
Parenting Awareness and Drug Risk Education  

Referral Form  

Client Information:        Date: ______________________________ 

Name: ________________________________________________  Date of Birth: ___________________________________ 

Phone: ___________________________________ Alternate Phone: ____________________________________________ 

Address: _____________________________________________________________________________________________ 

City/State/Zip: _______________________________________________ County: __________________________________ 

  Investigations  

  FBSS 

  CVS  

Referring Agency Name: ________________________________________________________________________________ 

Staff Name & Position: __________________________________________________________________________________ 

Office Phone: ______________________________  Alternate Phone: ____________________________________________ 

Email Address: ________________________________________________________________________________________ 

Referred to: ___________________________________________________________________________________________ 

Reason for Referral: ____________________________________________________________________________________ 

CLIENT IS: (check ✓)    EXPECTANT FATHER?  CURRENT FATHER? 

    EXPECTANT MOTHER?  CURRENT MOTHER?  

Youngest child’s Date of Birth: ______________________________________ 

Has client had current or past involvement with Child Protective Services?      YES   NO 

Consent to share information:  

I, _______________________________ agree to allow _________________________________________________ to share AND  
                           (print name)                                                                                                                 (Name of referring agency) 

receive pertinent information regarding my referral to the San Antonio Council on Alcohol and Drug Awareness.  
 
_________________________________________________________  _____________________________________________ 
Client Signature        Date Signed  
 

_________________________________________________________  _____________________________________________ 
Referring Staff Signature       Date Signed 

For Office Use: 
Notes: ________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________  

Email form to: 
Diana Boone, Program Director  
dboone@sacada.org  7500 U.S. Highway 90 W., Suite 201 | San Antonio, TX 78227  

(210) 225-4741 | www.sacada.org 
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