 YOUTH ALCOHOL & DRUG EDUCATION GROUP REFERRAL FORM

 Date: 


_________________________
 Name:








 Age:

______
Parent or 

Legal Guardian:











Address:












Phone #:





__



Reason












For Referral:

Referral Source:
(Agency / Individual)







Contact #:












Alcohol & Drug 










Use & History:

Prior Convictions/











Offenses:

Comments:












Please return this form to the Alcohol and Substance Abuse Council of Jefferson County,      167 Polk Street, Suite 320, Watertown, NY 13601. A free intake appointment with the  youth and parent/guardian is required before group begins.  Thank you for your support and please call with any questions or comments.

Fax:  315-788-4922




Phone: 315-788-4660

