
         

 

 

                                    
                       

         

         

Referral Form for Recovery Support Services 

Referred by Name/Agency:Referral Date: 

Client Name: Client Number: 

Date of Birth : Client Phone: 

Client Address: 
Ages:Sex: M F Other Prefer not to answer Children? Yes No 

SUD treatment? Yes No If so, where? Drug Court? Yes No 

Employed: Approx income: 

Client is aware of referral? □ Yes □ No It is preferred that client agrees to referral 

Reason for Referral (check all that apply) 

□ Alcohol &/or drug use □ At high risk of relapse □ Desire/willingness to work towards sobriety 

□ Assistance w/resources □ Help obtaining treatment □ Connection with recovery community 

Services Needed 

□ Peer Support □ SCC 
□ Safe Station (access inpatient tx) □ Recovery Support - “Sweet Baby” 

844-663-7337 

Should individual be seen in public location? Yes No 

Please fax to 410-632-5682 Attn: Alexis Brewington or email Worcester.Referrals@maryland.gov 

Referral Accepted: YES NODate Reviewed: 

Assigned to: 

mailto:Worcester.Referrals@maryland.gov
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