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Leominster’s Women’s Program
		196 Mechanic St.
 	Leominster, MA 01453
Ph: 508-754-1865


Thank you for your interest in the Catholic Charities Leominster Woman’s Recovery Program
We are a voluntary 3-6-month Residential Rehabilitation Service for adult women who present with both a Substance Use and Co-Occurring Enhanced Disorders. We ask that you, along with your clinical team, provide us with the following information to begin the referral process.
*Please attach current face Sheet, Biopsychosocial assessment, Nursing assessment, this application completed in full by applicant, current medication list and most recent TB screen and send to the following email address:  LWP_referral@ccworc.org


To be completed by the Referring Agency.
(Potential residents will be completing the Interview Stage.)

Date of Referral:   ______/_____/________
Referring Agency/Provider: ______________________________________________________________________________
Referral Contact Name/Tile: _____________________________________________________________________________
Referral Contact Number: _______________________________________________________________________________

Full Legal Name of the Resident being referred: __________________________________________________________

Preferred Name (if applicable): __________________________________________________________________________

Date of Birth: ________/________/_______ 							Age: ______________
Social security number: _______ - _____________ - _________
Gender Identity (optional): _____________________ 		Sexual Orientation (optional): __________________        
Pronouns (optional): ___________________________
Insurance Plan and number: __________________________________   #: ______________________________________
Do they have a legal guardian or conservator? ☐ Yes or ☐ No
If yes, please describe and give contact information: ______________________________________________________

Mental Health Diagnoses
Please do not put any “patient/client reports” diagnosis/symptoms. 	
MH diagnoses (not symptoms) from a provider they are currently seeing or have seen in the past (for mental health, psychotropic medications, or inpatient hospitalization)
1. __________________________________ 			Diagnosed by: _____________________  
2. __________________________________ 			Diagnosed by: _____________________ 
3. __________________________________ 			Diagnosed by: _____________________  
4. __________________________________ 			Diagnosed by: _____________________  

List all past psychiatric hospitalizations for mental health:
Date: _____________ Where: _________ Reason: ________________________________________________________________
Date: _____________ Where: _________ Reason: ________________________________________________________________
Date: _____________ Where: _________ Reason: ________________________________________________________________

Do they have any learning difficulties, cognitive concerns, memory challenges, or prior head injuries? ☐  Yes ☐  No        If yes, please provide what those areas are so we are better able to accommodate: _____________________________________
Did they have an IEP or a 504 when they were in school?  ☐ Yes  ☐No                                                                                                               If yes, in what areas? ______________________________________________________________________________________________
Have they been admitted to an inpatient psychiatric for mental health reasons in the past 90-days?☐ Y ☐ N               If yes, please state where, dates of stay and reason for stay:    ____________________________________________________________________________________________________________________________________________________________________________________________________________________
Have they on more than two occasions in the last year gone to the emergency room/department? ____________ If yes, please state where, dates of stay and reason: _________________________________________________________
__________________________________________________________________________________________________________
Have they ever been Sectioned (Section 12) for mental health?   ☐Yes   ☐No                                                                       If yes, how many times, when, by whom, and for how long: ___________________________________________________
Have they ever attempted suicide? If yes, when, how, and what happened: __________________________________ Are they currently experiencing suicidal ideation?  ☐  Yes ☐  No    If yes, please explain: ____________________
Have they ever harmed themselves on purpose? If yes, when and how: _____________________________________ 
Substance Use Disorders
Please do not put any “patient/client reports” diagnosis/symptoms. 
SUD diagnoses (not symptoms) from a provider whom they see currently or in the past (for SUD, MAT medications, detox, IOP, SOAP, Inpatient treatment, etc)
1. ______________________________________ 			Diagnosed by: ________________________  
2. ______________________________________ 			Diagnosed by: ________________________ 
3. ______________________________________ 			Diagnosed by: ________________________ 

	Substance Use History

	Primary:
	Secondary:

	Drug
	Alcohol
	Heroin
	Cocaine
	Crack
	Benzos
	Meth
	Marijuana
	Other Opiate
	Other

	Amount used last (per day)
	
	
	
	
	
	
	
	
	

	Frequency of last use 
	
	
	
	
	
	
	
	
	

	Length of time of last usage 
	
	
	
	
	
	
	
	
	

	Method of use
	
	
	
	
	
	
	
	
	

	Dates of last use (apox.)
	
