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Crozier House Men’s Program 
10 Hammond St.
                                                                                              Worcester, MA 01610			         crozier_referrals@ccworc.org

Thank you for your interest in the Catholic Charities Crozier Men’s Program. 
We are a voluntary 3-6-month Residential Rehabilitation Service for adult men who present with both a Substance Use and Co-Occurring Capable Disorder. If you are seeking to gain placement on our waitlist, we will make every effort to set up an interview with you.  Therefore, we ask that you, along with your clinical team, provide us with the following information to begin the referral process prior to your placement in our treatment facility. 
IMPOTANT NOTE: Please attach biopsychosocial assessment, a full medication list, Crozier Overview Form, Case Manager Questionnaire, and most recent TB screen to us at the following email address: crozier_referrals@ccworc.org
Date of Referral:   ______/_____/________ 
 
Name: __________________________________________________________  
Date of Birth:    ______/_____/________ 	Last 4 of social security number:    ____________ 
Gender _______________________  
Insurance Plan and number: ____________________________________   #: __________________________________
Referring Agency and/or Contact Person: ______________________________________________________________ 
Contact number #: _________________________________________________________________________________ 
	Are you currently prescribed any form of Medication Assisted Treatment:    ____ Yes    ____ No
If yes, name and daily dose/ mg prescribed medication:  ______________________________________________.
Prescriber Name: ______________________________________________________________________________.



	*Any food, medication, seasonal or environmental allergies:   _______ Yes   _______ No
List: __________________________________________________________________________________________________________________________________________________________________________________________________
*If anaphylaxis reaction a concern and is an Epi pen needed?



	Mental Health Diagnosis (ICD-10 codes)
1. _______________________________________ Diagnosed by: ______________________ Year: __________
2. _______________________________________ Diagnosed by: ______________________ Year: __________
3. _______________________________________ Diagnosed by: ______________________ Year: __________
Are you prescribed any medications for any of these diagnoses? If yes, please list the following information.
 Medication Name: ____________________________________ Daily dose / mg prescribed:__________________
Medication Name: ____________________________________ Daily dose / mg prescribed:__________________

Medication Name: ____________________________________ Daily dose / mg prescribed: __________________
*Include current medication list.
List past psychiatric hospitalizations:  
Date: __________________ Presenting concern: _____________________________________________________
Date: __________________ Presenting concern: _____________________________________________________




	Do you currently have a primary care physician?  _____ Yes    ______ No
If yes, Name: _______________________________________________ Date last seen: ________________________




	Other medical/ physical health conditions?  _____ Yes     _____ No
If yes, please explain: ________________________________________________________________________________
________________________________________________________________________________________________.
Are you prescribed any medications for any health conditions? If yes, please list the following information.
 Medication Name: ____________________________________ Daily dose / mg prescribed: __________________
Medication Name: ____________________________________ Daily dose / mg prescribed: __________________
Medication Name: ____________________________________ Daily dose / mg prescribed: __________________





	Do you have an income?   _____ Yes   _____ No                             Are able to work and/ or volunteer? _____ Yes _____ No
Do you have family and friend supports? _____ Yes _____ No 
Do you have current legal issues pending? _____ Yes _____ No
If yes, please explain: open cases, warrants, probation, parole, which district court?
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


                                                                         
                                                                                     Substance Use History
	Identify substances of choice: 
	
	

	Primary: 
	Secondary: 
	
	

	Tertiary: 
	Quaternary: 
	
	

	Drug 
	Alcohol 
	Heroin 
	Cocaine 
	Crack 
	Benzos 
	Meth 
	Marijuana 
	Other 
Opiate 
	Other 

	Amount used 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Frequency  
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Method of use 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Age at first use 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	Date of last use 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	How many times have been in treatment for substance use disorder? 
	
	

	Hosp. 
	Detox 
	CSS 
	TSS 
	Res. LOC 
	Sober 
Living 
	Sect 35 
	DUI/OUI  
	
	Out-
Patient 
	
	Partial Hosp.  
	Peer Support 

	 
	 
	 
	 
	 
	 
	 
	 
	
	 
	
	 
	 


This section must be filled out by the applicant!
	Please explain what you would like to gain from your treatment at Catholic Charities Crozier Men’s Program: 
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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