Inter-Agency Meeting (IAM) 

Date: …………….  Client Name:  
  DOB: ……………  NHI: ………..

Client address: 
  Client Ph. No: ………..…………

Referrer’s Name:  

Referrer’s Ph No: …..……………………  Referrer’s Email: 

Referral Agency: 

Current Use / Last Use:
	Substance
	Amount
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	


Detox recommendation:
Detox required     YES   /   NO
Seizure history:

YES   /   NO
Previous detox history:  


Kennedy medical bed:
YES   /   NO

Thorpe House:
MEDICAL   /   SOCIAL   /   RESPITE BED

Current scripted medications AND dosage:  (check details in assessment)

	Medication
	Dosage
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	


Physical health concerns (details): 

Mental health services involved (details):  


Risk assessment:  Self harm/suicide, History of violence, Arson, Child protection issues, Sexual offending, Client vulnerability:

Previous treatment:  

Current legal status:  
  Court pending:  ….…….  Date: ……………..

Referrer recommendation for programme type:  eg residential  /  day programme  /  O/P counselling
Name of programme: 


Other comments/discussion points if required: 
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CONSENT FORM 

AUTHORISATION FOR COLLECTION & DISCLOSURE OF INFORMATION

The purpose of collecting and disclosing information is to ensure the service is able to assess your needs and the supports required to prepare a full assessment report.

I,____________________________________________, hereby consent Odyssey House, and applicable representatives thereof, to forwarding and receiving verbal and / or written reports on myself as may be deemed appropriate. 

Name_________________________________________________      DOB________________________

Please Mark (X) the boxes as appropriate (we require as a minimum the ticked items)


	AGENCY 
	

	Community Corrections


	X

	Psychiatric / Psychology Services 



	X

	Alcohol and Drug Treatment Services


	X

	Medical Services


	

	Oranga Tamariki (CYFS)


	

	Inter-Agency Meeting
(IAMS)


	X

	Family and/ Partners: Please specify : 


	

	Others : Please specify:

	


I understand that any information given or received will be held in strict confidence (Rule II of The Privacy Act 1993 and The Health Information Privacy Code 1994) and that neither Odyssey House, nor any representative thereof are at liberty to receive or release any information without my express permission to do so (Unless there is a ‘duty of care’ to do so with regard to possible risk to others
Date: 




 

Client Name: __________________________   DOB   _____________Client Signature:_______________________

Staff Name: ___________________________

Staff Signature: ___________________________
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