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Intake  Assessment Form

Date: ________ / ________ / ________ Age: _______ Male: _______Female: ________ Other:   ___________________
First Name: _____________________________ Middle: ________________________ Last: _______________________
Homeless:  _______ Yes _______ No         Where are you staying: ____________________________________________
Address: ______________________________________________ City: ________________________________________ State: _________________ Zip Code: ___________________ County: _________________________________________
Home Phone: (______) _____ - _______ Work Phone: (______) _____ - _______ Cell Phone: (______) _____ - ________
[bookmark: _Hlk515529177]SSN: ________ - __________ - ___________ DOB: __________ / __________ / __________ Age: ______________
Emergency Contact: ______________________________________________________ Phone: (_____) _____ - _______
Are you pregnant: Yes _______ No ________   Due Date: ______ / ______ / ______ Number of Children: ___________
Marital Status: _________ Single _________ Married _________ Divorced _________ Widowed 
Military History: Yes _______ No _______    Date/ Type of Discharge: ________________________________________
Employment Status: ____________________________________ Employer: ___________________________________
Current Occupation: _________________________________ Length of Employment: ___________________________
Are you currently enrolled in school: Yes _______ No _______     Last grade completed: _________________________
Reason for seeking services: __________________________________________________________________________


Medical History
Primary Medical Doctor: _________________________________________________ 
Address: _______________________________________________________ City: ______________________________________ State: _________________ Zip Code: ___________________ Phone: (______) ______ - _______
Medication Allergies: _________________________________________________________________________________________
Food Allergies: _______________________________________________________________________________________________
Current Physical Medications: ___________________________________________________________________________________
Do you have insurance: Yes _______ No _______   Policy #: ___________________________________________________________
Insurance Company: ____________________________________ Insured’s Name: _______________________________
Have you applied for medical Assistance: Yes _____ No _____ (If not, you must apply at DSS and bring a receipt with you.)
Prior history of drug/alcohol abuse: Yes _______ No ________ How Long: ______________________________________
Prior Drug/Alcohol treatment: Yes _______ No ________ If yes, Where? ______________
Mental health history in the last 3 months: Yes ______ No _____ Tobacco use in the past 30 days: Yes ______   No  ________
Current Mental Health Medications: ________________________________________________________________________
Previous psychiatric hospitalization: ________ 1-6 months or more in the last 10 years _______ 2 months or more in the last 2 years    
Outpatient mental health services for 6 months or more in the past 2 years: Yes _______ No ________   
Have you been released from jail or a hospital in the last 90 days: Yes _______ No ________
If yes, Where: ____________________________________________________ When: ______________________________________


Legal
Have you been released from jail in the last 90 days: Yes _______ No ________ 
Are you on parole/probation: Yes _______ No ________ 
Current Charge(s): ___________________________________________________________________________________
Prior involvement in the legal system: Yes _______ No ________ Number of arrests in the past 30 days: _____________ 
Substance Use
Reason for seeking services: ___________________________________________________________________
Primary substance of choice: ____________________________________ Frequency of use: _______________________
Quantity of use: _____________________________________________    Route of administration: _________________
Total years of use: _______________ Age of first use: ___________ Date of last use: _____________________
Other substances used________________________________________________________________________________
Tobacco use in the past 30 days?   Yes          No     
History of Addiction/Usage
Substance             Age of First use/                             Last Use                                                      Route/Frequency/Amount
                                Years of Use    

Nicotine             ________________               _________________                                 ______________________________
Alcohol             _________________                 ________________                                 ______________________________
Marijuana        _________________                 ________________                                 ______________________________
Cocaine            _________________                 _________________                                _____________________________
Heroin              _________________                __________________	                    ______________________________
Non-prescribed
 Methadone     _________________              __________________     	                ______________________________


Substance             Age of First use/                             Last Use                                            Route/Frequency/Amount
                                Years of Use    

Suboxone           ________________                    ________________                              ___________________________
Others                _________________                ___________________                          ____________________________
(Inhalants, ecstasy, PCP, oxycodone, acid, etc.)

