 ES-4412 
07-23
 Solutions Recovery Care Coordination (SRCC) EES Referral, 
Report and Turn-Around Document

________________________________________________________________________
(This form is to be sent via encrypted email to DCF.SBDT@ks.gov with the client’s home region as the subject line)
	Client Information

	Client:      
	Client ID #:      
	Date:      

	Address:      

	Telephone #:      

	SBDT:       
	Email: DCF.SBDT@ks.gov

	Telephone #: 785-559-0344

	SRCC:      
	Email:      
	Telephone #:      

	DCF Service Center:      
	TANF Months:      

	Local Career Navigator Name:      


	Orientation Results

	SASSI indicates high probability of having a substance use disorder.
	 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No

	Does the SASSI indicate current (within last 12 months) illicit drug use?
	 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No


	Substance Use Assessment 

	SUA Appointment:
	Date:     
	Time:     
	Place:     

	Did client attend SUA appointment?
	 FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No      FORMCHECKBOX 
 Refused      FORMCHECKBOX 
 Rescheduled

	Date SUA Completed: 
	     
	Date Rescheduled:      

	SUA Results:



	     

	If client was referred for treatment services, where were they referred?
	Program:     

	
	Admission Date:               Admission Time:      

	Client referred for a UA?  FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No
	Referral Date:          

	UA Site:      

	UA Test Date:      
	UA Test Time:      


	SBDT Referral

	UA results: 
	 FORMCHECKBOX 
  POS     FORMCHECKBOX 
 NEG    FORMCHECKBOX 
 Controlled substance   FORMCHECKBOX 
 Did Not Show      

	
	If positive, for what substance(s):      
*SBDT will communicate to SRCC the UA results for utilization in the consideration of appropriate treatment options.


	Change In Client Status (Please check all that apply)

	Cash closing for:
	Penalty  FORMCHECKBOX 

	Life-time  FORMCHECKBOX 

	Income 
 FORMCHECKBOX 

	Client Request     FORMCHECKBOX 

	Other:      

	Client remains eligible for SRCC services:
	 FORMCHECKBOX 
  Yes      FORMCHECKBOX 
 No
	Transitional Case Closure Date:     


	Service Delivery Journal

	Date
	Notes
	Entered By

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


