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  Program of BADISA

Posbus 515, Worcester, 6849

    Tel: (023) 342-1162          

Praktyk Nr: 0470010043583           Epos: opname@toevlug.org 
APPLICATION FORM: YOUTH PROGRAMME

A. DETAILS OF REFEREE

	1.
	Title
	

	2.
	Surname
	

	3.
	Initials
	

	4.
	Occupation
	

	5.
	Organization
	

	6.
	Postal Address
	

	
	Town
	

	
	Code
	

	7.
	Tel. No.
	

	8.
	Fax. No.
	

	9.
	E-mail Address
	


B. PERSONAL DETAILS OF YOUTH

	1.
	Surname
	

	2.
	Full Name
	

	3.
	Name called by
	

	4.
	Address
	

	5.
	Gender
	
	
	
	

	6.
	Age
	

	7.
	Birth Date
	

	8.
	Identity No.
	

	9.
	Home Language
	

	10.
	Other Languages
	

	11.
	Attending School
	
	
	
	

	12.
	Religion
	


C. PERSONAL DETAILS OF PARENTS/LEGAL GUARDIANS

	
	Mother- WHEREABOUTS UNKNOWN Legal Guardian/Care of

	1.
	Surname
	

	2.
	Full Name
	

	3.
	Occupation 
	

	4.
	Identity No.
	

	5.
	Home Address
	

	
	
	Postal Code
	

	6.
	Tel. No.
	Home
	

	
	
	Work
	

	
	
	Cell
	

	
	Father/Legal Guardian 

	7.
	Surname
	

	8.
	Full Name
	

	9.
	Occupation
	

	10.
	Identity No.
	

	11.
	Home Address
	

	
	
	Postal Code
	

	12.
	Tel. No.
	Home
	

	
	
	Work
	

	
	
	Cell
	


D. FAMILY BACKGROUND

	Provide a short description of the following aspects:

	1.
	Please provide relevant information about applicant's childhood, e.g. Parental home, general development, scholastic history, family structure and marital status of parents

	

	

	

	

	2.
	Provide information about the applicant's current family relationships (relationships with parents/guardians, siblings etc.)

	

	

	

	

	3.
	Is there any indication of the following in the family home that the applicant will be returning to after discharge:

	Describe

	Alcohol/drug abuse
	
	

	Family violence
	
	

	Trauma
	
	

	If "YES" state whether there is a strategy to address it:



	

	

	

	


E. SCHOLASTIC BACKGROUND

	1.
	Age started school
	
	Age left school
	

	
	If the applicant has left school, please provide a reason why. Is there any strategy for returning to school? If yes, please elaborate.

	

	

	

	2.
	Progress at school
	Good
	
	Average
	
	Poor
	

	
	Remark:

	
	

	
	

	3.
	Name of school
	

	
	Address
	

	
	
	Postal code
	

	
	
	Tel. No.
	

	
	
	Fax. No.
	

	
	
	E-Mail Address
	

	4.
	Highest grade passed
	

	5.
	Year passed
	

	6.
	Relationship with teachers
	Good
	
	Average
	
	Poor
	

	7.
	Relationship with friends at school
	Good
	
	Average
	
	Poor
	

	
	

	
	

	
	

	
	

	
	

	
	

	8.
	Problems at school and educational challenges :

	
	Absconding
	
	Disabilities
	
	
	

	
	Suspension
	
	Attention deficit
	
	Can not read or write
	

	
	
	
	Other:

	
	
	High
	
	Average
	
	Low
	

	9.
	Verbal abilities: Talk
	
	
	
	
	
	

	
	Read
	
	
	
	
	
	

	
	Write
	
	
	
	
	
	

	10.
	Identify any skills, hobbies, sports or interests of the youth:  

	
	

	
	


F. CRIMINAL BACKGROUND 

	1.
	Nature of transgression
	

	2.
	Date of transgression
	

	3.
	Sentence
	

	4.
	Are there court cases pending?
	Yes
	
	No
	

	
	If yes, provide detail :
	

	
	

	
	


G. SEXUAL ORIENTATION/TRAUMA

	1.
	Any sexual orientation/preferences which could make the youth vulnerable?
	

	2.
	Any concern regarding sexual behaviour by the youth?
	

	3.
	Has the youth been a victim of any physical, emotional or sexual abuse?
	

	4.
	Has the youth been a victim of any crime, e.g. assault, robbery, etc?
	

	5.
	Has the youth been involved with any traumatic events such as car accidents, operations, etc?
	

	
	Remark:

	
	

	
	

	
	


H. PERSONALITY AND ATTITUDE

	1.
	Indicate the youth’s attitude towards himself:

	
	Positive
	YES
	
	NO
	

	
	Believes in himself
	YES
	
	NO
	

	
	Positive self image
	YES
	
	NO
	

	2.
	Negative attitude towards authority
	YES
	
	NO
	

	3.
	Does the youth have insight in the consequences of his behaviour
	YES
	
	NO
	


I. BEHAVIOURAL PROBLEMS

	Indicate which of the following behavioural problems are displayed by the youth:

	1.
	Aggression
	

	2.
	Theft
	

	3.
	Lying
	

	4.
	Destruction of property
	

	5.
	Arson
	

	6.
	Cursing
	

	
	Additional information:

	
	

	
	

	
	

	
	


J. EMOTIONAL HEALTH BACKGROUND

	1.
	Has the youth received treatment in a psychiatric facility in the past?
	YES
	
	NO
	

	2.
	Has the youth ever been assessed by a psychologist or psychiatrist in the past?
	YES
	
	NO
	

	3.
	If yes, indicate reasons for the referral to the psychologist/psychiatrist :

	
	Aggression
	
	Stress
	
	Depression
	

	
	Personality distortions
	
	Behavioural problems
	
	Sexual deviances
	

	
	Relationship problems
	
	Obsessive-compulsive
	
	Poor self image
	

	
	Chronic mental instability
	
	Phobias/fears
	
	Inability to develop empathy
	

	
	Substance abuse
	
	Dependency on medication
	
	Other 
	

	
	Suicide attempts
	
	Scholastic/learning problems 
	
	Please specify
	

	Remarks:

	

	

	

	

	

	


K. CURRENT RISK AND VULNERABILITY 

	1.
	Is there a history of self mutilations?
	YES
	
	NO
	

	2.
	Have there been previous suicide attempts?
	YES
	
	NO
	

	
	If so, provide detail (dates, method etc.)

	
	

	
	

	
	

	3.
	Is there any concern regarding suicidal behaviour and suicidal thoughts?
	YES
	
	NO
	

	
	If so, provide information regarding possible causes for suicide thoughts

	
	Depression
	
	Financial problems
	
	Feelings of guilt
	

	
	Anxiety
	
	Family problems
	
	Previous attempts
	

	4.
	Possible areas of concern? Indicate :

	
	Sexual orientation
	
	Injuries to others
	
	Racism
	

	
	Sexual preferences
	
	Self-mutilation/injury 
	
	Emotional vulnerability
	

	
	Aggression
	
	Specify other
	
	
	

	5.
	Is the youth involved with gangs?
	NO

	
	Which gang?
	

	
	For how long?
	

	
	Position in gang?
	

	6.
	Any tattoo’s on the youth?
	

	7.
	Has the youth been involved with the occult in the past?
	

	
	Remarks:

	
	

	
	


L. RELIGION

	1.
	Religion
	

	2.
	Indicate his degree of involvement
	

	3.
	Does the youth receive support from his church?
	


M. SUPPORT STRUCTURE

	1.
	Does the youth receive any support from his family or other person(s)?
	

	2.
	Who is his primary support system?
	


N. DRUG ABUSE

	
	Primary Dependency

	1.
	Substance
	

	
	For how long?
	

	
	Degree of abuse – how much and how often?
	

	
	Age when started
	

	2.
	Other substances abused:

	

	3.
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Previous treatment :    YES                      NO

	Name of Centre
	Date admitted
	Duration of treatment
	Completed treatment

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Provide reason as to why applicant did not complete previous treatment program:

	

	


O. MOTIVATION AND INSIGHT

	1.
	Youth’s motivation for rehabilitation
	Good
	
	Average
	
	Poor
	

	2.
	Youth’s insight regarding the negative impact of his dependency problem
	Good
	
	Average
	
	Poor
	

	Remarks regarding insight and motivation:

	

	


P. CONTINUED TREATMENT/ AFTER CARE SERVICES
	1.
	Are you prepared to render continued treatment/after care services to the youth?
	YES
	
	NO
	

	2.
	If not, provide details of the person who is willing to render after care services. 

	
	Title
	
	Surname
	
	Initials
	

	
	Occupation
	

	
	Organization
	

	
	Postal address
	

	
	Tel. no. 
	
	Fax no. 
	

