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Multicultural Drug and Alcohol Partnership – MDAP 
Self-Referral Form
Please complete as much of this form as you can, but if you don’t want to answer all of the questions, that is ok.Client Code (Office Use only):

TODAY’s DATE:       
YOUR INFORMATION
FIRST NAME:      
SURNAME:      

DATE OF BIRTH:        /       /      

MALE |_| FEMALE |_| GENDER DIVERSE |_|

ADDRESS (We will not send you anything in the mail):      

PHONE:      MOBILE:     

[bookmark: Text32]EMAIL:      

COUNTRY OF BIRTH:     

[bookmark: Text18]What do you need support for?:      
[bookmark: Check19][bookmark: Check21][bookmark: Check20][bookmark: Check22][bookmark: Check23]Where do you live?    Parents |_|   Friends |_|   Alone |_|  Homeless |_|    Housemates |_|  
[bookmark: Text25][bookmark: Text26]Family (other than parents, please specify)         Community Service (please specify)      
[bookmark: Text19]What drugs or alcohol do you use and how much do you use them?:      
[bookmark: Text21]Have you used services to help you use less alcohol or drugs before?  If yes, please tell us a little about it:       
[bookmark: Text22]Are you experiencing mental distress, like depression or anxiety, and do you get any treatment for it?:      
[bookmark: Check17][bookmark: Check16][bookmark: Text24]Interpreter required: Yes |_| No |_| Language and Dialect:      
Are there barriers for you to access our service? If yes, please explain:       
[bookmark: Text27]What do you want to achieve from using our service?      
[bookmark: Text28]Is there any other information you would like us to know?      
What other relevant services are you using? 
	Agency
	Type of Support provided to client
	Contact Person Name
	Contact Person Details

	[bookmark: Text29]     
	[bookmark: Text30]     
	[bookmark: Text31]     
	     

	     
	     
	     
	     

	     
	     
	     
	     

	     
	     
	     
	     



Please complete this form and email to mdapadmin@ceh.org.au 
We will respond to you within 5 working days with any follow-up questions before contacting the client.

OFFICE USE ONLY:
Date Received:
Lead worker:
Comments:
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