       REFERRAL FORMS.A.S.S.Y.

(Specialist Addiction Service Supporting Youth – North Dublin city and county)
S.A.S.S.Y. Lisburn St, Dublin 7, D07E891 sassy@hse.ie 24hr Message Service: 01 7785980
			
	Name:                 
	
		Date of Birth: 
F

	Address / Eircode:
	
	Name and phone number for parent / guardian:


	Education/Employment:
	


	Date of Referral:


	Referrer name /service & address: 

	



	Referrer Name/Phone/Email:



	Reason for Referral:
	

	Drug Use History:
	


	Mental Health Concerns:
  
	


	Diagnosis (if any) and service(s) attending:
	




	Behavioural Issues:
	

	Family Composition:
	




	Other Professionals 
Involved/GP information:
		


	Name of relevant reports available:


	

	Client view of referral:
Please Circle

	Motivated                        Reluctant                                          Unaware 



All information provided is strictly confidential – we will not contact other services without permission 
