Strategies & Treatment for Alcohol Rehabilitation and Therapy (START)

Residential referral form 
Please complete this form in block capitals and fax back to 01423 523338 or telephone for further information on 01423 500599

Patient details 

	Surname:

Forenames:

D.o.b.


	Address:

Tel no:


Substance misuse

	Type of substance:
	Daily consumption:



	Previous detoxes:
	Periods of abstinence:




Has the patient a history of/or recently been investigated for any of the following:

	Pancreatitis:                   YES         NO
	Liver problem               YES       NO

	Seizures/fits:                 YES         NO
	Head injuries/falls         YES       NO

	Oesophageal varices:   YES         NO
	Abdomen ultrasound:   YES      NO

	CT or MRI scan:           YES        NO
	Recent weight change:   YES      NO

	TFT:                                YES        NO
	LFT with GGT:               YES     NO 

	U&Es:                              YES       NO
	FBC:                                 YES    NO 

	Investigations:                 YES       NO
	Admissions to hospital:   YES    NO 


Significant Mental Health History 

	Mental illness:               YES        NO
	Related hospital admission:   YES   NO

	Overdose:                        YES       NO
	Other suicide attempts:          YES   NO

	If YES to any of the above, please provide details:




Significant past medical history 

	Diabetes:                         YES       NO
	Heart problems:                    YES    NO

	Respiratory problems:    YES     NO
	Gastrointestinal problems:   YES   NO

	Physical disabilities:        YES    NO
	Clotting problems:                 YES   NO

	If yes to any of the above please provide details 




Prescribed medications: please attach printout if preferred)

	


GP Signature :




Print name:

Surgery stamp











