
The Drug & Alcohol Project Levenmouth         
ClientClientClientClient    IDIDIDID        

RRRREFERRAL FORMEFERRAL FORMEFERRAL FORMEFERRAL FORM                                                                                                                                                                                    
 

PLEASE RETURN COMPLETED REFERRAL FORM TO: 
Drug & Alcohol Project Levenmouth, 1-2 Parkdale, Park Drive, Leven, KY8 5AQ 

Tel: 01333 422277 Fax: 01333 422288 

 Date of Referral:   _________________   Referral Taken By: _______________________ 
 
(PLEASE TICK � APPROPRIATE CHOICES BELOW) 
 

Service Required:Service Required:Service Required:Service Required:                    Locality:Locality:Locality:Locality:            
    

Under18’s ReferralUnder18’s ReferralUnder18’s ReferralUnder18’s Referral            �        NE FifeNE FifeNE FifeNE Fife            �    

Joint Assessment ReferralJoint Assessment ReferralJoint Assessment ReferralJoint Assessment Referral        �        LevenmouthLevenmouthLevenmouthLevenmouth        �    

Adult ServicesAdult ServicesAdult ServicesAdult Services    ReferralReferralReferralReferral        �        GlenrothesGlenrothesGlenrothesGlenrothes        �    

KirkcaldyKirkcaldyKirkcaldyKirkcaldy        � 
DunfermlineDunfermlineDunfermlineDunfermline        �    

   
     

Referral  Received From: Self   � 

    Agency  � 

    GP   � 

Other   � If “other”, please state: _________________________ 

 
 
Client Details: 
 
Client Name: _________________________________________________________________________________ 
 
Address: _________________________________________________________________________________ 
 
Postcode: ________________________________ Telephone Number: ________________________ 
 
Date of Birth: ________________________________ Consent to contact by telephone:  Yes  / No 
 
Employment Status: (please tick �) Living Situation:   Living Situation:   Living Situation:   Living Situation:    (please tick �)    
    

EmployedEmployedEmployedEmployed                            �  Alone   � No of Children (Under 16)  ����    

UnemployedUnemployedUnemployedUnemployed                            �  With Partner  � Are children with client   yes/no    

StudentStudentStudentStudent                            �  Living with Parents �    

OtherOtherOtherOther                                �  Homeless  � 

 
Main Drug Used: 1.   ___________________________________________      (GP Script:  Yes / No) 
 
       
Referring Agency Details: 
(if self referral, please detail GP name & address) 

 
Name of Referrer/GP:  ___________________________________________________________________ 
 
Address: _________________________________________________________________________________ 
 
Postcode: ________________________________ Telephone Number: ________________________ 
 
Reason for Referral: 
 
________________________________________________________________________________________________ 
 
________________________________________________________________________________________________ 
 
________________________________________________________________________________________________ 
 
Client Availability: MON am/pm TUES am/pm WED am/pm THUR am/pm    Fri  am/pm 