	
	E-Mail address
	


	Q1.
	Declaration by Applicant’s Parent/Guardian

	I, .......................................................(Initial and Surname ), hereby declare that: 
· The information of this report is the correct and accurate facts, as provided by me. I declare that I am not witholding any information from the centre. 
Signature .....................................................................          Date: 20....   / ....   / ....  



	Q2.
	Declaration  by Referent

	I, .......................................................(Name and Surname), hereby declare that:
· The information in this report contains that the correct and accurate facts, as provide by the applicant/the applicant’s family. I declare that no information has been witheld from the centre. 
Signature: .....................................................................          Date: 20....   / ....   / ....  

Registration Number by Professional Board: .....................................................................   




PAYMENT DETAILS

Method of payment: 


  Electronic payment  
   Cheque
     Cash  
     Medical Aid  
Please complete Part A in case of medical aid payment.

Please attach a copy of medical aid card to the application. 
	Name of medical aid 
	

	Medical aid no.
	

	Authorization no.
	

	Telephone no.
	

	Postal address
	

	
	

	
	
	Code
	


Take note:  You are responsible for this account if it is not paid by the medical aid within 90 days.

Please complete Part B for all other methods of payment.

	Gross monthly income of parents/ legal guardians
	R


Take note:  Please attach copies of most recent salary statements as proof of the above.

	Person responsible for the account

	Name
	

	Relation
	

	Telephone no.
	

	Postal address
	

	
	

	
	
	Code
	


I, ___________________, hereby accept responsibility for the payment of the full account, signed at _____________________________.

Signature:  _______________________

TAKE NOTE:

In case of electronic or direct bank payments, proof of payment must be emailed ( alefleur@toevlug.org ) to Toevlug.

Bank details:

Toevlug Centre

ABSA Worcester

Account number:  440850278

Branch number:  503107
VISITORS’ PROTOCOL

1. Only parents/legal guardians may visit patients. A maximum of 2 visitors are allowed per patient. 
2. Only parents/legal guardians whose names and identity numbers are filled in on the following visitors’ list will be allowed. 
3. The names on the list will be correlated with the identity documents of the visitors during the visit. All visitors must therefor bring their identity documents along when visiting patients. 
4. Visiting hours: 
During their fourth week of treatment, the Sunday between 11:00 – 14:00. 
Public holidays: No visiting hours.

5. Visitors may not supply the patients with cash. 

6. All visitors must report to security where they will be accompanied to administration.   
7. Visitors may not bring any personal belongings, e.g. handbags, cellphones, along with them during visiting hours. 
8. The patients are not allowed to receive any packages.
9. No visitors may:
SMOKE DURING VISITING HOURS!!

Move into the patients’ bedrooms. 

Use Toevlug’s equipment or games.
Be under the influence of alcohol or any other forbidden substances. 
10. Patients may not accompany the family to their vehicles after the visit. 
12.  VISITORS MAY NOT SUPPLY THE PATIENTS WITH CIGARETTES. 

VISITORS’ LIST

	Name of patient
	


This list must be fully completed in order for the patient to receive visitors. 

Visitor 1

	Name
	

	Surname
	

	Identity number
	

	Relation
	


Visitor 2

	Name
	

	Surname
	

	Identity number
	

	Relation
	


I hereby declare that I will adhere to the policy of the visitors’ protocol.

	
	Name
	Signature

	Visitor 1
	
	

	Visitor 2
	
	


BEHANDELINGSKONTRAK

(LW: Hierdie vorm moet deur die applikant gelees en in die teenwoordigheid van die verwyser onderteken word.)

Ek, die ondergetekende ________________________________________(Van en Volle name van applikant), gaan hiermee die volgende ooreenkoms met Toevlug Sentrum aan:

1.
Ek gee hiermee my toestemming dat ek as 'n pasiënt vir minstens 5 weke in TOEVLUG opgeneem mag word en dat ek die nodige ondersoeke en behandeling, soos deur die Bestuurder van TOEVLUG bepaal mag word, sal ondergaan.

2.
Ek aanvaar:

A. Die huishoudelike reëls van TOEVLUG en beloof my volle samewerking.

B. Dat die Bestuurder haar die reg voorbehou om my behandeling te beëindig as ek nie my volle samewerking in die behandelingsprogram gee nie.

C. Dat my behandeling getermineer sal word indien ek gedurende my behandelingsperiode alkohol/dwelms/nie-voorgeskrewe medikasie in die sentrum inbring, daarvan gebruik maak of aan mede pasiënte oorhandig. 

