In-Home Withdrawal Services

Referral Form Sondel"

Care Headlth

Who is this referral for: O Myself O A client or patient O A friend

Consent to share information

The Privacy Act requires consent for the release of your information. By submitting this
form you provide consent:

e To be contacted by the Sonder team and service providers relevant to this referral
using the contact details provided.

For Sonder to seek and share information relevant to this referral.

For your information to be used for statistical and evaluation purposes to improve
alcohol and other drug services in Australia. This will include details such as date of
birth, gender and types of services you use, but will not include your name, address
or Medicare/Pension/Health Care Card numbers.

| agree to share my information with Sonder and to be
contacted using the details provided in this form.

e Aged 12 years or older

e Parental/guardian consent required for clients under 16 years

e Must not be currently pregnant

e Must reside within the designated catchment area for the address where
withdrawal will take place

Catchment area: council areas Playford, Salisbury, Tea Tree Gully, Adelaide, Burnside,
Campbelltown, Charles Sturt, Mitcham, Norwood, Payneham & St Peters, Prospect,
Unley, Walkerville, West Torrens, or Port Adelaide Enfield
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Personal details

Full Name:

Date of Birth:

Country of Birth:

Number:

Address:

Gender: Female
Male
Non-binary

Prefer not to say

o o o o o

Other:

Pronouns:

Aboriginal or O Neither
Torres Strait
Islander
status: O Torres Strait
Islander

O Aboriginal

O Prefer not to say

o o o o o

She/Her

He/Him
They/Them
Prefer not to say

Other:

Preferred
language:

Employment: O Employed (fulltime)

O Employed (part-
fime)

O Unemployed

O Notin labour force
(e.g. retired, student)

English
Other:

Interpreter
needed:

GP details

Yes

No

Name:

Practice name:

Number:
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Details of referrer

(Skip this section if this is a self-referral or if the details are the same as above.)

Name:

Practice name/workplace:
(if applicable)

Role/relationship:

Number:

Email:

Substance use concerns

What substance(s) are you worried [mi¥\lelelgle]

Cannabis
Meth/Amphetamine
Opiates

GHB
Benzodiazepine

Cocaine

O O 0o o o o O

Ofther:

How is the substance(s) taken?

(e.g. smoke, drink, ingest, sniff,
inhale)

What is the frequency of use?

(e.g. 2g per day, 1L per day, 6
cans per day, 2 bongs per day, 1
point per day)

When did you last use the
substance(s)?

(e.g. today)
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Health and wellbeing

Have you ever experienced a complicated withdrawal (detox)?

Can you tell us more about your experience of complicated withdrawal symptoms?

What did you experience? How long ago did the complications occur?

Do you have any medical conditions?

What medical condition/s do you have? How are you managing the condition/s?

Example: Diabetes, managed with medication.

Do you have any mental health concerns?

What mental health concern/s are you experiencing? How are you managing the concern/s?

Example: BPD, managed with group therapy. Depression, managed with medication.
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Accommodation

You must have somewhere to stay during the detox period (5-7 days).

The accommodation must be located within these council areas: Playford, Salisbury, Tea Tree
Gully, Adelaide, Burnside, Campbelltown, Charles Sturt, Norwood, Payneham & St Peters,
Prospect, Unley, Walkerville, West Torrens, or Port Adelaide Enfield.

Do you have stable accommodation for the detox period?

Can you tell us more about the accommodation?

Support person

As a condition of participation in the program, you are required to have a support person
during the detox period. This person must:

e Be aged 18 years or older
e Be available and able to support you throughout the detox period (5-7 days)

A member of our team wiill assist you in identifying a suitable support person if needed.

Do you understand that as a condition of program participation you
must have a support person?

Do you have someone in mind right now? O Yes O Notyet

Support person details

Name:

Relationship to you:

Number:

Please send the completed referral via email to ihws@sonder.net.au along with any relevant
documentation (Discharge Summary, Assessments). To discuss your referral, call (08) 8209 0700.

This service is funded by the Federal Government Department of Health, Disability and Ageing.
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