CONNECTICUT ALCOHOL MONITORING, LLC
203-404-7817

SCRAM REFERAL

Please fax to 203-244-4239

Date of Referral:
REFERRING AGENCY INFORMATION
Please fill in Section I, IT or III and Client Data (page 2)
I. Referring Judge: Court:
Contact Person: Title
Phone No. Email Fax No.
Preferred Method of Notification: Case/Docket #:
Or
II. Referring Agency:
(eg probation, parole, DMV, DMHAS)
Contact Person: Title
Phone No. Email Fax No.
Preferred Method of Notification: Case/Docket #:
Or
I11. Referring Attorney: Firm Name:
Contact Person: Title
Address:
Street City State Zip
Phone No. Email Fax No.

Preferred Method of Notification: Case/Docket #:




CLIENT DATA

Client’s Name: DOB
Last First MI
Home Address:
City: State: Zip:
Sex: M or F Height: Weight:
Phone Number Home: Cell:
Education Level: Preferred Language:
Employer: Hourly Wage:

Does client have analog phone service available at home? Please circle: YES NO

Please advise if client is pregnant or has any skin conditions, diabetes or any other medical condition which may
affect feasibility of wearing the ankle
bracelet:

Current Charges:

Prior Convictions:

Term of Probation/Parole:

Status of Driver’s License: Please circle:  Valid Suspended Revoked

Client to begin SCRAM monitoring by:

Length of Program:

Total Days to Complete:

Other Conditions:

Requested Frequency of Reports from CAM to Referring Agency: WEEKLY MONTHLY VIOLATIONS
ONLY

Payment Made By:

Form of Payment:

For CAM LLC Office Use

CAM LLC Client ID #:

Assigned Installer:




