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AADAP, Inc.
People Need People

      (Asian American Drug Abuse Program)

_____________________________________________________________________________________

Youth Outpatient Treatment Drug Referral 
Check One (If unsure leave blank): ( Drug Education Classes 
                        

      ( Drug Counseling/Treatment 
Date:



Referring Agency/School:







Referring Contact person:



Phone:




Ext:


____________________________________________________________________________________________

*Client/Participant Name:






Gender:

*Age: 


Parent/Care Giver’s Name:


            Relation to child: 





Ethnicity: 




Primary Language:   




   
Address:






City/Zip:





Home Tel:



Work Tel:



Cell:  





*Medi-Cal #:




*SS#:




*DOB:



Reason for referral:  Check off box and the appropriate symptoms and behaviors

	(  Drug exposure or risk

(  Drug use

(  Drug possession or sales

(  Drug paraphernalia

(  Drug overdose history
(  School truancy or tardiness
(  Grades:  dropping or failing

(  Poor concentration, easily  

     distracted or forgetful


	(  Trouble getting off of probation

(   Defiant or trouble with authority

(  Conflicts with family

(  Curfew problem

(  Withdrawn or isolates from others

(  Runs away from home

(  Fighting, hurts or hits others

(  Irrational anger or irritability

	(  Overly energetic or loss of energy
(  Difficulty sitting still

(  Appears to hear voices or sees things 

      others cannot see

(  Does not sleep or sleeps too much

(  Does not eat or eats too much

(  Trauma(s):_______________________
(  Other:___________________________



Additional Comments:













I, (Signature of child/youth): _____________________________________, give permission to AADAP to contact me regarding substance abuse services on (Date): _________.

I (Signature of parent/legal guardian if available)______________________, of the above named child/minor, give permission to AADAP to contact me regarding substance abuse services and to follow up with the referring agency regarding access to services for my child on (Date):____________.

1)  Please fax form to:  YOT Admin Assistant at (310) 768-4170

2)  Or, you may have parent/guardian contact us (310) 768-8018  

3)  AADAP will contact parent/guardian if 1) signature is present, and 4) AADAP has not heard from the parent or minor.  Screening process is required to determine program eligibility
13931 S. Van Ness Ave


Gardena, CA 90249


Tel: (310) 768-8018


Fax: (310) 768-4170
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