D. Dat my behandeling getermineer sal word indien ek fisies of verbaal aggressief teenoor personeel of mede-pasiënte optree. 

E. Dat ek verantwoordelikheid aanvaar vir die terminering van my behandelingsprogram by oortreding van die huishoudelike reëls of weens wangedrag. Ek aanvaar ook dat so 'n beëindiging van behandeling nie teruggehou sal word omdat ek vér woon nie. In so 'n geval is ek self aanspreeklik vir my ongerief en vervoerreëlings en ek moet die sentrum binne 1 uur na ontslag verlaat.
3.
Ek onderneem om geen alkohol, dwelmmiddels of nie-voorgeskrewe medikasie op die gronde van TOEVLUG te bring, te laat haal, te gebruik of iemand anders te help om dit te bekom nie. Omdat ek gekom het vir rehabilitasie, sal ek vrywillig my samewerking bied met die volgende:

A. Ek sal, in ons almal se belang, dit aan die personeel rapporteer as iemand, na my wete, in besit is van alkohol of dwelmmiddels, dit gebruik of dit vir my of ander aanbied.  As ek gevra word, sal ek die waarheid vertel.

B. Ek onderwerp my vrywillig aan toetse vir die gebruik van verbode middels volgens die prosedures van TOEVLUG.

C. Ek sal te alle tye my bagasie, kas of bergplek beskikbaar stel om in die teenwoordigheid van 'n personeellid, deursoek te word.

D. Ek onderwerp my vrywillig aan die deursoek van die sentrum, my bagasie en kaste deur die SAPD honde- eenheid.

E. Ek onderneem om skadevergoeding te betaal vir enige skade deur my aangerig aan TOEVLUG eiendom. 

4.
Ek onderneem dat geen eis deur my of deur enige persoon namens my ingestel sal word teen die personeel of bestuur van TOEVLUG t.o.v. die gevolge van mediese of terapeutiese prosedures, enige ongeluk of misverstand of ontslag weens wangedrag nie.

5.
Ek gee toestemming dat my maatskaplike werker/toepaslike nasorggroep/verwyser in kennis gestel mag word van my opname en vordering by TOEVLUG. 

6. 
Ek gee toestemming vir my maatskaplike werker te Toevlug om ‘n behandelingsverslag van my behandeling aan my verwyser/nasorgwerker te voorsien. 

7.
Ek aanvaar volle verantwoordelikheid vir my rekening/behandelingsfooi wat volgens inkomste per maand bereken is. TOEVLUG behou die reg voor om navraag t.o.v. aangegewe inkomstebedrae te doen. Indien ek my ooreenkoms verbreek, sal ek steeds verantwoordelik gehou word vir my volle rekening/behandelingsfooi. 

8.
(Slegs vir pasiënte aan wie ŉ gesubsidieerde bed toegeken is): Ek aanvaar dat indien ek my ooreenkoms verbreek en nie die behandeling wat deur die Departement van Maatskaplike Ontwikkeling befonds word voltooi nie, ek steeds verantwoordelik gehou sal word vir die totale rekening soos gesubsidieer deur die Departement.

9. Ek verstaan dat my behandelingsfooi/rekening ten volle voor opname betaal moet wees. Ek verstaan dat indien my behandelingsprogram vroeër getermineer word, dat my behandelingsfooi nie terugbetaalbaar is nie.  

10  Ek aanvaar dat roetine detoksifikasie medikasie by die behandelingsfooi/rekening ingesluit is, maar dat ek alle ander medikasie self sal betaal. As ek reeds op medikasie is, sal ek genoeg medikasie saambring vir die volle tydperk van die behandeling.  

11. Ek aanvaar kostes sal gehef word vir my gade/saamleefmaat/familie se verblyf gedurende die tydperk wat hul inskakel by die behandelingsprogram te TOEVLUG.  

12. Ek verstaan dat Toevlug ‘n rookvrye program is en dat sigarette/aanstekers op die perseel vernietig sal word. Nie-voorgeskrewe medikasie sowel as afhanklikheidsvormende medikasie sal vernietig word met opname. 

Ek verklaar hiermee dat ek bogenoemde voorwaardes en reëls gelees het, dit goed verstaan en my daarby neerlê.

