Recovery Transition Program
Community Referral Form

Who The Recovery Transition Program Is For

e |ndividuals aged 18 and above

e Individuals who can perform activities of daily living independently

e Individuals who have completed detox, as the Recovery Transition program does not provide medical
support for withdrawal management

e Individuals who have a confirmed start date OR application in progress to a treatment centre or
recovery program

Important Things to Know Before Making a Referral

e The program space is co-ed. Sleeping areas are separated by gender, however, individuals will interact
during groups, meals, walks and other shared activities.

e The program space is not fully accessible, a referral may be declined if the individual’s mobility or
safety needs cannot be adequately supported

e Nicotine products are permitted (disposable vapes only)

e A Urine Drug Screen will be completed and results reviewed prior to intake

e Individuals referred from hospital will require 3 days of bridging medications

e Only 2 bags per individual will be permitted as storage space is limited

e All medications will be dispensed by Mint Pharmacy: Blue Bottle for the duration of the program stay

e Electronics permitted: 1 cellphone and/or 1 large electronic device (laptop, tablet, Ipad)

o Facetime/Photography is prohibited

e All DI programs are unable to provide care for individuals deemed Beyond Level of Care (i.e. medical

needs exceed capacity), this includes:

o Inability to independently o Centralline

complete Activities of Daily Living o Dialysis

(Toileting, Transferring, Eating, o Feeding tubes

Changing) o New ostomy
o Continuous oxygen therapy o Specialized diets (soft, pureed, etc.)
o CPAP/BIPAP machine o Lacks capacity for decision making

e These items are strictly prohibited:
o Drugs and/or alcohol
o Alcohol-based products (e.g. hand sanitizer, aftershave, mouthwash, hairspray, etc.)
o Scented products (e.g. perfume/cologne, scented lotions, etc.)
o Weapons
o Outside food and/or drinks

Next Steps

e You will be notified via fax of the admission decision (accepted, waitlisted, declined) within 14 days of
the referral date. Every effort will be made to provide referral status information prior to the
requested intake date.

o If the 14 day response deadline falls on a weekend or statutory holiday, you will be notified the
following business day

e Follow-up instructions or additional information will be included with the notice of acceptance



Recovery Transition Program
Community Referral Form

REFERRAL SOURCE INFORMATION

Referral Date Staff Name
Referring Referral Type:
Agency/Program Detox
Phone No: Fax No: Contact
Email:

CLIENT INFORMATION
Client Requested Intake Date:
Name:
Gender: DOB: PHN:
Address: Pregnancy Status: | [ JN/A [ ]Yes [ |No

Routine wound care
required?

|:|Yes
[ No

If yes, specify wound care

needs:

Has the client
completed detox?
The program is unable
to support withdrawal
management needs

|:|Yes
[ INo

Any medications
prescribed as Daily
Witnessed
Ingestion (DWI)?

|:|Yes
[ INo

Bottom bunk requirement due to
mobility, medical or safety reasons:

|:|Yes
[ INo

Mobility aids used:

[ Jwalker [ ]Crutches
[ JWheelchair [ |Cane

[ ]other:

Any additional
information you
would like to share?

While not guaranteed, referrals with a confirmed start date will be given priority consideration.

TREATMENT & RECOVERY PROGRAM STATUS

Treatment Centre/

Recovery Program Name:

Applied/On Waitlist:

Confirmed: If Confirmed, Start Date:

FAX COMPLETED REFERRAL TO 403-538-6591 (ATTN: ROSC)

Submitting this referral does not guarantee intake to the program. Acceptance is based on eligibility criteria, program capacity and current bed
availability. The program reserves the right to decline referrals that fall outside its scope of service or safety parameters. Personal and health
information shared in this referral is protected under applicable privacy legislation and will be used only for intake assessments, intake decisions,
program improvement and coordination, or where required by law.
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