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Client Referral Form for Footsteps and Back on Track  
 

Please ensure all fields are entered correctly with appropriate information 
 
Checklist  
  

o Does the client meet the Criteria? 
• 18 years or older 
• Current significant harmful alcohol and/or drug use 
• Not a risk of harm to self or others 
• No convictions of sexual assaults 
• Voluntary and wanting to change 
• No monitoring devices 
• Pre-entry non-refundable payment (must be able to make payment if accepted) 

 
Name of Person being Referred:           
 
Preferred Name (Alias):            
 
DOB:  ______________________    Age: ___________    
 
Current Pronouns:      She / Her /Hers         He/ Him/His          They / Them / Theirs 
 
    Ze / Hir / Hirs.        No Pronouns.          No Preference      Not listed 
 
Sex Assigned / presumed at birth: _______________________ (For medical purposes) 
 
In the persons own words, what is the persons Gender Identity:     
 
Address:              
 
State:        Post Code: ____________________ 
 
Phone Number:  ___________________ Alternative Phone Number:     
 
Email Address: ____________________________________________________________________ 
 
Medicare Number:       Reference number:    Expiry: _______ 
 
Centrelink Reference Number (CRN): __________________________   Expiry: ______________ 
 
Does this person identify as Aboriginal or Torres Strait Islander?  Yes   No 
 
Does this person identify as Culturally and Linguistically Diverse?  Yes   No 
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Language spoken at home: ___________________________________  
 
Is an interpreter required?         Yes   No 
 
Any Cultural considerations:          Yes   No 
 
If yes please comment: _________________________________________________________ 
 
Is this person –    Homeless/ Couch Surfing   Home Detention 

  Renting      Incarcerated   
  NFA 

 
Is this person registered for Closing the Gap?     Yes   No 
 
Is the person registered for NDIS?       Yes   No 
 
Has this person been to an ADAC rehab before?                            Yes   No 
 
If yes what year and name of the Rehab______________________________________________ 
 
Does the person have a MyGov account set up?     Yes   No 
 
For Centrelink reporting purposes would the person agree to  
setting up a MyGov account?       Yes             No 
 
Has the person been referred to other rehabilitation services?   Yes     No 
 
If “Yes”, Where had the person been referred? ________________________________________ 
 
When was the person referred? (Date) _______________________________________________ 
 
Reason for Referral to ADAC residential program :      

             

             

             

             

             

             

              

 



 

 
 
 

WARNING: Only the copy in the Master Document List is controlled.  
To ensure that paper copies are current, check the revision number against entry in that list. 

Doc No:  101134 
Revision No: 10 
Review Date: 29/7/2027 

3 

 
Current Drug use: 

Drugs used 

 
What is the 
type of Drug 
/Alcohol you 

use? 

How 
much do 
you use? 

How do 
you use? 

(IV/ 
Smoke/ 

Drink/etc.) 

How 
often do 
you use 

When 
did you 
last use? 

Have you 
used drugs 
or drunk 
like this 

for a year? 

Age of 
First 
Use 

Alcohol        

Amphetamines        

Cannabis        

Benzodiazepines        

Inhalants        

Opioids        

Other Drugs 

(includes non-
prescription) 

       

Tobacco        

 

The following must be sent with the referral for it to be processed. 
 

• If applicable Mental Health / NDIS care plans 

• If applicable DASSA summary 

• list of current prescribed medications. 

• If applicable a copy of Criminal summary 

• If applicable copy of Bail agreements 

• Letter from GP stating that persons physical or mental health would not exclude them 

from participating in Rehabilitation programs. 

• Clients signature on the referral 
 
 
If the person is accepted into the program there are two options of payment, please select the following method: 
 

  Direct Bank Transfer to ADAC 
 

  Centrepay 
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Please indicate your preferred Rehab by ticking the box. 
 
Completed referrals to be emailed to the selected Rehab: 

  

Footsteps   (Port Augusta)    Please email:      intake.footsteps@adac.org.au 

      More information:      Intake Officer on: (08) 8641 2116 

    
 
 
Back on Track  (Adelaide)    Please email:       Adelaide@adac.org.au 

More information:     Back on track on: (08) 7118 0950 
 

 

 
Name of Referrer: _________________________________________________________________  
 
Position: __________________________________________________________________________ 
 
Organisation:______________________________________________________________________ 
 
Phone Number: _______________________ Email: ______________________________________ 
 
Signature of Referrer ______________________________ Date of Referral __________________ 

 
Signature of Person being Referred _____________________________ Date _________________ 
 

 
 
 

Any information missing on the referral form will cause delays in form being processed. 
 

Please be advised that it may take up to two weeks for a response after submission. 
 
 

              
Admin Use: 
 
Date referral received:_________________________________ 
 
 