OOREENGEKOM EN ONDERTEKEN TE _________________________________________(PLEK) OP DIE ________ DAG VAN 

___________________ 20______.

GETEKEN:  
_______________________________

____________________________________

                           APPLIKANT  

                                                  VERWYSER



TOEVLUG SENTRUM/BADISA

(Geregistreerde organisasie sonder wins oogmerk 011-891-NPO)

Praktyknommer:  0470010043583

VRYWARING

Ek, die ondergetekende,

volle naam:  …………………………………………………………………………..

adres:  …………………………………………………………………………………(welke adres gekies is as domicilium citandi et executandi)

in my persoonlike hoedanigheid as pasiënt

of

in my persoonlike hoedanigheid en in my hoedanigheid as voog van

volle naam:  …………………………………………………………………………..       (hierna genoem "die pasiënt"),

namens wie ek waarborg dat ek behoorlik bevoeg en gemagtig is om hierdie vrywaring te teken.

VERKLAAR:

1.
Dat ek vrywillig toegestem het tot die opname en behandeling van myself en / of die pasiënt tot Toevlug Sentrum Vir Alkohol- en Dwelm Afhanklikheid/Badisa (Geregistreerde organisasie sonder wins oogmerk 011-891-NPO), Praktyknommer:  0470010043583.

2.
Dat ek ten opsigte van die opname en behandeling:

2.1
ten volle begryp dat van die behandeling potensieel riskant is;

2.2
ten volle vertroud is met die aard en omvang van die potensiële benadeling en skade wat ek / ons mag ly.

3.
Dat ek Toevlug Sentrum/Badisa en sy werknemers, hetsy tydelik of permanent, asook enige ander persoon wat 'n diens aan Toevlug Sentrum verskaf hetsy gratis of teen vergoeding hiermee onherroeplik en onvoorwaardelik vrywaar en kwytskel van enige aanspreeklikheid vir enige skade van watter aard ook al, insluitende maar nie beperk nie tot skade voortspruitend uit dood of besering van wie ook àl en vernietiging of beskadiging van enige eiendom, wat ek en / of die pasiënt, mag ly as gevolg van opname van die pasiënt, ongeag of sodanige skade veroorsaak is deur 'n handeling of late van Toevlug Sentrum/Badisa en sy werknemers, hetsy tydelik of permanent, asook enige ander persoon wat 'n diens aan Toevlug Sentrum/Badisa verskaf hetsy gratis of teen vergoeding en ongeag of enige sodanige handeling of late nalatig is al dan nie.

4.
Dat ek, onherroeplik en onvoorwaardelik onderneem om geen eise en / of regsgedinge van enige aard vir enige skade, van watter aard ook al, insluitend, maar nie beperk nie, tot skade voortspruitend uit dood of besering van myself en / of die pasiënt en vernietiging of beskadiging van enige eiendom wat ek en / of die pasiënt mag ly as gevolg van die pasiënt se opname, ongeag of sodanige skade veroorsaak is deur 'n handeling of late van Toevlug Sentrum/Badisa en sy werknemers, hetsy tydelik of permanent, asook enige ander persoon wat 'n diens aan Toevlug Sentrum/Badisa verskaf hetsy gratis of teen vergoeding en ongeag of sodanige handeling of late nalatig is al dan nie teen die in hierdie paragraaf gemelde persone in te stel.

5.
Dat ek Toevlug Sentrum/Badisa en sy werknemers, hetsy tydelik of permanent, asook enige ander persoon wat 'n diens aan Toevlug Sentrum/Badisa verskaf hetsy gratis of teen vergoeding hiermee onherroeplik en onvoorwaardelik vrywaar en skadeloos stel teen enige eise, van watter aard ookal, wat deur enige persoon hoegenaamd teen Toevlug Sentrum/Badisa en sy werknemers, hetsy tydelik of permanent, asook enige ander persoon wat 'n diens aan Toevlug Sentrum/Badisa verskaf hetsy gratis of teen vergoeding ingestel mag word vir enige skade, van watter aard ookal, insluitend, maar nie beperk nie tot skade voortspruitend uit die dood of besering van 'n persoon en / of vernietiging of beskadiging van enige eiendom, welke skade mag spruit uit enige handeling of late deur myself en / of die pasiënt, of deur enige ander persoon vir wie se optrede ek regsgeldiglik aanspreeklik gehou mag word, indien so 'n handeling of late plaasvind tydens die verloop van die behandeling van die pasiënt of terwyl ons tydens sodanige behandeling op Toevlug Sentrum/Badisa se perseel teenwoordig is, ongeag of sodanige handeling of late binne of buite die bestek van die pasiënt se behandeling val en ongeag verder of sodanige handeling of late hetsy uitdruklik of stilswyend deur Toevlug Sentrum/ Badisa en sy werknemers, hetsy tydelik of permanent, asook enige ander persoon wat 'n diens aan Toevlug Sentrum/Badisa verskaf hetsy gratis of teen vergoeding toegelaat of goedgekeur word en ongeag verder of sodanige handeling of late nalatig is al dan nie.

6.
Dat hierdie vrywaring onherroeplik en bindend is op my, die pasiënt, enige afhanklike en enige regsverkrygendes.

7.
Dat ek die vrywaring volledig gelees het, vertroud is met die inhoud daarvan, dat ek dit ten volle verstaan en dat ek dit vrywillig onderteken het.

GETEKEN TE ……………….. ………………………………OP HIERDIE ………. DAG VAN ……………………………………………………..

As getuies:

1.
………………………………….

…………………………………..(Handtekening)

2.
………………………………….

………………………………….. (Handtekening)

TOEVLUG CENTRE

This Report must be completed by a medical practitioner.
	1.  PASIËNT BESONDERHEDE:

	Van en Voorletters van pasiënt:
	

	Geboortedatum:
	

	Leêrnommer: 
	

	2. MEDIESE / PSIGIATRIESE AGTERGROND: 

	Het u die pasiënt voorheen behandel?    

Is die pasiënt tans onder u mediese behandeling?        
	JA
	
	NEE
	

	
	JA
	
	NEE
	

	Indien “JA”, wat is/was die diagnose?
	

	
	

	Huidige kroniese toestande:
	

	
	

	Huidige voorgeskrewe medikasie: (NB: Heg ‘n afskrif van voorskrif aan)

	
	

	
	

	
	

	Psigiatriese geskiedenis (Psigose, selfmoordpogings, depressie, DT’s, medikasie, opnames ens.):
	

	
	

	
	

	
	

	Is die pasiënt psigiatries stabiel vir opname? 
	JA
	
	NEE
	

	3.   AARD VAN AFHANKLIKHEID: (Middels misbruik)
	

	
	

	
	

	4.  FISIESE ONDERSOEK:        

	Bloedsuiker (HGT):
	
	Gewig:
	

	Hemoglobien (HB):
	
	Dieetbeperkinge:
	

	Polsslag/Ritme:
	
	Allergieë:
	

	Bloeddruk:
	
	Temperatuur:
	

	Urine toets:
	
	Swanger:
	JA
	NEE

	Tande:
	
	Laaste maandstonde:
	

	Respiratories:
	
	Gesinsbeplanning:
	JA
	NEE

	Fisiese Gebrek:
	
	TB Sifting:  

Geskiedenis van TB 
	JA
	NEE

	Kardiovaskulêr:
	
	Hoes 
	JA
	NEE

	Abdominaal:
	
	Nagsweet 
	JA
	NEE

	Neurologies:
	
	Onverklaarbare gewigsverlies
	JA
	NEE

	Dermatologies:
	
	Noue kontak met TB pasiënt
	JA
	NEE

	Is die pasiënt fisies stabiel vir opname? 
	JA
	
	NEE
	

	5.  BESONDERHEDE VAN GENEESHEER:  

	Naam en Van:
	
	Telefoon:
	

	Kwalifikasies:
	
	Adres:
	

	Praktyknommer:
	
	E-Pos:
	

	Handtekening:
	
	Datum:
	


Thank you for completing the form. Queries are Welcome.  Tel. Nr. 023 342 1162
FORM 7

APPLICATION FOR ADMISSION AS VOLUNTARY SERVICE USER TO TREATMENT CENTRE

Section 32 (1) of Prevention of and Treatment for Substance Abuse Act, 2008 (Act No. 70 of 2008) (Regulation 45(1))

Name of treatment centre where admission is desired: 

TOEVLUG CENTRE

40 NOBLE STREET 

WORCESTER

6850

Particulars of voluntary service user:
	Surname
	

	First Names
	

	Address
	


	I am fully aware of the implications of Section 32(1) of Act 70 of 2008 and undertake to abide by the rules of the above named centre

	Signed
	
	Date
	


	To
	opname@toevlug.org  

	From
	


1. I support the application and refer the person to you for treatment

2. The voluntary service user can/ cannot contribute financially towards his/her residence and treatment

3. the following documents are attached: 

(a) Medical certificate

(b) Social Report (Application form)

(c) My reference number is…………………………………………………..

	Social Worker/

Referred by:
	
	Date
	

	Address:
	


