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Full Name:  ___________________________________________Age:  ______  DOB: ___________________

HomeAddress:______________________________________________________________________________ 
Phone: ____________________(Home) ____________________ (Cell) _________________________ (Work)

Okay to contact at home?

Y
N
Okay to contact work?

Y
N

Parents Name and Address (if adolescent):

Father: ______________________________________________   
Phone: ___________________________

Mother: ______________________________________________
Phone: ___________________________
Name of Step-Parent (if adolescent):  ___________________________________Phone: __________________
Name of legal guardian (if adolescent):  _________________________________Phone: ___________________
Emergency Contact: ______________________________________________________________________

Address: ________________________________________________Phone: __________________________
Relationship: ___________________________________________________________________

MEDICAL/PSYCHIATRIC INFORMATION:

Do you currently have any medical/health problems?

Y
N    ___________________________________________________________

Primary Care Physician:  _________________________________________________
Phone:  ______________________
Psychiatrist:  __________________________________________________________
Phone:  ______________________
Therapist:  ____________________________________________________________
Phone: ______________________
Are you currently on any medications?
Y
N

	         Medication


	          Purpose
	           Dosage
	   How long on meds
	Prescribing Physician

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Have you ever had any psychiatric or psychotherapeutic treatment? 
Y
N

	        Where
	         Dates
	         Outpatient
	  Inpatient
	        Duration
	    Diagnosis
	       Outcome

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Have you ever had any thoughts or plans of suicide?
( Thoughts only
( No plan
 ( Plan
       (
History of Attempts – Briefly Describe:   
_______________________________________________________________________________________________________
ALCOHOL/SUBSTANCE ABUSE INFORMATION:

Drug of Choice? _______________________

(Multiple/Daily

(Daily

( Several Times/Week
(Weekly

( Binge Use

Amounts used?  __________________________________________________________________________________________

Age use began?  ___________

Age abuse began?  _____________

Clean and sober since: Date  ____________  12 Step Group? _________
Current withdrawal symptoms (e.g. cravings, depression, anxiety, sleep disturbance, seizures):  __________________________________________________

__________________________________________________________________________________________


Cravings?

Y
N


Have you ever had any previous treatment for alcohol or drug abuse or addiction?
Y
N

	        Where
	         Dates
	         Outpatient
	  Inpatient
	        Duration
	    Diagnosis
	       Outcome
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