
	                                                            Initial Screening/Intake Form
	Client ID #      

	Staff completing the form:               Date of screening:   /  /     (MM/DD/YY)

Place of interview:           Referral source:       


	
	

	PERSONAL INFORMATION



	First Name:           M.I.           Last Name:       
Social Security Number:            Birth Date:    /  /     Age:     


	Address:           
                       Street
	     
City               
	      

State
	     
Zip Code

	Phone Number: (   )     
Personal        Message       Are you homeless (Check one)?
YES
NO

Gender:   Male     Female 
     Other  
       Preferred Language:      
Are you a veteran?
YES 
    NO
   


Are you pregnant?  
YES 
    NO
          Due Date:   /  /  
    # of Children under 18:   
Do you have Medi-Cal?
YES 
    NO
   

Medi-Cal Card #:      
Health Insurance?
YES 
    NO
   
        Insurance Company:      


	

	FIRST EMERGENCY CONTACT

Name:            Relationship:           Phone # (


	

	SECOND EMERGENCY CONTACT

Name:            Relationship:           Phone # (   )      


	

	PARENT/GUARDIAN INFORMATION

Name:            Relationship:           Phone # (   )      


	


Client Name:      
	

	MENTAL HEALTH

Have you ever been diagnosed with mental health condition(s)?


YES                 NO   
If yes, specify: 
If you are taking any prescription medication for mental health condition(s), please specify:      


	

	ALCOHOL & DRUG

Date you last used any drugs including alcohol:   /  /   Number of days in a row you have been using:      
How long do you think you have had a problem with alcohol and/or other drugs?      
Primary Drug             # of days used in the last month        Route        Last Used   /  /  
Secondary Drug        # of days used in the last month        Route        Last Used   /  /  
Tertiary Drug            # of days used in the last month        Route        Last Used   /  /  
Have you used needles in the past 12 months?

YES  

NO  


	

	(DETOX CLIENTS ONLY)

Do you have history of seizures/DTs when you stop drinking?
YES  
      NO
             Specify:       
Staff follow up: 



Client Name:      
	

	LEGAL

Are you on (check one):

Probation  
Parole

Both    
None    
Pending court date(s)?

      YES

NO   
 


If yes, state reason(s) and date(s):      
Have you ever been arrested/charged/convicted/registered for arson?

YES

NO       
Have you ever been arrested/charged/convicted/registered for sex crime(s)?
YES

NO       


	

	POTENTIAL RISK ASSESSMENT

Do you have any current thoughts of hurting yourself or others?




YES
       NO     
Do you have any concerns for the safety of yourself or your immediate family?


YES
        NO    
If client answered “YES” to any of the above questions, describe the action(s) taken:      


	

	For Staff use only

OUTCOME

Accepted into treatment:
YES

NO

Modality:      
Placed on waiting list:

YES

NO         
Informed of Voter Registration:
YES

NO         
Referred to:      


Staff Summary/Comments:      


	

	I certify that all information I have furnished on this form is true and correct.

____________________________________

______________________________

_____________

Client Signature




Staff Signature




Date
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