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4Real County Durham Young People Drug and Alcohol Screening Tool


Please tick all relevant boxes and answer all relevant questions which apply to young person’s current substance use.  If you are referring to 4Real; this should be explained to the young person.  If you need to make a referral, please email this form to 4real@durham.gov.uk or call 0191 3895940 or fax 0191 3895979.
	Alcohol
	Cannabis
	Key

	Age Of Young Person
	In Last Month
	Weekly
	Daily
	Use with friends
	Use Alone
	Age Of Young Person
	In Last Month
	Weekly
	Daily
	Use with Friends
	Use Alone
	
	If red is highlighted an immediate referral to 4Real is required.

	 Under 14
	 FORMCHECKBOX 


	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Under 14
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	
	If amber is highlighted consultation with 4Real is required.

	14-15 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	14-15
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	
	If green is highlighted a brief intervention session may be given to the young person in relation to the substance used. Contact 4Real for advice if needed

	16 and Over
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	16 and Over
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	 FORMCHECKBOX 

	
	

	

	Further Questions regarding alcohol use.

	How old was the young person when they first drank alcohol? (without parental supervision)
     

	How often does the young person drink alcohol?
     

	Has anyone ever been concerned about how much alcohol the young person drinks?

	Has the young person ever missed school/college, have they ever injured anyone or themselves due to alcohol consumption/hangover? (if yes please provide brief details)



	

	Use of the Following Substances Calls For Immediate Referral to 4Real Regardless of Age

	     

 FORMTEXT 
     

 FORMTEXT 
     
Ecstasy                             FORMCHECKBOX 

	Mushrooms/LSD                               FORMCHECKBOX 

	Gases/Solvents/Aerosols      FORMCHECKBOX 

	Benzodiazepines                  FORMCHECKBOX 


	Amphetamines                 FORMCHECKBOX 

	Cocaine                                              FORMCHECKBOX 

	Crack                                       FORMCHECKBOX 

	Prescription Drugs               FORMCHECKBOX 


	Mephedrone                     FORMCHECKBOX 

          
	Heroin                                                FORMCHECKBOX 

	Subutex/Methadone               FORMCHECKBOX 

	Steroids                                FORMCHECKBOX 


	Legal Highs/                    FORMCHECKBOX 

Research Drugs
	Young Person Using                          FORMCHECKBOX 
Multiple Substances
(please tick any which are appropriate)
	Ketamine                                 FORMCHECKBOX 

	Other  (please contact        
4Real with details of            FORMCHECKBOX 

Substance)

	4Real Referral Form



	Referrer’s Details:

Name:                    Service:                  Contact Number:              Email address:      

	Young Persons Details:

	First Name(s)              Surname:               Previous Names (if any):                Age:          Date of Birth:               Gender:  M  FORMCHECKBOX 
     F  FORMCHECKBOX 
              
Ethnicity: FORMDROPDOWN 
                       Religion:  FORMDROPDOWN 
                                                         

Address:                                                               Post Code:      
Telephone:                     Mobile:                        Email:                            Young person’s preferred method of contact: FORMDROPDOWN 

School Attended:                    Is the young person registered with a GP?            Yes  FORMCHECKBOX 
       No  FORMCHECKBOX 
     If yes, provide name and contact details if Known. 
GP:                  Medical Practice:                        Parent/Carer Name:                             

Parent/Carer Address (if different):                         Post Code:                      Parent/Carer Phone No:      
To your knowledge are there any other services working with this young person?      Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 
     
If yes, please give name of service, nature of service and contact details if known. 
     

	Please briefly describe the reasons for referral including the details of any substances used and how frequently:
     
Has a CAF been completed Yes   FORMCHECKBOX 
    No  FORMCHECKBOX 

If no, why? (If no how do you know this is the correct referral)     

	Has the young person consented to this referral being made? (COMPULSORY) Yes  FORMCHECKBOX 
    No  FORMCHECKBOX 

Are the young person’s parents aware of this referral being made?                 Yes  FORMCHECKBOX 
   No   FORMCHECKBOX 

Are there any known/perceived risks to young person/family/environment?    Yes  FORMCHECKBOX 
  No    FORMCHECKBOX 
  If yes, please give further details:      

	Young Person’s Consent

Name:                                  Signature:                                          Contact Number:                 Date:      


(If the Young Person is under 14 years of age Parent/Carer Consent MUST be gained)

Parent/Carer Consent:

Name:                                 Signature:                                           Contact Number:                  Date:      








NB. If you feel there is more information you wish to add please attach details to referral. 
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