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CHARLFORD
HOUSE





Charlford House Society for Women

Referral Form
(To be completed by referral agents only)
MISSION

Our mission is to provide women with a safe, healthy and caring environment in which to experience recovery

VALUES

We foster respect, compassion, and dignity among our clients, staff, board and volunteers. 

We embrace recovery as having a profound impact on individuals and their families. 

We cultivate peer relationships and mentoring in our highly structured living environment. 

We support community integration through attendance at Alcoholics and Narcotics Anonymous meetings outside our facility.

VISION

To stop the cycle of dependence by increasing resources available to women entering into recovery.  

To provide a professionally staffed home in a non institutional atmosphere. 

To inspire hope and establish lifelong relationships with the women and families we serve

Referral Source Information

Referral Date: __________________ Made by: ______________________ 

Agency/Health Authority: _______________________________________  

Agency Address: ______________________________________________
_____________________________________________________________
Telephone: (   ) _______________________________________________​​_
 Fax: (    ) ___________________E-mail ____________________________ 

Client Personal Information 

Name: ______________________________ Middle Initial _____Age: ___ 

Other Names used: _____________________________________________

D.O.B. __________ S.I.N. # _____________ PHN# __________________ 
Birth Certificate: yes(  no (   SIN Card  yes(  no(
Picture I.D:  yes (  no (             Medical card: (yes (no 
Phone: ____________________ E-Mail ____________________________ 




Client Address: _______________________________________________
Postal Code:________________________

Client Citizenship: ___________  Country of Origin: _________________

Emergency Contact: __________________ Relationship: ______________

Clean Date: ________________________

Reason(s) for Referral: 

_____________________________________________________________ 

_____________________________________________________________  

_____________________________________________________________ 

A&D Counselor: ____________________Agencies: ___________________

Phone: _____________________

Other Recovery / Treatment Programs client has attended:

Program/Year: _____________________________
Outcome/Comments: _____________________________________________

_______________________________________________________________

Program/Year: _____________________________
Outcome/Comments: ______________________________________________
Recovery support (sponsor/home group?):  ______________________________
________________________________________________________________
1st drug of choice enter #1, 2nd drug of choice enter #2 and so on: 

alcohol   cannabis   hallucinogens   cocaine  heroin  amphetamines   
tobacco    fentanyl  
  other  (please specify) ___________________________

Age of Onset:  alcohol   cannabis     hallucinogens  cocaine 
      fentanyl    heroin     amphetamines  tobacco   other  
Poly Drug Use Presently:  Y    N  
Injection Drug User:         Y    N  
Methadose Maintenance:  Y      N 
Suboxone Maintenance:  Y     N  
Drug Withdrawal:  Y     N
Alcohol Withdrawal: Y      N
 Methadose _________ mg Taken since __________________ 
 Suboxone _________ mg Taken since __________________ 
Addictions Physician:_________________________________

Phone #: _________________________ Fax #:_____________ 
Clinic/Program: ______________________________________ 
Other Problematic Addiction(s) / Behavior(s)

(check all that apply)

 Electronics / Internet

 Gambling

 Hoarding

 Pornography

 Relationships

 Sex

 Shopping / Spending

 Stealing / Theft

 Other:

 Other:

Primary Problematic Behavior(s): 
______________________________________________________________________

Longest Abstinence Achieved: 
______________________________________________________________________

Current Risk of Relapse:  Very Low  Low  Moderate  High  Very High 
Comments: _______________________________________________________________________


_______________________________________________________________________
_______________________________________________________________________

_______________________________________________________________________
_______________________________________________________________________

Safety Concerns / Impacts of Violence

Domestic Violence (Family of Origin) Past  Recent  Current  Never  Unknown 

Domestic Violence (in Relationships) Past  Recent  Current  Never  Unknown 

Sexual Abuse/Assault Past  Recent  Current  Never  Unknown 

Other Violence: __________________________________ Past  Recent  Current  Never 

Client has been violent with others: __________________ Past  Recent  Current  Never 

Current Restraining / No Contact Order(s): No  Yes  Required  

Victims Services Involvement: No  Yes  Required 

Please provide any other information relevant to current safety concerns or any current or 

on going impacts that violence may have on client’s/self current recovery processes: 

____________________________________________________________________________
____________________________________________________________________________

____________________________________________________________________________

Probation/Parole Officer: ______________ Phone ___________________ 
Dependent Child(ren)?

