Aneurin Bevan University Health Board

Referral Form

Aneurin Bevan Specialist Drug & Alcohol Service
(ABSDAS)
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Please return completed forms for ABSDAS TEAM:

email: ABB.ABSDS@wales.nhs.uk
Tel No: 01633 216777

Fax No: 01633 235175

Tel No: 01873 735566

       Fax No: 01873 735570 





 AND AMOUNT USED






Client Name:     									      Gender:	   M / F                                                                                





Referral Date:                    Has the service user given CONSENT to the referral


				and for onward referral to an appropriate service if necessary	 YES / NO


(NB: Please obtain client consent prior to Referral)





For ABSDAS use only





Date received by ABSDAS:





NHS No:





Is the Client ‘Red Flagged’?	YES / NO





Date of MDT:





Plan / Outcome of MDT:





Type of Service (Please  all that apply)





Complex Needs:	Pregnancy		[   ]


			Mental Health	[   ] 


			Physical Health	[   ]


			Child Protection	[   ]


GP Share Care Scheme:			[   ]


Alcohol Only:				[   ]


Transfer: (Client already on substitute Medication)	[   ]








Referrer (Name):				         Referrer Tel No:


Referred by (Organisation Name):			         Has a start TOPS been completed   YES/NO


Organisation Address:


			 





Name and Address (Please include Borough and Post Code)	:	Mr / Mrs / Miss / Ms / Other:





								Wishes to be called:





								DOB:			      Age:





								Mobile No:











Known Allergies:						Occupation:





Emergency Contact:					Next of Kin:					








GP: 					      GP Surgery:





Surgery Address:						Tel No:





Accommodation (Please circle all relevant)





Living with:	Partner / Other Family / Alone / No Fixed Abode (NFA) / Not Known





NFA:		With Friends / Night Shelter / Sleeping Rough / Other:





Temporary:	Friends / Family / B&B / Hostel / Squatting / Other:





Settled:	Own Property / Supporting Housing or Hostel / Private Rented / Council Rented / Other:





Any dependants or provides care for someone else:	YES / NO


If YES, please give details including pets:











Reason for Referral: Please consider presenting needs: How long has it been a problem? Has anything been done about it? Has anything made it worse? How does it affect daily life? Views of significant others? Any other issues – including an overview of current drug / alcohol misuse: 


PLEASE INCLUDE THE PRIMARY SUBSTANCE OF USE / MISUSE, AMOUNT USED & METHOD OF ADMINISTRATION





Transfer Details (If Clients is transferring from another substitute prescribing service please provide prescription details):





Physical / Mental Health Issues?	YES / NO


If YES, please give details including diagnosis (is it self-reported?):
































Has the Client been in contact / referred to the local Community Mental Health Team (CMHT)? YES / NO	If YES, please give contact details of the CMHT and contact name:





























Vaccinated against Hepatitis B?  YES / NO	Date of vaccination:





Medication: Please include prescribed and over-the-counter medication





Risk Issues and Management: Please outline all known risks to self and / or others and attach any relevant completed Risk Assessments
































Forensic / Violence History: Please outline any specific risks to family / staff / others





Any Other Relevant Agencies / Information: Including is the Client known to GSSMS








____________________________________________________________________________________Page 4 of 5
ABSDAS                                       Client Name:

MDS Form Code ABSDAS                                                                                                   Version Jan 2023

