SSS TREATMENT REFERRAL �PRIVATE ��





Client Name:_____________________________________________________________________________________


            Last Name           First Name          Middle/Maiden





1.	In conjunction with my enrollment in the DUI Special Supervision Services under the provisions of section 322.271, Florida Statutes, the DUI Special Supervision Services has determined that I am required to participate in treatment at the following agency:





	Agency Name:________________________________________________





	Agency Address:_____________________________________________


                     Street Address of Facility


	Agency Contact Person:______________________________________


	Telephone:__________________________________________________


	Best hours to contact:______________________________________





2.	I understand that the DUI program will require this treatment until it is appropriate to release me from treatment and that I am required to pay for such treatment.





3.	I understand the DUI program will recommend to the DHSMV, Division of Driver Licenses, the cancellation of my restricted driver license where applicable, if I should not participate in the treatment required by the DUI program.





4.	I understand that I must release to the DUI Special Supervision Services on a monthly basis a progress report from the treatment agency to show that I have participated actively in the treatment process and have attended as required by the DUI Special Supervision Services.  This report will be mailed directly from the treatment agency to the DUI Special Supervision Services, and must reach the DUI Special Supervision Services by the tenth day of each month for the previous month.





5.	I understand that I must contact the above�named agency within ten (10) calendar days from today's date to schedule an appointment.





6.	I understand that I have been referred for the reasons checked below to this agency, and I acknowledge the DUI Special Supervision Services has explained to me the reasons for this referral for treatment.





	(  )Drinking�related concerns		(  )Family�related concerns


	(  )Drug�related concerns		(  )After�care needs


	(  )Health�related concerns	    	(  )Antabuse program


	(  )Personal concerns			(  )Other





	Notes:____________________________________________________


	__________________________________________________________





7.	I understand that if I have any problems regarding this referral or the services provided to me at the above�listed agency, I must call my Special Supervision Services Evaluator at the DUI Special Supervision Services for questions or resolution of any problems.





8.	I understand the treatment plan developed for me at the above�listed agency will be subject to review by me, the DUI Special Supervision Services, and where applicable, the DHSMV, Division of Driver Licenses.





9.	The DUI Special Supervision Services in conjunction with the treatment agency will determine the length of the required treatment on an on going basis.





10.	I fully understand the requirements and the procedures of my referral to treatment, as directed by the DUI Special Supervision Services.





	UNDER PENALTIES OF PERJURY, I DECLARE THAT I HAVE READ THE FOREGOING DOCUMENT AND THAT THE FACTS STATED IN IT ARE TRUE.





Signed:	________________________________  Date:________________________________
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