
Referral Form 2022

Rialto Community Drug Team

Family Details:  Parents / Guardians and Children 

Name Date of Birth  Family Relationship

Address:___________________________________________________________

Contact phone number:________________________________________________

Details of anyone else living within the family home: __________________________

___________________________________________________________________

Please complete if relevant and the parent(s) is not living in the family home

Address: ____________________________________________________________

Contact phone number:________________________________________________

Referrer Details

Name of referrer:
Job Title:
Name and Address of organisation:

Contact phone number:
Email address:
Relationship with the family:
Duration of time family are known to you:
Are the family aware of this referral:



Reasons for Referral: (Presenting issues. Please be as specific as you can)

___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________

Is there any further information which would beneficial for us in working with this 
family?

___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________

We ask that the referring agency remains linked in with the family and our service for
the duration of therapy. Is this a commitment that you and your organisation will 
undertake?    Yes/No

Signature: ________________________  Date: ________________________

Please ensure that all relevant sections are completed.

Thank you for taking the time to complete this referral. Please return it to Rialto
Community Drug Team and we will contact you.

Familyworks

Rialto Community Drug Team, Rialto, Dublin 8

Contact phone number: 01-4540021

alan@rcdt.ie


