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SUBSTANCE ABUSE REHABILITATION PROGRAM


SAMPLE

SARP REFERRAL FORM

I, _______________________________, agree that I will not harm myself or another person before my next appointment. I understand that there are alternatives to suicide and that there are resources available to me. Should my suicidal thoughts return or intensify, I will seek the help of a peer, supervisor, staff member, or medical professional at the agencies listed below. 

______________________________________________________
____________

(PATIENT’S NAME)
 (DATE)

______________________________________________________
____________

 (WITNESS)
 (DATE)

This patient has been informed regarding available supportive resources and alternatives to suicide. These include:

MENTAL HEALTH DEPARTMENT--------------------------------------

SICKCALL----------------------------------------------------------------------

CARE PLUS CLINIC---------------------------------------------------------

CHAPLAIN----------------------------------------------------------------------

FAMILY SEVICE CENTER-------------------------------------------------

ON BASE AMBULANCE (SUBASE FIRE DEPT)---- ----------------

OFF BASE AMBULANCE (INCLUDING NAVY HOUSING) -------

CRISIS LINE--------------------------------------------------------------------

This case has been discussed with Dr.___________________________, the on-all  mental health provider at________________________________________.   The recommended disposition:


a) Immediate evaluation by the on-call provider


b) 72-hour evaluation by the on-call provider


c) Routine evaluation by a mental health provider

Patient Name                                                                           Rank/Grade                            Sex

______________________________________________________________________________________

SSN/Identification Number                                                    Status                                      Date of Birth

______________________________________________________________________________________

Branch of Service                                                                   Organization

______________________________________________________________________________________

Sponsor’s Name                                                                     Relationship to Sponsor
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        Enclosure (18)