No  Yes  How Many: __________
 Living with separated spouse/partner  Living with other family member(s)

 In foster-care    MCFD involved
Social Worker: __________________ Phone __________________________  

Email_________________________
Family and Social History and Support: 

_______________________________________________________________ 

_______________________________________________________________
Occupation: _____________________________________________________
Educational Details: _______________________________________________ 

Marital Status: ____________________________________________________

Details of Funding: 
 Self-Pay: Y  N    F/T Employed      P/T Employed    

 Not in the Labour Force                  Unemployed
 MSD (Income Assistance)

 Basic  PPMB  PWD  
 Employment Insurance
EI Expiry Date: ____________________

 Canadian Pension Plan CPP – monthly amount: __________________
 Direct Deposit?  
 EAP / Private Insurance EAP / Ins. Carrier: ______________________
Agency: __________________Contact: _________________________________ 
Phone: ___________________ Address: ________________________________
Accommodation Fee Subsidy?   Yes    No      Child tax credit? Yes    No  
Family Maintenance? Yes   No    Family support? Yes  No 
Mental Health / Medications

__________________Diagnosed  Never Assessed  Suspected  Assessment Recommended 

__________________Diagnosed  Never Assessed  Suspected  Assessment Recommended 

__________________Diagnosed  Never Assessed  Suspected  Assessment Recommended 

_________________ Diagnosed  Never Assessed  Suspected  Assessment Recommended 

_________________ Diagnosed  Never Assessed  Suspected  Assessment Recommended 

Anorexia: Diagnosed   Never Assessed  Past  Recent  Never  Current 

Over-Exercise: Past  Recent  Never  Current 

Bulimia: Diagnosed  Never Assessed  Suspected  Purging Past  Recent  Never  Current 
Laxative Misuse: Past  Recent  Never  Current 

Suicidality: Past  Recent  Never  Current  Comments: _____________________________

Attempt(s): Past  Recent  Never  Current  ______________________________________

Ideation: Past  Recent  Never  Current  ________________________________________

Self-Harm: Past  Recent  Never  Current  Comments: _____________________________

Incident(s): _____________________________________________________________________ 

Ideation: ______________________________________________________________________ 

______________________________________________________________________________

Recent Hospitalizations: ______________________________________________________________________________

_______________________________________________________________________________

most recent incident dates(s), etc.

which hospital, year / date of admission/exit, reason for admission.
___________________________________________________________________​​__ 

_____________________________________________________________________ 

Medical Conditions/ Communicable Infections 

 Acquired Brain Injury 
 HIV 
 MRSA: Medical Clearance required if MRSA has been active w/in 12 months
 Degenerative Disc Disease 
 HEP-C 
 TB: Date of last test: ______________  TB Positive  TB Negative
    TB test results required; Please attach original (if faxing, facsimile will be accepted)
 Chronic Pain 
 ALLERGIES (Medications, Food, Environmental)
 Fetal Alcohol Spectrum Disorder 
Special Needs / Challenges: ____________________________________________________________ ___________
Special Dietary Needs: ________________________________________________________________________ 

Please note: in the event that you are not honest with the above disclosure you will 

be subject to discharge. If any medical issues arise during your stay her that prevents full participation for any length of time 

you will be asked to leave and return when fully recuperated.    

Upon intake all medications/prescriptions will be moved to Safeway Pharmacy  

at Kensington Mall .fax 604-291-1339
Dr. __________________________Phone _______________________________

Current Meds:

1. _________________________ Reason: ______________________________

2.  _________________________Reason: ______________________________

3. _________________________ Reason: ______________________________

4. _________________________ Reason: ______________________________
Allergies: ________________________________________________________

TB test results required, please attach original (if faxing, facsimile will be accepted) 
HoNOS

Using the table below, score the listed problems within the last 2 week period:

0=no problem within the period rated

1=sub-threshold problem

2=mild but definitely present

3=moderately severe

4=severe to very severe

Overactive, aggressive, disruptive behavior 
Non-accidental self injury 
Problem drinking or drug taking 
Cognitive problems 
Physical illness or disability problems 

Problems with hallucinations and delusions 

Problems with depressed mood 

Other Mental & Behavioral problems   

    ( specify disorder: ABCDEFGHI or J)   

A phobic B anxiety C obsessive-compulsive D stress E dissociative

F somatoform G eating H sleep I sexual J other

Problems with relationships 

Problems with activities of daily living 

Problems with living conditions 

Problems with occupation and activities 

Level of Motivation for Recovery: 
Excellent   Good    Fair   Poor  
Additional Comments: ______________________________________________

_________________________________________________________________ 

Client Signature: ____________________  Date _________________________
Please fax to: 604-420-4629

Or mail to: 6845 Kitchener Street, Burnaby, B.C. V5B 2J8

Phone: 604-420-4626

E-mail: linda@charlfordhouse.ca
E-mail: kaela@charlfordhouse.ca
website: www.charlfordhouse.ca
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