________ 



Reasons for being interested in this service 

………………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………

………………………………………………………………………………………………………………………………………………………

Comments:  ____________________________________________________________________________ 

______________________________________________________________________________________ 

______________________________________________________________________________________

Office use only


OUTCOME
 Assessments:  Doctor:____________ Counsellor: ____________ Manager:____________
Not suitable:





Date advised: 

