[image: ]		                                                                                                                           Fax: 585-593-6311
                                                                                                                             Phone: 1-888-327-1060


Employee Assistance Program: Administrative Referral Information Sheet
(Please complete after Supervisory Consult with ESI Counseling Staff) 1-888-327-1060

Instructions: Please complete both pages of this form, review with the employee, and obtain the employee’s signature on this form and the Authorization to Release Confidential Information Form. Both forms should be faxed to ESI @ 585-593-6311 

Employer: _____________________________________________________ Date: ___________________________
Address: ________________________________________________________________________________________
Employer Representative (name on release of information):__________________________________________
Title: _______________________________ Phone/Ext: ________________________ Fax: ____________________
Employee being referred: ___________________________________________ DOB: ________________________
Position: _______________________ Years Employed: _________________ Work Hours: ___________________
When is the Employee available to meet with EAP? _________________________________________________

Reason(s) for Referral: 

[bookmark: Check18][bookmark: Check19][bookmark: Check20]|_| Absenteeism	|_| Tardiness  |_| Work Quality  |_| Work Quantity

[bookmark: Check21][bookmark: Check22][bookmark: Check23][bookmark: Check24][bookmark: Check31]|_| Anger  |_|  Harassment  |_| Inappropriate Communication  |_| Aggressive Behavior  |_| Interaction Style

Drug and Alcohol Violations:

[bookmark: Check25][bookmark: Check26]|_| DOT Policy Violations  |_| Drug and Alcohol Policy Violations

Other Reason for Referral:                                                                     _
                                                                                          __
                                                                                          __
                                                                                          __
                                                                                          __
                                                                                          __
                                                                                          __

          


      Administrative Referral Information Sheet (Page 2)



[bookmark: Text17]Describe ongoing work performance incidents or the policy violation precipitating this referral:
                                                                                          _
                                                                                          _
                                                                                          _

[bookmark: Text18]Please describe corrective actions taken to address the performance issues, including verbal and written communication/action plans:                                                                                           _
                                                                                          _
                                                                                          _

[bookmark: Text20]Please describe the specific workplace performance goals as communicated to the employee:      
                                                                                          _
                                                                                          _
                                                                                          _
                                                                                          _
                                                                                          _




I,                                      understand the reason/s for the referral as identified above. 
                   Employee Print Name

I understand I must call EAP @ 1-888-327-1060 to schedule an assessment.

_____________________________________		______________________________
Employee Signature					Date

_____________________________________		______________________________
Employer Representative					Date

A copy of this form has been offered to the employee:  |_| Yes  |_| No




Case Number: ____________________________

Employee Services, Inc. d/b/a ESI Employee Assistance Group (ESI) Employee Assistance Program Authorization for the Release of Confidential Information


[bookmark: Text15]Employer Name____________________________________     Date      _________________

I,______________________, _____________________authorize our Employee Assistance Program
          Employee Name (Print or Type)                                 (Date of Birth) 

(EAP) Provider, Employee Services, Inc. d/b/a ESI Employee Assistance Group (ESI), to disclose 

information identified below to my employer:______________________, ________________
                                                                                                                             (Name of Employer Representative)                             ( Title)
     	
Confidentiality

[bookmark: _GoBack]My records are protected under Federal law and regulations (42 C.F.R. Part 2) and the Health Insurance Portability and Accountability Act of 1996 (HIPAA) (45 C.F.R. 164).  My records cannot be disclosed without my written consent unless otherwise provided for under Federal law and regulations.  I do not have to consent to the release of information. However, I choose to do so willingly and voluntarily for the purpose specified below.  

Purpose of Disclosure

The information disclosed is for the purposes of assisting in the coordination of treatment planning, monitoring employee compliance or non-compliance with the treatment plan, and determining employee cooperation and motivation in resolving unacceptable workplace performance and/or behaviors.  

Information to Be Disclosed

The information to be released is limited to the items 1 through 6 listed below, and other information indicated under item 7. 

1) Date(s) of contact(s) with the EAP.
2) Attendance of scheduled appointments with employee services counselor.
3) Expected time required to complete treatment.
4) Willingness to cooperate and participate in treatment recommended by employee services counselor.
5) Completion of treatment recommendations.
6) Willingness to accept a referral to another counselor or treatment program, if required.
7) Other (please have employee initial any additions):______________.




Revocation

I may revoke this authorization at any time by notifying ESI in writing.  If I revoke this authorization, the revocation will have no effect on disclosures already made.  

Termination of Authorization

Unless revoked, this authorization will expire one year from the date in which the authorization was signed.  	

Access to Information

I may inspect and copy any records the EAP maintains about me.  


________________________________	______________________________         ________________
Employee Name 	                   Employee Signature			        Date

________________________________	______________________________         ________________
Witness Name 	                     Witness Signature			        Date

A copy of this authorization must be offered to employee. 

[bookmark: Check3]|_| Copy Accepted   
	  	
[bookmark: Check4]|_| Copy Rejected




This information has been disclosed to you from records protected by Federal confidentiality rules (42 C.F.R. Part 2).  The Federal rules prohibit 
you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to 
whom it pertains or as otherwise permitted by 42 C.F.R. Part 2.  A general authorization for the release of medical or other information is NOT 
sufficient for this purpose.  The Federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse 
patient.
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