Richmond 105 — 8080 Anderson Road
Addiction Richmond, BC V6Y oJs
Services Telephone: 604.270.9220
Society Fax: 604.270.9245

Supporting Youth Program — Referral Form

‘ YOUTH CONTACT INFORMATION |
Name of Client (Last name, first name):

Date of Birth (MM/DD/YY):
Home phone #: Is it OK to leave a voicemail? YL INL]
Cell phone #: Email:
Preferred method of Contact: Home Cell Email

| REFERRAL SOURCE |
Name (Last name, first name):

Agency/School/Title:

Phone Number: Email:

Date of Referral (MM/DD/YY):

Has the client been made aware of the referral? Y N
REASON FOR REFERRAL

We want to know how we can best support this youth. Please tell us why you have referred them, and
what you hope they will gain from our program

Thank you! These requests are processed Monday to Friday and you will receive a
follow-up call or email within two business days.

TO BE FILLED OUT BY RASS STAFF:
Follow-Up:

Results:

CONFIDENTIALITY WARNING
The documents accompanying this transmission contain confidential information intended for a specific
individual and purpose. The information is private and is legally protected by law. If you are not the intended
recipient, you are hereby notified that any disclosure, copying, distribution or the taking of any action in reliance
on the contents of this telecopied information is strictly prohibited. If you have received this communication in
error, please notify us immediately by telephone. Thank you.

Excellence in prevention to engage, encourage and educate
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