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Residential Rehabilitation Centre for Women with Children
147-149 Newport Road, Roath, Cardiff CF24 1AG
Tel: (029) 2041 5400 Fax: (029) 2041 5401
www.ashcrofthouse.org.uk

Referral for admission to Ashcroft House AAQ2

For completion by referring agency

Please tick as appropriate  SSD Adult: O SSD Child: Q Other: O

Private and Confidential
CLIENT INFORMATION (MOTHER)
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DETOX ARRANGEMENTS

Will the cIieEB:omplete detoxification before being admitted to Ashcroft House?
Yes No

Ifyes, Where? ... e Expected date .............c.coeevennnn.

If no, is community based detox requested at Ashcroft House? O Yes O No

If detox not applicable, please tick

CHILD(REN) INFORMATION

Full Names of child(ren) with dates of birth and address:

Child 1 First Name Surname Date of Birth

Please give the details of any care orders and state what type of order they are on:

L@ 311 o PP
Children’s GP (if different from above)...........c.coiii i,
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Telephone ... FaX e

ChildCare SOCIAI WOTKET ... . v ettt e e e e e e e e e e e e et e e

[ TeT o =Y o Tos YA ot 7 Tod o TU 441 o =Y PP

Names and addresses of other agencies involved e.g. probation, solicitors:
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Please attach brief history of client and her children.

FUNDING INFORMATION
Team Manager/funder adult... ... ... e

A0 [0 | (=TT

Has funding already been agreed for the family? YesD NOO
Will the client be undergoing detoxification in Ashcroft House? Yes O No O
Name of detoxification FUNEr....... ... e e e

(For community based detoxification at Ashcroft)

Name (PRINT) ..o e e e e e Date .....ovviiiiii
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