	
	
	
	
	
	
	
	

	Age at first use
	
	
	
	
	
	
	
	
	

	
How many times have they been in the following treatment options/places for substance use disorder?

	ER/Hospital
	Detox
	CSS
	TSS
	Residential/RRS
	Sober Living
	Sect 35
	DUI/OUI 
	Out-Patient
	Partial Hosp. 

	
	
	
	
	
	
	
	
	
	


Have they ever overdosed on drug and/or alcohol?  ☐ Yes   ☐ No
If yes; How many times in your life?  _____; How many were in the past year?  _____;
If yes, what happened? __________________________________________________________________________________
Physical Health

Do they currently have a primary care physician? ☐ Yes    ☐ No
If yes; Name/Location/Phone Number:____________________________________________________________________
________________________________________________________________________________________________________
Last date seen: _________________________________________________________________________________________
To your knowledge, are they pregnant or is there a possibility that they might be?   ☐ Yes     ☐ No    ☐ Not sure
If yes, how far along are they? ____________ If yes, have they seen an  OBGYN? ________________                                     If yes, who/when: ______________________________________
Please list all other medical/physical health conditions and prior surgeries with dates of diagnosis or procedure:______________________________________________________________________________________________________
__________________________________________________________________________________________________________________
Do they have any allergies to foods/medications/etc.:  ☐ Yes     ☐No                                                                                                 If yes, to what foods/medication/etc.: __________________; ________________________; ________________________. Do they have/need an Epi Pen?   ☐ Yes ☐   No
Medication Assistant Treatment
Are they currently prescribed any form of Medication Assistant Treatment (MAT), such as methadone, suboxone, sublocade, vivitrol, etc?  ☐Yes    ☐No   
If yes, Name of the MAT and daily/monthly/etc. prescribed dose of that medication(s): _________________________ Prescriber/Facility Name & phone number:  _____________________________________________________________________

Legal
Do they currently have any legal issues, this includes: Probation, Parole, Restraining Order (towards them and/or for them), Open Cases, Care & Protection Orders, Stay Away Orders, Warrants, Upcoming Court Dates, Drug Court, etc?  ☐ Yes   ☐  No  If yes; Explain what for and upcoming appointments/court appearances/ and changes:______________________________________________________________________________________________    Do they have a Probation Officer? Parole Officer? Lawyer for court related items? If yes, please list name and info: ____________________________________________________________________________________________________


Family
Are they in a relationship? _______  If yes, what kind and for how long? ___________________________________   Do they have children? ☐ Yes   ☐  No 	If yes, how many under age 18, _________ over age 18__________      Are they currently involved with the Department of Children and Family (DCF)? ☐ Yes    ☐ No                                              If yes, please provide your workers name and location: ____________________________________________________.
Income
Do they have an income? ☐ Yes    ☐ No   If yes, please explain the source of income________________________  Do they have State/Federal Services? (SSDI, SSAI, SNAP, etc.) ________ If yes, which ones and for how much monthly? _____________________________________________________________________________________________
Please share why they would like to be at resident at Catholic Charities Leominster Woman’s Program and how we can best support them if accepted. ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Signature of Referral Provider & Date: ____________________________________________________________________
Signature of Individual Being Referred & Date: ____________________________________________________________

Please provide the most current medication list with dosages/current prescriber for all their medications, a photocopy of their insurance card, TB info, agencies BPS and attach it to this application for review.

To help keep the referral process efficient, we ask that all communication regarding referrals occur through the referring agency only. Potential residents should not contact LWP directly regarding the status of their referral. If additional information is needed or there is an update regarding the referral, the Admissions Team will contact the referring provider directly. Thank you for your partnership and cooperation. We look forward to working together!
The Leominster Women’s Program Admissions Team
2

image1.png
‘ﬁ CATHOLIC
CHARITIES

WORCESTER COUNTY




