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	Client Screen
(Required fields are in BOLD)
	[bookmark: _GoBack]Provider Name:       	
[bookmark: Text14]Provider Location:       	

	UCN:
	[bookmark: Text7]     

	Current First Name:
	[bookmark: Text8]     
	M.I.:
	  
	Last Name:
	     
	Suffix:
	     

	

	GENERAL

	Screen Date:
	[bookmark: Text16]     
	

	Type of Screening:
	[bookmark: Dropdown5]
(Please Select)
	Screen Time:
	[bookmark: Text17]     
	

	Screener Name:
	[bookmark: Text34]     
	
	

	
	

	Client Information
	

	Address Line 1:
	[bookmark: Text24]     
	Address Line 2:
	[bookmark: Text25]     
	

	City:
	[bookmark: Text13]     
	County:
	[bookmark: Text57]     
	

	State:
	[bookmark: Text18]     
	Zip Code:
	[bookmark: Text12]     
	

	Length of Residence:
	Years
[bookmark: Text19]     
	
	Months
     
	
	Marital Status:
	[bookmark: Dropdown4]
(Please Select)
	Home Phone:
	[bookmark: Text20]     
	

	Referral Source:
	[bookmark: Text23]     
	Referral Phone:
	     
	

	

	D & A

	What are you currently using (alcohol/drug?)  Please check all that apply.

	[bookmark: Check1]|_|	Alcohol
|_|	Barbiturates
|_|	Benzodiazepines
|_|	Buprenorphine
|_|	Cocaine/Crack
|_|	Heroin
|_|	Marijuana/Hashish
|_|	Methamphetamine
|_|	Non-Prescription Methadone
|_|	None
	|_|	Other Amphetamines
|_|	Other Hallucinogens
|_|	Other non-Barbiturates Sedatives or Hypnotics
|_|	Other non-Benzodiazepine Tranquilizers
|_|	Other Opiates and Synthetics
|_|	Other Stimulants
|_|	Over-the-Counter
|_|	OxyContin
|_|	PCP
[bookmark: Text26]|_|	Other       

	[bookmark: Text27]Date of Last Use?       
	

	[bookmark: Text30]How much/often are you drinking/using?       
	

	Have you ever injected drugs?  |_|  Yes  |_|  No
[bookmark: Text64]If yes, when?       	
	

	[bookmark: Text65]In the past 3 months, how often has your use led to health, social, legal or financial problems?       	
	

	
	

	[bookmark: Dropdown1]Route of Administration:  
(Please Select)

	Are you experiencing any of the following symptoms? (If the individual answers ‘yes’ to this question, he/she must be transferred to a clinical staff person.)

	|_|	Hallucinations
|_|	Nausea/Vomiting
|_|	Seizures
|_|	Severe Cramps
	|_|	Uncontrollable Shaking
|_|	None
[bookmark: Text28]|_|	Other  (specify)       

	[bookmark: Text29]Have you ever experienced any of the above symptoms?  If so, explain.       

	[bookmark: Check5][bookmark: Check6][bookmark: Text61]Have you recently been treated by medical personnel for an overdose?  |_| Yes  |_| No  If so, when?       

	[bookmark: Dropdown2]Have you ever received drug/alcohol treatment or services?  
(Please Select)
[bookmark: Text31]If yes, most recent?       
[bookmark: Dropdown3]Type:  
(Please Select)
[bookmark: Check2][bookmark: Text32]|_|	Other (specify)       

	PSYCHIATRIC

	[bookmark: Dropdown6]Are you having any thoughts of harming yourself or others?    (If the individual answers ‘yes’ to this question, he/she must be transferred to a clinical staff person.)	(Please Select)

	[bookmark: Text35]Suicide Plan:       

	[bookmark: Text36]Ability to contract for safety:       

	[bookmark: Text37]Thoughts to harm others:       

	[bookmark: Text38]Plan to harm others:       

	[bookmark: Dropdown7]Have you ever received mental health services?  
	(Please Select)

	[bookmark: Text39]If yes, most recent?       

	[bookmark: Dropdown8]Type:  
	(Please Select)

	[bookmark: Check3][bookmark: Text40]|_|	Other (specify):       

	[bookmark: Dropdown9]Was medication prescribed?  
	(Please Select)

	[bookmark: Text41]If yes, specify:       

	PRENATAL/PERINATAL

	[bookmark: Dropdown10]Are you pregnant?  
	(Please Select)
	[bookmark: Text42]If yes, how far along?       
	[bookmark: Dropdown11]Are you receiving prenatal care?  
	(Please Select)

	Have you given birth within the last 28 days?  
	(Please Select)

	[bookmark: Dropdown12]Are you experiencing any complications that you feel may require emergency care?  
(If the individual answers ‘yes’ to this question, he/she must be transferred to a clinical staff person.)	(Please Select)

	[bookmark: Text43]If yes, explain:       

	EMERGENT CARE

	Is there a need for a referral for emergent care services?  
	(Please Select)

	[bookmark: Text44]Reason:       

	[bookmark: Text45]If yes, where?       

	EMP/FUN/LEGAL

	[bookmark: Dropdown13]Are you employed?  
	(Please Select)
	[bookmark: Text46]Employer:       

	[bookmark: Dropdown14]Do you have health insurance or Medical Assistance?  
	(Please Select)
	[bookmark: Text47]Specify:       

	[bookmark: Dropdown15]Are you a veteran?  
	(Please Select)

	[bookmark: Text48]Other funding sources?  (specify)       

	[bookmark: Dropdown16]Are you involved with the criminal/juvenile justice system?  
	(Please Select)
	[bookmark: Text49]If yes, what is your status?       

	[bookmark: Dropdown17]Do you have any pending charges?  
	(Please Select)

	[bookmark: Text50]If yes, specify:       

	PRIORITY POPS

	[bookmark: Dropdown19]Pregnant IDU:  
	(Please Select)
	[bookmark: Dropdown20]Pregnant Substance Abuser:  
	(Please Select)

	[bookmark: Dropdown21]IDU:  
	(Please Select)
	[bookmark: Dropdown22]Women with children:  
	(Please Select)

	[bookmark: Text51]Number of children under 18:       
	[bookmark: Text58]Number living with client:       

	[bookmark: Check4][bookmark: Text52]|_|	Other (specify):       

	[bookmark: Dropdown24]Do you have any special needs?  
	(Please Select)

	[bookmark: Text53]If yes, explain:       

	ACCESS

	[bookmark: Text60]Referral To:       
	[bookmark: Text59]Referral Location:       

	[bookmark: Dropdown27]Screen Disposition:  
	(Please Select)

	[bookmark: Text54]Date of Scheduled Assessment:      
	[bookmark: Text55]Scheduled Assessment Time:       

	[bookmark: Text62]Assessor:       

	[bookmark: Text63]If assessment cannot be scheduled within the required time frame, why?       
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