Xxxx JOB CORPS CENTER

TEAP REFERRAL FORM/SUSPICION/BREATHALYZER 
	Student’s Name:
	     
	Dorm:
	     
	  Counselor:
	     

	  Student ID#:
	     
	                 DOE:
	     
	  DOB:
	     

	Date of Referral:
	     
	  Referred by:
	     
	


TEAP REFERRAL BECAUSE:
 FORMCHECKBOX 
Engaged with Known Users       

 FORMCHECKBOX 
 Talk of Relapsing

 FORMCHECKBOX 
 Student wants to self-refer to TEAP
 FORMCHECKBOX 
With Others with Intent to Use 

 FORMCHECKBOX 
 Threats to Use    
 
 FORMCHECKBOX 
 Other: 
 FORMCHECKBOX 
Intercepted/interrupted Attempt to Use  
 FORMCHECKBOX 
 Seen in High Risk Places (such as witnessed in a bar or liquor store)
REFERRAL FOR SUSPICION TESTING BECAUSE OF MULTIPLE AND NOTABLE SIGNS OF USE:

Recent use of Alcohol/Drugs as Evidenced by (Check all that apply):

 FORMCHECKBOX 
Aggressive Behavior         
 FORMCHECKBOX 
Slurred Speech             
       FORMCHECKBOX 
 Poor Coordination            FORMCHECKBOX 
 Staggering

 FORMCHECKBOX 
Drowsiness/nodding off repeatedly

  FORMCHECKBOX 
Non-responsive Sleep  

 FORMCHECKBOX 
 Odors of Substances    
 FORMCHECKBOX 
 Bloody Nose
 FORMCHECKBOX 
Changes in Personality


  FORMCHECKBOX 
Loss of Motivation
      
 FORMCHECKBOX 
 Poor Performance       
 FORMCHECKBOX 
 Irritability

 FORMCHECKBOX 
Dry Mouth or Dehydration   

  FORMCHECKBOX 
Poor Judgment
     

 FORMCHECKBOX 
 Possess Paraphernalia       FORMCHECKBOX 
Dilated or Pinpoint Pupils

 FORMCHECKBOX 
Change in Behaviors/Inappropriate acts
  FORMCHECKBOX 
Rapid Mood Changes  

 FORMCHECKBOX 
 Bloodshot Eyes           
 FORMCHECKBOX 
 Excessive scratching
 FORMCHECKBOX 
Poor Thought Organization/Confusion
  FORMCHECKBOX 


      

 FORMCHECKBOX 



 FORMCHECKBOX 
Other:
Incident Report Written?  FORMCHECKBOX 
Yes   FORMCHECKBOX 
No     Incident Report Sent to TEAP?   FORMCHECKBOX 
Yes     FORMCHECKBOX 
No

ALCOHOL TEST RESULTS (Attached printout from breathalyzer)
	READING 1
	TIME
	READING 2
	TIME
	READING 3
	TIME

	     
	     
	     
	     
	     
	     


NAME OF STAFF PERFORMING TEST:      



/







(Print Name)


(Signature)

TEAP USE ONLY

	Relevant Clinical Factors:
	     

	Recommendation for Testing:
	     

	Date:     
	Signature:     


CENTER DIRECTOR/DESIGNEE USE ONLY

 FORMCHECKBOX 
DRUG TEST OR     FORMCHECKBOX 
TEAP PROGRAM

 FORMCHECKBOX 
 Explain Decision:      


Center Director's Signature:_______________________________________ Date:_________________________

Final Disposition: ________________________________________________________________________________
	TEAP Specialist Signature:
	


SEND TO WELLNESS FOR INCLUSION IN SHR
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[Type text]
[Type text]
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