Usual Symptoms of Withdrawal: ____________________________________________________________________

________________________________________________________________________________________________

Treatment history: _________________________________________________________________________________
                                   (Specify location and date)

Number of prior treatment episodes in the past 30 days? __________

Number of prior treatment episodes in the past 12 months? _________

Longest period of abstinence: _______________________
(In a non-controlled environment)

Usual setting when actively using: ___________________________________
(Alone, with friends, at home, with family)

Health

General appearance: ______________________________________________________________________________

Reported medical concerns: _________________________________________________________________________

Current medications:   Yes _____     No   ____     OTC _____   Discontinued use _________

List Medications if applicable _________________________________________________________________________

History of hospitalization:  ____________________________________________________________________________

Date of last physical: ________________________________________________________________________________
 



Mental Health

Mental Health history:  Yes ______    No _______

Diagnosis __________________________________________________________     Year of diagnosis: __________
History of Medications:    Yes _____   No   _____    Date of last use:  _____________________
If yes, please specify:  ______________________________________________________________________________
History of suicidal/homicidal ideation:  Yes _____   No _____
If yes, please specify _______________________________________________________________________________
History of suicide attempts:  Yes _____     No   ______
If yes, please specify:  ______________________________________________________________________________
History of hospitalization:  Yes ______    No _______
If yes, please specify:  _______________________________________________________________________________
TB Status
Date of last test:  ___________________       Where: ______________________     Results ______________________
History of receiving medication:  Yes ________   No _________
If yes, please specify:  ______________________________________________________________________________
HIV Status
Date of last test:  ___________________       Where: ______________________     Results ______________________
History of receiving medication:  Yes ________   No _________
If yes, where do you receive your current medical care? ___________________________________________________


Demographic Information
Name: _______________________________   Marital status ____________________     Date: __________________
Are you Hispanic or Latino:      Yes _______ No ________                        Religion: ______________________________
	Race: (Circle all that apply)
1 - American Indian or Alaskan Native     
2 – Asian                                    
3 - Black/African American   
 4 -Native Hawaiian /Pacific Islander   
  5 – White
   6 – Other
Sexual Orientation:  __________________
Education: (Circle One)
1 – Never Attended School
2 – Special Education
3 – Preschool/Kindergarten
4 – Some Elementary School
5 – Completed Elementary School (1st - 8th)
6 – Some High School/Vocational Education (9th – 11th)
7 – Completed High School (12th)
8 – Some College (Less than 4 years)
9 – Completed College (4 or more years)
Highest grade completed: _____________________
Special Education: ___________________________
Employment: (Circle One)
1 – Full Time                 5 – Volunteer
2 – Part Time                6 – Retired
3 – Homemaker           7 – Unemployed
4 – Student                   8 – Disabled
Name of Employer: ____________________________________
Occupation: __________________________________________
Veteran:           Yes                      No 
Payment Source: (Circle One)
2 – Personal Resources                                          
3 – Commercial Health Insurance                        
4 – Service Contract (Empl. Assist. H. Main)      
5 – Medicare                                                            
6 – Medical Assistance
7 -- Veterans Administration
8 -- Champus
9 -- Workman’s Comp
10 – HMO
11 – Other Public service
	Living Arrangements: (Circle One)
1 – Living Alone
2 – Living with Relatives
3 – Living with Non-Relatives
Residential Arrangements: (Circle One)
1 – Homeless Shelter/Homeless
2 – Private Residence
3 - Lives with Parent/Guardian
4 - Lives with Other Relative
5 - ALU
6 - Group Home
7 - Other Residential
8 - Nursing Home
9 - Jail/Correctional Facility
Income Source: (Circle all that apply)
1 – Employment Wage
2 – SSI
3 – SSDI
4 – SSI/SSDI
5 – AFDC
6 – PAA (Public Assistance for Adults)
7 – DALP/TEMHA (Cash Assistance)
8 – Unemployment Insurance
9 – Social Security Retirement Income
10 – Other Pension/Annuity
11 – Private Disability
12 – Alimony
13 – Other ________________________________
14 – None
Previous Psychiatric Hospitalization: (Circle One)
1 – 6 months or more in the last 10 years
2 – 2 months or more in the last 2 years
Previous Involvement in the Legal System:            Yes                    No
Name and Address of the Facility: __________________________________________
__________________________________________
__________________________________________
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Information Recorded by ______________________   Title: 

Intake/Assessment Date:  _______________________ Time: 

Referred by: __________________________________

ASAM Dimensions (Circle one in each dimension)
	
Dimension 1 – Intoxication Withdrawal Potential

       Low        Medium        High

Dimension 2 – Biomedical Conditions

       Low        Medium        High

Dimension 3 – Emotional/Behavioral/Cognitive Conditions

       Low        Medium        High

Dimension 4 – Readiness to Change

       Low        Medium        High

Dimension 5 – Relapse potential

       Low        Medium        High

Dimension 6 – Recovery Environment

       Low        Medium        High

ICD Diagnosis ______________________________________

Recommended Level of Care: _____________________
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