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1. DEMOGRAPHICS

As much of this information as possible should first be obtained from records. Then any missing information should be obtained from the client:

Full Name: ……………………………………………………………………………………………………………………….……………………….….

Prison Number (if applicable): ………………………..…………..    

Date of birth: …………………………………………….……………....... 

Referrer’s Details: 

Name: ………………………………..…………...................   

Agency: …………………………………………………

Address: …………………………………………………………………………….………………………………………………………………………………………………..
……………………………………………………………………………………………………...……………………………………………………………………………………
Telephone Number: …………………………………..……..

Email: ……………………………………………………………………………………...
Care Manager’s Details (if different from above): 

Name: ………………………………………..…………...................   

Agency: ……………………………………………………...……………………………

Address: …………………………………………………………………………………………………………………………………………….………………………………..
……………………………………………………………………………………………………………………………..……………………………………………………………
Telephone Number: ………………………………….………..

Email: ……………………………………………..……………………………………….
Has the applicant had a CCA?

Y / N

Offender Manager’s Details: 

Name: ………………………………...........................................................   

Probation Area: ……………………………………………...…………………………

Address: ………………………………………………………………………………………………………………………………………………………...……………………
……………………………………………………………………………………………………………………………………………….………………………………………….
Telephone Number: ………………………………..…………..

Email: ………………………………………………….…………………………………..
Ethnicity:

[   ] White/British
[   ] Asian/Other
         [   ] Mixed White/Asian

[   ] White/Irish
[   ] Black/Caribbean      [   ] Mixed/Other




[   ] White/Other
[   ] Black/African
         [   ] Chinese




[   ] Indian
[   ] Black/Other             [   ] Other: …………….




[   ] Pakistani
[   ] Mixed White/Caribbean     





[   ] Bangladeshi
[   ] Mixed White/Black African

Housing status: 

[   ] Rough sleeper
[   ] Council/HA tenant


[   ] Sofa surfer
[   ] Supported accommodation




[   ] Hostel
[   ] Home owner






[   ] Private rented
[   ] Parent/Family
         

2. OFFENDING
Current/index offence:
Details of offence/conviction:…………………………………………………………………………………………….

Date of conviction:…………………………………..
Sentence received(months):…………………………

Prison status: 


[   ] Remand

[   ] Sentenced


[   ] Lifer
         

[   ] Licence Recall





[   ] IPP


[   ] Other: ………..……



[   ] Judges Remand

Lifer or IPP tariff (if applicable): ………………………

PPO?               Yes [   ]
   

                 Subject to a DRR/ATR?               Yes [   ]  

Conditional date of release: …………..………… Parole eligibility date (if applicable): …………….……………..

(EDR)

HDC eligibility date (if applicable): ………………………………………
Details of convictions for violence/arson/sexual offences (if applicable):

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

3. SUBSTANCE USE (based on the last 12 months of using). 
	Substance
	Age first used
	Age first used regularly

(once a week +)
	Frequency of use

(in the 12 months prior to prison)
	Dose
(if cost not applicable state amount used) 
	Usual administration If used weekly or more)

	Alcohol
	Yrs
	Yrs

Or if never tick

[     ]
	Daily

3 + times per week

Once a week

Less than weekly
	[    ]

[    ]

[    ]

[    ]

[    ]
	Amount weekly

£ 
	Smoke

Inject

Snort

Oral

Other
	[    ]

[    ]

[    ]

[    ]

[    ]

	
	
	
	
	
	Per using day

£
	
	

	Heroin
	Yrs
	Yrs

Or if never tick

[     ]
	Daily

3 + times per week

Once a week

Less than weekly
	[    ]

[    ]

[    ]

[    ]

[    ]
	Amount weekly

£ 
	Smoke

Inject

Snort

Oral

Other
	[    ]

[    ]

[    ]

[    ]

[    ]

	
	
	
	
	
	Per using day

£
	
	

	
	
	
	
	
	Per using day

ml
	
	

	Cocaine
	Yrs
	Yrs

Or if never tick

[     ]
	Daily

3 + times per week

Once a week

Less than weekly
	[    ]

[    ]

[    ]

[    ]

[    ]
	Amount weekly

£ 
	Smoke

Inject

Snort

Oral

Other
	[    ]

[    ]

[    ]

[    ]

[    ]

	
	
	
	
	
	Per using day

£
	
	

	Crack
	Yrs
	Yrs

Or if never tick

[     ]
	Daily

3 + times per week

Once a week

Less than weekly
	[    ]

[    ]

[    ]

[    ]

[    ]
	Amount weekly

£ 
	Smoke

Inject

Snort

Oral

Other
	[    ]

[    ]

[    ]

[    ]

[    ]

	
	
	
	
	
	Per using day

£
	
	

	Benzos (e.g. Valium, Tamazepam)
	Yrs
	Yrs

Or if never tick

[     ]
	Daily

3 + times per week

Once a week

Less than weekly
	[    ]

[    ]

[    ]

[    ]

[    ]
	Amount weekly

£ 
	Smoke

Inject

Snort

Oral

Other
	[    ]

[    ]

[    ]

[    ]

[    ]

	
	
	
	
	
	Per using day

£
	
	

	Ecstasy/MDMA
	Yrs
	Yrs

Or if never tick

[     ]
	Daily

3 + times per week

Once a week

Less than weekly
	[    ]

[    ]

[    ]

[    ]

[    ]
	Amount weekly

£ 
	Smoke

Inject

Snort

Oral

Other
	[    ]

[    ]

[    ]

[    ]

[    ]

	
	
	
	
	
	Per using day

£
	
	

	Cannabis
	Yrs
	Yrs

Or if never tick

[     ]
	Daily

3 + times per week

Once a week

Less than weekly 
	[    ]

[    ]

[    ]

[    ]

[    ]
	Amount weekly

£ 
	Smoke

Inject

Snort

Oral

Other
	[    ]

[    ]

[    ]

[    ]

[    ]

	
	
	
	
	
	Per using day

£
	
	

	Amphetamines
	Yrs
	Yrs

Or if never tick

[     ]
	Daily

3 + times per week

Once a week

Less than weekly
	[    ]

[    ]

[    ]

[    ]

[    ]
	Amount weekly

£ 
	Smoke

Inject

Snort

Oral

Other
	[    ]

[    ]

[    ]

[    ]

[    ]

	
	
	
	
	
	Per using day

£
	
	

	LSD
	Yrs
	Yrs

Or if never tick

[     ]
	Daily

3 + times per week

Once a week

Less than weekly
	[    ]

[    ]

[    ]

[    ]

[    ]
	Amount weekly

£ 
	Smoke

Inject

Snort

Oral

Other
	[    ]

[    ]

[    ]

[    ]

[    ]

	
	
	
	
	
	Per using day

£
	
	

	Other (write in)
………………..
	Yrs
	Yrs

Or if never tick

[     ]
	Daily

3 + times per week

Once a week

Less than weekly
	[    ]

[    ]

[    ]

[    ]

[    ]
	Amount weekly

£ 
	Smoke

Inject

Snort

Oral

Other
	[    ]

[    ]

[    ]

[    ]

[    ]

	
	
	
	
	
	Per using day

£
	
	


Is the client on substitute prescribing? If yes, please provide details, including reduction plan: ……………………..………………………………………………………………………………….……………………………
Client drug-free since (date):………………………     Detox required?    Y / N

4. health / DUAL-DIAGNOSIS 

Please list any past/current mental health issues/diagnoses (if applicable)?

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

Please list any physical health and/or mobility issues (if applicable)?

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

Medication:

Are you currently using any medication (not including substitute prescribing)?     Y / N
         
If ‘yes’ please specify: ……………………………………………………………………………………………………………..……………………………
……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

5. ADDITIONAL INFORMATION

Please use the space below to tell us anything else in support of your application.

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

……………………………………………………………………...……………………………………………………………………………………

6. DECLARATION

	I confirm that the information provided in this application is, to the best of my knowledge, true and accurate. I consent to The Forward Trust – The Bridges and National Probation Service – Humberside sharing information between them relevant to my application and contacting any of the agencies listed in this application to obtain further information that may support my application.

Applicant Name: ………………………………………………………………………………………..

Signature: ……………………………………………..     Date: ……………………………………...

If you have completed this application with, or on behalf of the applicant, please sign below.

Name of Worker: ………………………………………………………………………………………..

Signature: ……………………………………………..     Date: ……………………………………...




PUBLISHED AND PRODUCED BY


The Forward Trust


The Foundry | 2nd Floor | 17 Oval Way | London SE11 5RR











Please return completed applications


by post or fax to:





Referrals Lead


The Bridges


128 Holderness Road


Hull


HU9 1JP





Fax: 01482 588455











The Bridges, Residential drug and alcohol rehabilitation for criminal justice clients

